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Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states ; somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings : Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication ; abrupt  withdrawal  ma 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severit; , 
of  seizures.  Advise  against  simul-  ' 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawa ' 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have  if 
occurred  following  abrupt  discon-  ^ 
tinuance  (convulsions,  tremor,  ab-  1 
dominal  and  muscle  cramps,  vomitir^ 
and  sweating).  Keep  addiction-proi' 
individuals  under  careful  surveil-  ^ 
lance  because  of  their  predispositic' 
to  habituation  and  dependence.  In  | 
pregnancy,  lactation  or  women  of  | 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard.  ■ 
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V V hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  gready  intensified  at  bedtime. 

In  such  situations,  Vahum  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  reheve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


Symptom  complex 

b Wium*  (diazepam) 
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I Precautions:  If  combined  with 
jther  psychotropics  or  anticonvul- 
jints,  consider  carefully  pharma- 
blogy  of  agents  employed ; drugs 
jUch  as  phenothiazines,  narcotics, 
jarbiturates,  MAO  inhibitors  and 
ijther  antidepressants  may  poten- 
I ate  its  action.  Usual  precautions 
'idicated  in  patients  severely  de- 
iressed,  or  with  latent  depression, 

;r  with  suicidal  tendencies.  Observe 
pual  precautions  in  impaired  renal 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 
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A summary  of  AMA,  medical  & health  news 

American  Medical  Association/ 535  North  Dearborn  Street /Chicago,  Illinois  60610/Phone  (312)  7 


(312)  751-6000/TWX  910-221-0300 


A new  planning  program  for  the  ama  is  un- 
derway. Six  “missions”  that  represent  a general 
classification  of  AMA  activities  will  be  used  as  a 
framework  for  the  system.  Developed  by  the 
AMA’s  Council  on  Long  Range  Planning  and 
Development  and  the  Battelle  Laboratories  of 
Columbus,  Ohio,  the  planning  system  was  ap- 
proved by  the  Board  of  Trustees  in  April  and  by 
the  House  of  Delegates  in  June.  For  each  mis- 
sion the  Board  appointed  a mission  group  to  act 
as  a communications  link  between  it  and  the 
various  councils,  committees  and  staff  units. 
Each  group  will  be  headed  by  a member  of  the 
Council  on  Long  Range  Planning  and  Development 
and  will  include  representatives  from  two  to  four 
other  councils  or  committees.  A trustee  will 
serve  as  an  adviser  on  each  group. 

A three-year  study  will  be  conducted  by  the 
Kaiser-Permanente  Medical  Care  Program  in 
Southern  California  to  determine  methods  of 
measuring  the  quality  of  care  in  any  type  of  med- 
ical practice  in  any  part  of  the  country.  The  study 
will  be  financed  by  a $500,000  grant  from  HEW. 

“Comments  in  Sports  Medicine”  is  a new 

book  from  the  AMA.  Designed  primarily  for 
coaches,  athletic  trainers  and  physicians,  the 
book  contains  articles  on  athletic  accident  pre- 
vention, athletic  equipment  and  facilities,  in- 
juries, the  misuse  and  abuse  of  drugs,  female 
athletics,  rehabilitation  and  sports  safety.  The 
book  recommends  proven  safe  and  effective 
methods  for  first  aid  care  and  sports  safety  and 
stresses  the  practical  aspects  of  sports  injury 
and  illness  and  their  reduction  through  pre- 
ventive measures.  To  order,  OP-62,  $5.00  each, 
write  Order  Dept.,  AMA  Headquarters. 

Individualized  approaches  to  continuing 
medical  education  are  discussed  in  a new  hand- 
book from  the  Illinois  Council  on  Continuing  Med- 
ical Education.  Your  Personal  Learning  Plan 
gives  tips  on  how  to  receive  a greater  return  on 
investment  in  time  and  energy,  and  how  to  satisfy 
CME  requirements  of  medical  organizations  and 
institutions  and  government  agencies.  It  is  avail- 
able for  $1  per  copy,  with  a 10%  discount  for 
orders  of  100  or  more  from,  ICCME,  360  N. 
Michigan  Ave.,  Chicago,  III.  60601. 


President  Nixon  has  signed  an  $185  million 
emergency  medical  services  bill  which  provides 
federal  funds  for  states  and  localities  to  set  up 
emergency  medical  programs.  The  AMA  sup- 
ported the  action.  The  new  law  will  require  com- 
munities receiving  aid  to  set  up  emergency  tele- 
phone systems  designating  911  as  an  emergency 
number. 

Becoming  the  first  chiropractic  school  to  qual- 
ify as  an  “institution  of  higher  learning,”  the 
Logan  College  of  Chiropractic  in  St.  Louis  used 
the  new  three-institution  procedure  of  the  U S. 
Office  of  Education.  The  procedure  allows  an 
institution  to  become  certified  without  having 
been  accredited  by  a recognized  accrediting 
agency,  if  its  credits  are  accepted  on  transfer 
by  at  least  three  institutions  which  are  accredited 
by  a nationally  recognized  accrediting  agency. 
There  is  no  nationally  recognized  accrediting 
agency  for  schools  of  chiropractic.  Other  chiro- 
practic schools  are  expected  to  follow  Logan's 
lead. 

Subluxation  of  a vertebra,  the  theory  upon 
which  chiropractic  is  based,  “does  not  occur,” 
according  to  Edmund  S.  Crelin,  PhD,  professor 
of  anatomy  at  Yale  U.  School  of  Medicine.  In  the 
September-October  issue  of  American  Scientist, 
Dr.  Crelin  reported  that  during  his  study  he  ex- 
amined the  effects  of  pressure  applied  to  the 
vertebral  columns  of  six  individuals  within  six 
hours  of  death.  He  noted  that  “the  nerves  did  not 
become  unduly  stretched  when  the  column  was 
maximally  twisted.” 

Available  from  AMA:  Our  Groaning  Board,  a 
cookbook  of  more  than  500  recipies  compiled  by 
the  wives  of  the  AMA’s  officers  and  Board  of 
Trustees,  $5.00  . For  OP-1 80,  write  Order  Dept., 
AMA  Headquarters.  . . The  second  edition  of 
AMA  Drug  Evaluations,  $16.50  for  AMA  members 
and  students;  $22  for  non-members  and  institu- 
tions. Write  Publishing  Sciences  Group,  Inc.,  411 
Massachusetts  Ave.,  Acton,  Mass.  01720.  . . 
Nine  health  education  pamphlets  and  booklets 
printed  in  Spanish:  Amphetamines  (200),  Bar- 
biturates (200),  Glue  Sniffing  (200),  LSD  (200), 
The  Wonderful  Human  Machine  ($2.00),  What 
You  Should  Know  About  the  Pill  (15$),  Marihuana 
(200),  First  Aid  (450),  and  What  To  Do  in  Case 
of  Poisoning  (150),  Write  Order  Dept.,  AMA 
Headquarters. 

12/73 


JUL  30  1976 


for  January  1974 


f 


3 


At  Your  Service  in 
The  Centennial  State, 

The  Treasure  State, 

The  Siiver  State, 

The  Land  of  Enchantment, 
The  Beehive  State  and 
The  Equaiity  State 


In  the  states  of  Colorado,  Montana, 
Nevada,  New  Mexico,  Utah  and 
Wyoming . . . 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC. 

KANSAS  CITY.  MISSOURI  64137 

is  represented  by . . . 


Bill  Berger 


Ray  Dalager 


Mike  Garner 


John  Hammer 


Barry  Heilman 


Dave  Stormont 


Jerry  Parkinson 


Tim  Parsons 


Ernie  Smith 


Fred  Winkelmeyer 


These  men  bring  you 


Puts  comfort  in  your  prescription 

for  nicotinic  acid 


THE  OPTIMAL  DOSE,  400-mg,  timed-release 
NICO-400®  (nicotinic  acid)  capsule  provides 

• ContreHed  flushing  for  the  desired  effects  without 
therapy-limiting  side  effects. 

• Convenient  b.i.d.  dosage  that’s  less  likely  to  be 
forgotten. 

• The  economy  of  nicotinic  acid  medication.  . 
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Ifs  time  for  action  to  defend  the  lawi 
and  regulations  that  protect  your 
patients  against  drug  substitution. 
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These  professional  and  trade  organizations  are  united  jfj 
in  supporting  antisubstitution  statutes  and  regulationsiigo 

The  American  Academy  of  Dermatolof'^^ 

X 

The  Board  of  Directors  of  the  ,jf 

American  Academy  of  Family 
Physicians  f; 

The  Executive  Board  of  the  O! 

American  Academy  of  Neurology  3 


The  Committee  on  Drugs  of  the  " 

American  Academy  of  Pediatrics  ^ 

f 

The  American  College  of  Allergists 

The  Executive  Committee  of  the  V; 

American  College  of  Obstetricians  j;! 

and  Gynecologists  [i; 

TheBoardof  Regents  of  the  » 

American  College  of  Physicians  - 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  Trustees  of  the  j 

American  Medical  Association 
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The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 


The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 
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I nt  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
laffirm  the  support  of  the  participat- 
t;  organizations  for  the  laws,  regula- 
: nsand  professional  traditions  which 
fahibit  the  unauthorized  substitution 
jdrug  products. 

Traditionally,  physicians,  den- 
|ts  and  pharmacists  have  worked 
[operatively  to  serve  the  best  inter- 
|ts  of  patients.  Productive  coopera- 
t n has  been  achieved  through 
I jtual  respect  as  well  as  a common 
^ncern  for  the  ideals  of  public 
[rvice.  This  mutual  respect  has  been 
fflected,  in  part,  by  joint  support 
|er  the  years  for  the  adoption  and 
i forcement  of  laws  and  regulations 
lecifically  prohibiting  unauthorized 
I bstitution  and  encouraging  joint 
lacussion  and  selection  of  the 
' urce  of  supply  of  drug  products, 
lie  basic  principles  of  medical,  den- 

1 and  pharmacy  practice  are  thus 
lilized  and  preserved  in  the  interest 
) patient  welfare. 

The  antisubstitution  laws  have 
;)t  obstructed  enhancement  of  the 
ofessional  status  of  pharmacy  any 
ore  than  they  have  in  and  of  them- 
Hves  guaranteed  absolute  protec- 
)n  from  unsafe  drugs,  or  freed 
lysicians,  dentists  and  pharmacists 
Dm  their  responsibilities  to  patients. 
;a  practical  matter,  however,  such 
ws  and  regulations  encourage  inter- 
'ofessional  communications  regard- 
g drug  product  selection  and  assure 
ach  profession  the  opportunity  to 
<ercise  fully  its  expertise  in  drug 
sage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 

2 urged  to  increase  the  frequency 
Dd  regularity  of  their  contacts  with 
narmacists  in  selection  of  quality 
mg  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 


Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 


There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator, 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


CMS  Members! 


It's  called  the  Colorado  Medical  Society  Income 
Protection  Plan. 


The  Plan  is  vital  insurance  coverage  that  pays  you 
emergency  income  benefits  when  a covered  sickness 
or  accident  keeps  you  from  working. 

As  a Colorado  Medical  Society  member,  you  can 
purchase  plans  that  pay  from  $100.00  to  $1,000.00 
a month,  depending  on  the  plan  you  choose  and 
qualify  for.  The  emergency  income  benefits  are  paid 
directly  to  you  — to  use  as  you  see  fit. 

ACT  NOW!  FILL  OUT  AND  MAIL  THE  COUPON  for 
full  details  on  your  Colorado  Medical  Society  Income 
Protection  Plan.  Discover  how  it  can  help  provide 
that  extra  measure  of  financial  security  you  and 
your  family  need.  There's  no  obligation. 
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Mail  Coupon  to  Your  Nearest  Representative; 


CON  LITZ 

4800  Wodsworth  Ploza 
Suite  300 

Wheot  Ridge,  Colorado  80033 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  Colorado  80932 


CARL  RODERICK 
2627  West  I 0th  Street 
Greeley.  Colorado  80631 


UNDERWRITTEN  BY 

WDmaha.vL/ 

The  people  who  pap . . . 
life  Insurance  Affiliate:  United  of  Omaha 


Rondomycin 

(methaQ/cline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolylic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  lor  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy;  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
dOS6S 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

WALLACE  PHARMACEUTICALS 
CRANBUBY.  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.g 

[meohacvcline  HGI] 

Delivers  from  the  very  first  dose: 

itudies  show  that  after  the  first  dose  serum  levels  rapidjy  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


IS  wisely  based  on  mae  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmai 
I 1 . r I (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  functu 

1^013  SclTGTV  was  noted  in  patients  administered  recommended  or  higherdos 

^ for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldom  i 
quired  discontinuance  of  therapy.  Morning  “hang-over”  with  Dalmane  has  been  relatively  infrequent.  Diz 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  f req  uently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for7to8hourf 
without  need  to 


repeat  dosage  No  sleep  me 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  patiei* 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  1 7 minutes,  had  fewer  nig  ^ 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  rep( 
dosage  during  the  night. 


ep  with 


Datmane  has  been  shown  to  be  con- 
■ ■ ■ i sistently  effective  even  during  con- 

)p|Q|QT0p|QV  secutive  nights  of  administration, 

J with  no  need  to  increase  dosage. 
Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication -a 
odiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
ate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
able  hypnotic. 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
ication,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
fiturate  agent  proved  effective  and  relatively  safe  for  relief  of 
mnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
(15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  /i.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  aw/akenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
[e.g.,  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints. 

There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g  , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage:  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right’'  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg.  erythromycin  per  5-ml.  teaspoonful) 


Additional  information  available  to  the  profession  on  request. 


400054 


^DISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


EDITORIALS 


The  two  following  guest  editorials  were 
written  at  the  request  of  the  Utah  Editorial 
Board  of  the  Rocky  Mountain  Medical  Jour- 
nal. 

The  first  is  a progress  note  concerning  the 
initial  impact  of  the  innovative  Utah  Pro- 
fessional Review  Organization  on  both  the 
patient  and  doctor.  The  second  editorial  em- 
phasizes the  USMA’s  dedication  to  con- 
tinuing medical  education  and  outlines  of 
unique  proposal  for  improved  postgraduate 
education  of  physicians. 

It  seems  appropriate  to  include  these  two 
important  communications  in  this  Utah  issue 
of  the  Rocky  Mountain  Medical  Journal. 

Alan  E.  Lindsay,  MD 
Salt  Lake  City 


A 


physician’s  motivation  for  excellence  is 
self-evident  in  his  dedication  to  a lengthy 
and  rigidly  structured  educational  process 
leading  to  a medical  degree,  speciadization 
and  ultimate  practice  of  medicine.  This  com- 
pulsive drive  in  the 


The  VSMA 
Academy  For 
Continuing  Medical 
Education 


individual  for  exper- 
tise does  not  come  to  a 
screeching  halt  when 
he  enters  practice; 
neither  do  the  demands  made  on  him.  In  an 
era  fraught  with  changing  philosophies,  tech- 
nology, and  mechanisms  of  health  delivery, 
continuing  medical  education  is  an  essential 
requisite  towards  achieving  a high  quality 
of  medical  care. 


Responding  to  and  recognizing  these  im- 
pending and  accelerated  changes,  the  Utah 
State  Medical  Association  Board  of  Trustees, 
sustained  by  the  House  of  Delegates,  initially 
established  the  Utah  Professional  Review 
Organization  (UPRO)  to  concurrently  assess 


the  quality  of  medical  care  being  given.  This 
organization  supports  educational  rather 
than  punitive  attitudes  and  has  encouraged 
the  development  of  an  educational  resource 
center  to  utilize  data  generated  by  peer  re- 
view to  identify  problems  requiring  educa- 
tional attention. 

Because  the  care  of  a patient  carries  with 
it  the  responsibility  for  the  quality  of  care 
given  and  in  order  to  maintain  the  highest 
level  of  competence,  a physician  must  recog- 
nize whatever  inadequacies  he  may  have  due 
to  gaps  in  training  or  experience.  He  must 
also  be  attuned  to  new  developments  and 
knowledge  and  be  engaged  in  a continuing 
process  of  learning.  Some  of  these  problems 
are,  of  course,  self-detected  and  can  be  self- 
corrected  through  day-to-day  sources,  such 
as  consultations  with  colleagues  and  medical 
literature.  But  some  of  them  cannot  be  cured 
by  home  remedies. 

Based  on  this  recognition,  in  April  1973, 
the  USMA  Board  of  Trustees,  on  direction 
from  the  House  of  Delegates,  initiated  the 
organization  of  the  Academy  for  Continuing 
Medical  Education.  The  Academy’s  goals  are 
to  utilize  peer  review  data  to  identify  pro- 
fessional and  individual  educational  needs 
and  to  assist  practicing  physicians  to  main- 
tain proficiency  and  productivity. 

The  Utah  Professional  Review  Organiza- 
tion will  answer  the  question,  “What  needs 
to  be  changed?”  The  Academy  will  try  to 
implement  change.  Standards  established  by 
peer  groups  for  UPRO  have  been  set,  and 
performances  measured  against  those  stand- 
ards will  become  the  basis  for  relevant  learn- 
ing experiences.  The  educational  needs  re- 
vealed by  UPRO  then  shall  become  the 
province  of  the  Academy  for  Continuing 
Medical  Education. 
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The  most  immediate  and  general  goals  of 
the  Academy  are  the  following: 

(1)  To  bank  educational  resource  informa- 
tion to  be  available  to  all  physicians  by  tele- 
phone, mail,  or  person. 

(2)  To  receive  input  and  to  distribute  infor- 
mation on  education  “needs”  to  physicians 
as  it  is  generated  by  professional  review. 

(3)  To  maintain  accurate  records  of  all  con- 
tinuing medical  education  on  medical  asso- 
ciation members  in  the  event  that  relicensure 
or  recertification  becomes  necessary  by  law 
to  continue  to  practice  medicine. 

(4)  To  develop  physicians’  profiles  for  cer- 
tification reference  if  necessary. 

(5)  To  become  the  continuing  medical  ed- 
ucation accreditation  body  for  the  State  of 
Utah. 

While  the  Academy  is  still  in  the  stage  of 
sowing,  a harvest  is  not  far  off.  Recently  re- 
ceived UPRO  data  is  in  the  process  of  being 
effectively  utilized,  and  initial  steps  have 
been  taken  in  our  proposed  community  hos- 
pital accreditation  program.  The  University 
of  Utah  College  of  Medicine  has  three  rep- 
resentatives on  the  Academy’s  Board  of  Trus- 
tees and  plans  to  cooperate  fully  with  the 
Academy,  and  the  Eccles  Medical  Library  is 
eager  to  have  its  voluminous  traditional  and 
innovative  resources  utilized  on  a statewide 
basis.  These  institutions  combined  with  the 
Utah  Professional  Review  Organization  have 
and  will  provide  the  Academy  with  both 
input  and  output  channels,  thus  enhancing 
the  possibility  and  probability  of  its  being 
an  effective  continuing  medical  education 
organization. 

The  Academy  for  Continuing  Medical  Ed- 
ucation of  the  Utah  State  Medical  Associa- 
tion should  be  welcomed  by  Utah’s  physi- 
cians. Its  purpose  is  to  design  methods  for 
them  to  maintain  professional  excellence. 

Howard  G.  McQuarrie,  MD 


C 

V-'AN  PHYSICIANS  MANAGE  the  accountability 
system  for  medical  care?  The  Utah  Pro- 

fessional Review  Organization  (UPRO), 
founded  by  the  Utah  State  Medical  Associa- 
tion in  July,  1971,  has  been  conducting  on-site 
concurrent  hospital 
Can  utilization  review 

Physicians  (OSCHUR)  since 

Do  It?  April  1,  1972.  In  the 

first  18  months  of  op- 
eration, over  20,000  hospitalized  patients 
have  come  under  UPRO  review,  and  experi- 
ence is  now  adequate  to  permit  evaluation 
of  the  effectiveness  of  the  program.  The  or- 
ganization and  methodology  have  been  de- 
scribed elsewhere.^'^ 

ACCEPTANCE — Although  the  develop- 
ment of  UPRO  has  been  accompanied  by  an 
expected  amount  of  reasonable  apprehension 
by  physicians,  hospital  administration,  car- 
riers, and  even  consumers,  hard-core  re- 
sistance has  been  spotty  and  has  generally 
given  way  to  understanding.  The  record 
shows  that  each  hospital  staff  has  accepted 
the  UPRO  program  as  support  was  re- 
quested, and  that  the  USMA  House  of  Dele- 
gates has  voted  its  confirmation  on  two  oc- 
casions. Positive  consumer  response  has 
been  vigorous,  and  cooperation  with  car- 
riers and  hospital  administration  has  led  to 
a tripling  of  program  scope  in  each  year  of 
operation.  From  12,000  hospital  patients  re- 
viewed in  the  first  year,  an  increase  to  70,000 
admissions  per  year  is  expected  in  early 
1974;  over  two-thirds  will  be  from  the  pri- 
vate sector. 

IMPACT — A sophisticated  methodology, 
utilizing  controls,  is  being  implemented  to 
evaluate  the  impact  of  UPRO  review  upon 
utilization.  Final  data  are  incomplete  at  pres- 
ent. However,  preliminary  figures  are  avail- 
able and  justify  certain  conclusions.  During 
the  first  year  of  UPRO  review,  according  to 
data  available  from  one  participating  car- 
rier, Educators  Mutual  Insurance  Associa- 
tion, the  length  of  hospital  stay  for  patients 
covered  by  the  review  program  dropped 
from  5.1  to  4.6  days.  The  number  of  admis- 
sions for  this  group  also  decreased  about  2 
per  cent — not  supporting  the  allegation  that 
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premature  discharge  may  lead  to  a greater 
re-admission  rate.  By  the  same  token,  total 
daily  hospital  costs  have  not  increased,  again 
speaking  against  an  assumption  that  in- 
creased services  are  squeezed  into  the 
shorter  stay,  diluting  the  total  impact  on 
cost. 

These  data  support  the  idea  that  effec- 
tive peer  review  can  blunt  the  spiral  in 
health  care  costs.  The  goal,  however,  is  not 
to  save  money,  but  to  appropriately  allocate 
the  available  health  care  dollar  by  physician 
management  of  the  accountability  system. 

QUALITY  ASSESSMENT— Criteria  have 
been  generated  against  which  physician  per- 
formance can  be  objectively  assessed  for 
over  150  diagnoses.  Data  have  been  collected 
for  14  of  these  diagnoses,  and  the  criteria 
have  been  re-evaluated  against  documented 
performance  for  myocardial  infarction, 
stroke,  chronic  obstructive  pulmonary  dis- 
ease, tonsillectomy,  and  cholecystectomy. 


The  review  committees  are  translating  the 
information  derived  from  the  review  experi- 
ence into  educational  objectives.  The  first 
three  of  these  have  been  submitted  to  the 
Utah  State  Medical  Association  Academy 
for  Continuing  Physician  Education.  The 
cost  for  the  review  program  has  been  0.4  per 
cent  of  the  premium  dollar,  or  $.06  per 
month  per  covered  subscriber. 

SO — While  a great  many  questions  re- 
main about  the  place  of  peer  review  in  to- 
day’s medical  care  system,  UPRO  has  gained 
the  attention  of  the  nation  by  demonstrat- 
ing that;  (1)  Physicians  can  manage,  and 
will  support  an  effective  system  of  profes- 
sional standards  review.  (2)  Such  a system 
is  economically  feasible.  (3)  A utilization  re- 
view program  can  provide  the  support  struc- 
ture for  an  inseparable  system  of  quality 
assessment  and  continuing  physician  educa- 
tion. 

Alan  R.  Nelson,  MD 

Salt  Lake  City 
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Endemic  hydatid  disease  in  Utah 

A review 


Spotswood  L.  Spruance,  MD,  Lawrence  E.  Kloek,  MD, 
Frederick  Chang,  MD,  Taira  Fukushima,  MD,  Salt  Lake  City, 
Ferron  L.  Andersen,  PhD,  Provo,  and  Irving  G.  Kagan,  PhD, 

Atlanta,  Georgia* 


Hydatid  disease  is  endemic  in  domestic 
animals  in  Utah.  Dogs  can  transmit 
the  disease  to  man,  and  at  least  thirty-three 
endemic  human  infections  have  occurred, 
including  one  with  death. 


Hydatid  disease  is  an  infection  of  body  tis- 
sues by  the  larval  stage  of  the  tapeworm 
Echinococcus  granulosus.  The  disease  is  char- 
acterized by  the  gradual  enlargement  of  one 
or  more  round,  fluid-filled  cysts  (hydatids) , 
most  commonly  located  in  the  liver  or  lungs. 
Fever  and  other  constitutional  symptoms 
are  infrequent,  and  the  process  may  go  un- 
detected for  many  years.  Eventually  the 
cysts  may  become  apparent  by  virtue  of 
their  bulk,  or  rupture  with  discharge  of  cyst 
contents.  Death  may  result  from  compres- 
sion of  vital  structures,  metastatic  spread  of 
cysts  or  anaphylactic  response  to  cyst  an- 
tigen. 

Echinococcus  granulosus  is  a minute  tape- 
worm, two  to  eight  mm  long  (Fig.  1),  which 
resides  attached  to  the  small  intestine  of 
dogs  and  other  canines.  Tapeworm  ova  are 
excreted  in  the  feces  of  the  host  and  may 
be  ingested  inadvertently  by  man  through 

•Drs.  Spruance,  Klock,  and  Chang  are  all  of  the  Univer- 
sity of  Utah  College  of  Medicine.  Dr.  Spruance  is  As- 
sistant Professor  of  Medicine,  Division  of  Infectious  Dis- 
eases; Dr.  Klock  is  Fellow,  Division  of  Pulmonary  Disease. 
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cers located  in  the  Utah  State  Division  of  Health.  Dr. 
Chang  is  Assistant  Professor  of  Surgery.  Dr.  Fukushima 
is  Director,  Bureau  of  Disease  Prevention.  Utah  State 
Division  of  Health.  Dr.  Andersen  is  Professor  of  Zoology, 
Brigham  Young  University,  Provo.  Dr.  Kagan  is  Chief, 
Parasitology  Branch,  Center  for  Disease  Control, 
U.S.P.H.S.,  Atlanta,  Georgia.  This  study  was  supported 
in  part  by  P.H.S.  grants  AI-00039.  AI-51306.  and  AI-10588; 
and  H.S.M.A.  grant  21-70-526. 


contact  with  infected  dogs  or  dog  feces.  Sub- 
sequently, the  ova  hatch  in  the  duodenum, 
and  the  larvae  enter  the  portal  circulation 
and  become  lodged  in  the  capillary  beds  of 
the  liver,  lungs,  or  other  organs.  The  larvae 
develop  into  hydatid  cysts  containing  hun- 
dreds of  infectious  particles  (protoscolices) . 
The  life  cycle  is  completed  when  canines  eat 
raw  viscera  containing  cysts,  whereupon  the 
protoscolices  mature  into  adult  tapeworms 
in  the  intestine  (Fig.  2) . 

In  the  United  States,  of  556  humans  in 
whom  hydatid  disease  was  diagnosed,  as  re- 
viewed by  Katz  and  Pan  in  1958,*  the  great 
majority  occurred  in  immigrants  from  other 
countries  where  the  disease  is  known  to  be 
endemic.  In  thirty-eight  the  infection  prob- 
ably was  contracted  in  the  United  States, 
the  first  of  which  was  reported  in  1900  and 
allegedly  was  acquired  in  Virginia.  Before 
1940,  no  cases  were  reported  in  which  the 
disease  had  been  acquired  in  the  inter- 
mountain states. 

The  first  known  instance  of  endemic  hy- 
datid disease  in  the  intermountain  area  oc- 
curred in  Utah  in  a 19-year-old  auto  me- 
chanic who  was  noted  to  have  a rounded 
opacity  in  the  left  lower  lung  field  in  1944.^ 
Two  years  later  the  lesion  was  successfully 
removed  by  lobectomy  and  discovered  to 
be  an  hydatid  cyst.  The  patient  had  been 
bom  and  raised  in  Utah  and  had  never  lived 
or  visited  elsewhere.  Subsequently,  addi- 
tional cases  of  hydatid  disease  in  Utah  resi- 
dents were  noted,^-'*  and  by  1966  a total  of  23 
cases  of  hydatid  disease  acquired  in  Utah 
had  been  reported.^"^ 
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Fig.  1.  Echinococcus  granulosus,  the  adult  tape- 
worm. 

This  paper  will  review  the  results  of 
epidemiologic  studies  of  echinococcosis  con- 
ducted in  Utah  in  the  past  four  years.  The 
data  indicate  that  the  reservoir  of  this  dis- 
ease is  among  dogs  and  sheep,  and  that  fail- 
ure to  adequately  dispose  of  sheep  carcasses 
is  the  major  factor  that  has  allowed  the  dis- 
ease to  become  established.  Two  case  reports 
illustrating  clinical  features  will  be  pre- 
sented, and  the  diagnosis,  treatment,  and 
prevention  of  hydatid  disease  will  be  dis- 
cussed. Each  of  these  cases  has  been  previ- 
ously reported.®’® 

CASE  REPORTS 

Case  1.  PULMONARY  HYDATID  CYSTS  PRE- 
SENTING AS  RECURRENT  RESPIRATORY  IN- 
FECTION. In  August,  1968,  an  eight-year-old  boy 
was  diagnosed  by  a physician  as  having  acute 
bronchitis.  Bilateral  pulmonary  rales  were  heard. 
Tetracycline  therapy  was  initiated,  and  four  days 
later,  the  chest  was  clear.  In  April,  1969,  the  pa- 
tient presented  with  cough  and  fever;  ausculta- 
tion of  the  chest  at  this  time  was  unremarkable. 
Three  months  later,  cough  and  fever  recurred; 
rales  were  noted  in  the  right  chest;  and  a chest 


x-ray  revealed  bilateral  pulmonary  nodules.  The 
patient  was  hospitalized  and  a liver  scan  revealed 
a large  hepatic  mass.  A laparotomy  was  performed 
and  an  echinococcal  cyst  of  the  liver  was  steril- 
ized and  drained.  Echinococcus  protoscolices  were 
identified,  confirming  the  diagnosis.  Four  days 
later  a thoracotomy  was  performed  for  removal 
of  presumed  hydatid  cysts  of  the  lung.  During  the 
operation  “cardiovascular  collapse”  occurred,  and 
attempts  at  resuscitation  were  unsuccessful.  A 
post-mortem  examination  was  not  performed. 

Comment.  Pulmonary  hydatid  cysts  are  usu- 
ally asymptomatic;  however,  chest  pain,  nonpro- 
ductive cough,  slight  hemoptysis,  and  mild  tem- 
perature elevations  may  sometimes  be  seen.'^-s 
Occasionally  the  cyst  ruptures  into  a bronchus, 
the  watery  cyst  contents  are  expectorated,  and  the 
diagnosis  can  be  confirmed  by  examination  of 
the  sputum.  On  chest  x-ray,  the  cysts  are  usually 
spherical  and  sharply  demarcated,  although  they 
may  become  irregular  in  shape  if  compressed  by 
rigid  structures. 

In  the  present  case,  gross  rupture  of  the  cysts 
did  not  occur,  and  the  patient  presented  with  re- 
current lower  respiratory  tract  symptoms.  Al- 
though the  precise  cause  of  the  boy’s  death  can- 
not be  accurately  determined,  it  is  reasonable  to 
postulate  that  leakage  of  cyst  fluid  contents  into 
the  bloodstream  occurred  with  a resultant  an- 
aphylactic reaction  and  shock. 

Case  2.  ANAPHYLACTIC  SHOCK  SECOND- 
ARY TO  RUPTURED  HEPATIC  CYST.  In  Octo- 
ber, 1970,  a 17-year-old  boy  became  nauseated 
and  diaphoretic  following  a touch  football  game. 


Fig.  2.  Life  cycle  of  the  tapeworm  Echinococcus 
granulosus,  the  cause  of  hydatid  disease.  Man  may 
inadvertently  ingest  ova  and  develop  cysts  similar 
to  those  in  the  sheep.  The  cycle  is  perpetuated  by 
allowing  dogs  to  feed  on  dead  sheep.  Other  ca- 
nines and  graving  animals  may  also  be  hosts. 
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When  seen  at  a hospital  one  hour  later,  he  was 
cyanotic  and  hypotensive.  He  was  transferred  to 
the  University  of  Utah  Medical  Center  where  ex- 
amination revealed  generalized  abdominal  ten- 
derness, hepatomegaly,  and  a moderate  leukocy- 
tosis. Celiac  angiography  and  a technetium-99 
liver  scan  revealed  a large  filling  defect  in  the 
liver,  and  a laparotomy  was  performed.  A cyst 
was  identified,  the  cyst  wall  biopsied,  and  1700 
cc  of  clear,  yellowish  fluid  aspirated  from  the 
cavity.  Examination  of  the  cyst  fluid  was  unre- 
markable, and  histologic  evaluation  of  the  cyst 
wall  specimen  showed  compressed  atrophic  he- 
patic tissue.  Postoperatively  the  patient  remained 
febrile.  Tube  drainage  from  the  cavity  was  re- 
examined and  found  to  contain  Echinococcus  pro- 
toscolices  (Fig.  3).  A second  operation  was  per- 
formed in  which  the  cyst  was  sterilized  with 
0.5%  hydrogen  peroxide  and  the  entire  cyst  wall 
excised. 

Comment.  This  patient’s  clinical  course  is  best 
explained  by  intrahepatic  rupture  of  his  hydatid 
cyst  and  a hypersensitivity  reaction  to  cyst  an- 
tigens leading  to  cyanosis  and  hypotension.  The 
similarity  of  this  presentation  to  ruptured  liver 
with  intra-abdominal  hemorrhage  is  apparent. 


Fig.  3.  Protoscolex  of  Echinococcus  granulosus 
seen  in  Case.  2.  Note  the  refractile  booklets  which 
enable  identification  of  the  organism. 


Fig.  4.  Map  indicating  areas  from  which  infected 
dogs  (□!  and  sheep  (/\)  originated  according  to 
surveys  conducted  in  the  years  1970-72.  The  town 
of  residence  of  each  of  17  endemic  human  cases 
(X)  is  also  shown.  Three  patients  listed  two  resi- 
dences; in  one  case,  shown  in  parentheses,  only 
the  county  of  origin  could  be  determined. 

and  celiac  angiography  was  useful  in  suggesting 
the  correct  diagnosis.  The  tendency  for  hydatid 
protoscolices  to  sediment  to  the  bottom  of  the 
cyst  probably  explains  why  initial  examination  of 
the  cyst  fluid  was  negative. 

Epidemiologic  Studies 

In  1970,  the  records  of  twelve  hospitals 
in  central  Utah  were  reviewed,  and  41  cases 
of  hydatid  disease  were  identified.®  Where 
possible,  each  of  these  patients  or  their  fam- 
ilies were  contacted  and  a travel  history  ob- 
tained. It  could  be  accurately  determined 
for  17  patients  that  the  individual  had  been 
born  in  Utah  and  had  never  lived  elsewhere 
and,  therefore  represent  cases  of  endemic 
hydatid  disease. 

The  town  of  residence  of  each  of  these 
17  endemic  cases  is  shown  in  Fig.  4.  Only 
six  of  the  twenty-nine  Utah  counties  are 
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involved.  This  distribution  pattern  is  prob- 
ably partially  determined  by  the  distribution 
of  population  in  Utah  and  the  location  of 
the  hospitals  surveyed,  but  also  it  reflects 
the  areas  where  sheep  raising  is  prominent. 
Table  1 lists  the  17  cases  according  to  their 
year  of  surgery.  There  is  no  indication  from 
these  data  that  the  incidence  of  hydatid  dis- 
ease is  increasing.  Our  studies  have  identi- 
fied 10  new  cases  of  endemic  hydatid  dis- 
ease, bringing  to  33  the  number  of  docu- 
mented endemic  cases  that  have  occurred  in 
Utah  since  1944.* 

In  the  next  phase  of  the  investigation, 
community  screening  clinics  were  conducted 
in  sheep-raising  districts.  Towns  were  se- 
lected which  appeared  to  be  probable  en- 
demic foci  on  the  basis  of  the  known  occur- 
rence of  locally  acquired  human  infections. 
Skin  and  serologic  tests  were  performed  (see 
Diagnosis) , and  when  either  was  positive,  the 
patient  received  a physical  examination, 
chest  x-ray,  and  a technetium-99  liver  scan. 
Citizens  were  encouraged  to  bring  their  dogs 
for  examination  for  parasites,  and  purged 
canine  stool  specimens  were  examined  under 
a dissecting  microscope  for  Echinococcus. 
The  prevalence  of  hydatid  cysts  in  sheep  was 
determined  by  examining  the  viscera  of 
slaughtered  sheep  at  local  abattoirs. 

The  results  of  surveys  for  human  infec- 
tion in  six  Utah  communities  are  shown  in 
Table  2.  Overall,  approximately  one  per  cent 
of  the  individuals  screened  had  a positive 
skin  test  or  serologic  examination.  However, 
of  sixteen  individuals  with  a positive  skin 
test  and/or  positive  serology,  cysts  have  as 
yet  been  identified  in  only  three.  We  have 
been  unable  to  determine  whether  the  re- 
maining thirteen  persons  represent  false 
positives,  spontaneous  regression,  or  cases  of 
active  diseases  in  sites  other  than  the  liver 
or  lungs. 

The  prevalence  of  Echinococcus  granulo- 
sus in  dogs  in  five  central  Utah  communities 
is  shown  in  Table  3.  Infection  rates  varied 
from  2 to  33  per  cent,  with  a mean  of  18  per 
cent.  The  prevalence  of  hydatid  cysts  in 

•other  investigators  (23  cases)^-*  and  earlier  reports  by 
our  group  (seven  cases ),5.u>  have  documented  30  endemic 
cases.  Since  these  reports,  we  have  seen  three  additional 
endemic  cases:  E.L.,  1970,  Benjamin;  M.C.,  1972,  Mt. 

Pleasant;  and  R.L.,  1973,  Mt.  Pleasant. 


TABLE  I 

DISTRIBUTION  OF  17  CASES  OF  ENDEMIC  HYDATID  DISEASE 
BY  YEAR  OF  SURGERY 


I9A6  - 1 

1951  - 1 

1956 

1961  - 1 

1966 

IS'*?  - 1 

1952-1 

1957 

1962 

1967-2 

19'48  - 1 

1953 

1958  - It 

1963 

1968-1 

I9't9 

195'< 

1959  - 1 

19611 

1969  - 1 

1950 

1955 

1960-1 

1965 

1970-1 

sheep 

determined 

in  four 

abattoirs 

(Table 

4)  was  of  similar  magnitude.  The  origin  of 
these  infected  sheep  is  shown  in  Fig.  4 and 
correlates  with  the  location  of  canine  and 
human  infection. 

Approximately  one  million  sheep  are  lo- 
cated in  the  six  central  Utah  counties  where 
our  studies  have  been  conducted.  Sheep 
ranchers  in  these  counties  customarily  have 
four  to  six  dogs  per  herd  of  1000  to  3000 
sheep,  and  stray  dogs  are  also  common.  An 
unfenced  pit  for  the  disposal  of  dead  an- 
imals is  generally  found  outside  these  small 
sheep-raising  communities  (Fig.  5) . These 
pits  are  left  open  until  filled  with  carcasses, 
which  may  take  from  several  months  to  sev- 
eral years  to  complete.  The  numerous  free- 
roaming  dogs  have  easy  access  to  these  pits, 
and  we  have  personally  observed  dogs  feed- 
ing on  sheep  carcasses.  When  sheep  die  or 
are  slaughtered  on  the  range,  dogs  are  fre- 
quently allowed  free  access  to  the  viscera. 

Diagnosis 

The  diagnosis  of  hydatid  disease  should 
be  considered  in  a patient  who  has  previ- 
ously resided  in  an  endemic  area  and  who 
is  found  to  have  a sharply  demarcated  mass 
lesion  in  the  liver  or  lungs.  The  patient  may 
present  with  hepatomegaly  or  pulmonary 
symptoms,  or  the  lesions  may  be  discovered 
inadvertently  on  a routine  examination. 
Cysts  in  organs  other  than  the  liver  and 
lungs  also  occur,  but  are  considerably  less 
frequent. 

The  skin  test  and  the  bentonite  floccula- 
tion and  hemagglutination  serum  antibody 
tests  developed  by  Kagan  et  al“  are  of  con- 
siderable value  in  confirming  a clinical  sus- 
picion of  hydatid  cyst  disease.  The  skin  test 
is  read  in  15  minutes,  and  a positive  reaction 
is  a wheal  1.2  cm  in  diameter,  or  greater, 
and  twice  the  size  of  the  control.  Both  the 
skin  and  the  serologic  tests  are  more  useful 
in  detecting  liver  cysts  where  they  will  be 
positive  in  80  to  90  per  cent  of  cases,  than 
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j they  are  useful  in  detecting  pulmonary  cysts 
I where  they  are  positive  in  only  30  to  40  per 
I cent  of  cases.  False  positive  tests  are  infre- 
! quent."  The  serologic  tests  are  available  to 
1 physicians  throughout  the  United  States  by 
I contacting  their  State  Health  Departments. 

The  pathologic  diagnosis  of  hydatid  cyst 
disease  depends  on  several  unique  morpho- 
i logic  features.  The  true  cyst  wall  consists  of 
! characteristic  concentric  bands  of  amorphous 
j eosinophilic  material.  Examination  of  the 
cyst  fluid  sediment  shows  hydatid  “sand”, 
which  consists  of  intact  and  degenerating 
i protoscolices,  amorphous  debris,  and  free 
booklets.  The  intact  protoscolex  of  Echino- 
coccus granulosus  is  the  infectious  larval 
particle  which,  when  ingested  by  the  appro- 
priate host,  attaches  to  the  intestinal  wall 
and  becomes  the  adult  tapeworm.  It  is  ap- 
proximately 0.1  mm  in  diameter  and  is 
■ crowned  with  a ring  of  30  to  36  booklets 
which  ultimately  provide  the  means  of  at- 
I tachment  of  the  organism  to  the  host’s  intes- 
I tine  (Fig.  3). 

Treatment 

Pharmacologic  therapy  is  available  for 
eradication  of  the  adult  tapeworm  infesta- 
ton  in  dogs.  The  drug  bunamidine  hydro- 

TABLE  2 

SCREENING  TESTS  FOR  HUMAN  HYDATID  DISEASE 
IN  SIX  UTAH  COMMUNITIES,  1969-1972 
Number  of  positive  tests/total  performed 


Chest 

L i ver 

Skin  test 

Serology* 

X-ray 

scan 

Herr iman 

5/399 

0/70 

0/345 

- 

Fountain  Green 

2/273 

7/273 

0/7 

3/7 

Riverton  and  Benjamin 

2/221 

0/51 

0/2 

0/2 

Mt.  Pleasant 

2/79 

0/79 

0/2 

0/2 

Moron i 

- 

0/232 

0/224 

- 

TOTAL 

n/972 

7/705 

0/580 

3/11** 

* Bentonite  f loccuiat ion  and  hemagglutination  antibodies. 

**  Two  of  these  cases  have  been  confirmed  by  surgery  and  the 
third  is  being  followed. 

PREVALENCE  OF 

TABLE  3 

ECHINOCOCCUS 

GRANULOSUS  IN  DOGS 

EXAMINED  IN  FIVE 

CENTRAL  UTAH 

COMMUNITIES,  1970-1972 

Number  of 

Percent  infected 

Location 

dogs  examined 

with  E.  granulosus 

Herriman 

55 

2% 

BenJ  am i n 

21 

S% 

Mount  Pleasant 

26 

zn 

Fountain  Green 

44 

12% 

Fa i rv i ew 

24 

33^ 

TOTAL 

170 

18% 

TABLE  4 

PREVALENCE  OF  HYDATID  CYSTS  IN  SHEEP  KILLED  IN 
FOUR  CENTRAL  UTAH  ABATTOIRS,  1971-1972 


Number  of 

Percent  with 

Locat i on 

sheep  killed 

hydatid  cysts 

Ephraim 

340 

3* 

Neph  i 

175 

6% 

Spr i ngv i 1 1 e 

1172 

12% 

Spanish  Fork 

1139 

18% 

TOTAL 

2H2? 

iH 

chloride  (Scolaban®)  is  95  per  cent  effec- 
tive in  eliminating  the  parasite.’"  All  dogs 
found  to  be  infected  at  our  screening  clinics 
have  been  treated. 

Surgery  is  the  only  effective  treatment  for 
the  cystic-larval  stage  of  the  disease.  The 
surgical  problems  in  hydatid  disease  are 
three:  (1)  sterilization  of  the  cyst  contents, 

(2)  complete  removal  of  the  endocyst,  and 

(3)  management  of  the  exocyst.  Hydrogen 
peroxide,  iodine,  sodium  hypochlorite,  and 
ethyl  alcohol  are  the  most  effective  materials 
for  destroying  protoscolices.’®  Formalin  has 
caused  several  intra-operative  deaths.’^  We 
have  used  either  3%  hydrogen  peroxide  or 
absolute  ethyl  alcohol  in  a volume  equiv- 
alent to  the  aspirated  cyst  fluid. 

Regardless  of  the  location  of  the  cyst,  it 
is  important  that  the  endocyst  (parasite  tis- 
sue) be  removed.  If  left  in  place,  it  remains 
as  a foreign  body  which  frequently  causes 
secondary  complications.  Treatment  of  the 
exocyst  (compressed  host  tissue)  depends 
on  the  location.  For  pulmonary  lesions. 


Fig.  5.  Open  pit  for  the  disposal  of  sheep  carcas- 
ses. Access  to  dead  sheep  provides  the  means 
whereby  dogs  become  infected. 
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either  excision  of  the  exocyst  or  partial  pul- 
monary resection  should  be  performed.®  For 
hepatic  lesions,  there  are  a variety  of  sur- 
gical technics  that  can  be  used.  The  majority 
of  authors  recommend  that  the  exocyst  not 
be  excised.’^  *®-'®  The  various  technics  include 
the  following:  (1)  marsupialization,  (2) 
marsupialization  with  tube  drainage,  (3) 
tight  closure  of  exocyst  without  drainage, 
(4)  obliteration  of  the  exocyst  cavity  by  cir- 
cumferential suturing  with  heavy  catgut  su- 
tures starting  from  the  bottom  (capiton- 
nage),  (5)  omentoplasty,  and  (6)  partial 
hepatectomy.  We  have  recently  favored 
omentoplasty,  as  recommended  by  Papadi- 
mitriou  and  Mandrekas,^®  because  of  the  de- 
creased morbidity  and  hospitalization  asso- 
ciated with  this  procedure.  For  most  cases, 
partial  hepatectomy  is  not  necessary. 

The  surgical  experience  with  echinococ- 
cal  disease  of  the  liver  at  the  University  of 
Utah  Medical  Center  during  the  past  five 
years  has  involved  five  patients,  all  of  whom 
had  cysts  involving  the  right  lobe  of  the 
liver.  Three  of  these  cases  were  treated  with 
a technic  of  modified  marsupialization  using 
tube  catheter  drainage.  However,  there  was 
considerable  morbidity  due  to  persistent 
drainage  from  the  sinus  tract  lasting  four, 
five,  and  six  months  respectively.  Our  last 
two  patients  were  treated  by  omentoplasty, 
each  with  only  seven  days  of  hospitalization 
and  no  postsurgical  morbidity. 

Prevention 

As  illustrated  by  the  case  reports,  sig- 
nificant morbidity  and  even  mortality  can 
accompany  hydatid  infection.  To  prevent  the 
transmission  of  this  disease  to  humans,  in- 
fection of  the  domestic  animal  population 
must  be  controlled.  Examination  of  the  life 
cycle  of  the  parasite  (Fig.  2)  reveals  that 
this  can  most  logically  be  accomplished  by 
preventing  infection  of  dogs.  Accordingly, 
the  access  of  dogs  to  raw  sheep  viscera  must 
be  eliminated. 

Several  countries  with  high  prevalence 
of  echinococcal  infection  have  developed 
successful  public  health  control  programs.  In 
Iceland  in  the  mid-nineteenth  century,  an 
estimated  17  per  cent  of  the  population  har- 
bored hydatid  cysts.  In  1863,  an  intensive 
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educational  campaign  was  begun  which  in- 
volved distribution  of  a pamphlet  and  ed- 
ucational programs  in  schools.  Thirty  years 
later,  Icelanders  had  become  familiar  with 
the  disease  and  its  prevention,  and  the  inci- 
dence of  human  infection  had  fallen  dra- 
matically. Despite  these  advances,  the  dis- 
ease persisted,  and  in  1940  legislation  was 
enacted  making  it  illegal  to  feed  raw  sheep 
viscera  to  dogs.  Compliance  with  the  law, 
however,  was  far  from  complete.  Subse- 
quently, a government  restriction  was 
placed  on  the  export  of  infected  sheep  and 
cattle  livers;  this  resulted  in  an  estimated 
economic  loss  to  the  farmers  of  over 
$4,000,000.  Faced  with  this  economic  loss,  the 
farmers  themselves  formed  committees  and 
paid  hydatid  control  officers,  whose  job  was 
to  register  and  periodically  perform  stool  ex- 
aminations on  all  dogs  within  a given  area. 
Repeated  infections  were  taken  as  evidence 
of  feeding  raw  viscera  to  the  dogs,  and  the 
authorities  were  empowered  to  seize  the  dog 
or  take  other  appropriate  action.  This  testing 
program  reduced  the  infection  rate  in  dogs 
from  8 per  cent  to  1 per  cent.^^ 

A review  of  Utah’s  state  and  local  ordi- 
nances pertaining  to  the  control  of  dogs  and 
the  disposal  of  dead  animals  revealed  many 
inadequacies.  In  some  areas,  controls  are 
nonexistent.  Elsewhere,  existing  ordinances 
do  not  apply  specifically  to  the  problem.  In 
other  cases,  existing  ordinances  may  not 
have  full  compliance. 

One  unfortunate  development  concerning 
the  disposal  of  animal  carcasses  has  been  the 
disappearance  of  the  free  pickup  service  of- 
fered by  rendering  plants.  Recently,  render- 
ing plants  have  charged  a fee  for  picking  up 
dead  animals;  and,  as  a result,  fewer  sheep 
are  being  disposed  of  in  this  manner. 

Discussion 

Worldwide,  dogs  are  the  most  common 
source  of  transmission  of  hydatid  disease  to 
man,  and  sheep  are  the  most  important  re- 
servoir of  infection  for  dogs.*®  The  environ- 
mental circumstances  that  we  have  observed 
and  the  close  geographic  association  between 
confirmed  cases  in  humans,  dogs,  and  sheep 
(Fig.  4)  strongly  indicate  that  this  cycle  of 
infection  also  exists  in  Utah.  A correlation 
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between  human  and  canine  infection  is  ap- 
parent in  our  survey  data;  Herriman,  Utah, 
where  no  human  cases  were  uncovered,  had 
the  lowest  prevalence  of  canine  infection  (2 
per  cent) , while  in  Fountain  Green,  where 
32  per  cent  of  dogs  harbored  E.  granulosus, 
three  cases  of  hydatid  disease  were  identi- 
fied. 

A coyote-mule  deer  cycle  could  be  con- 
tributing to  the  perpetuation  and  spread  of 
hydatid  disease  in  Utah;  however,  investiga- 
tions of  this  possibility  have  so  far  been  neg- 
I ative.  We  have  examined  intestinal  tracts 
I from  32  coyotes  trapped  in  Central  Utah,  and 
I none  was  found  to  harbor  E.  granulosus.  This 
confirmed  a 1954  study  by  Butler*'^  who  ex- 
amined 75  coyotes  from  13  Utah  counties 
and,  likewise,  found  no  evidence  for  Echi- 
710C0CCUS  infection.  Cattle,  hogs,  and  goats 
are  susceptible  to  the  development  of  cysts, 
but  their  carcasses  are  unlikely  to  be  con- 
sumed by  dogs.  Cysts  in  cattle  are  often 
sterile.'^ 

Under  the  coordination  of  the  Utah  State 
Division  of  Health,  an  hydatid  disease  con- 
trol program  has  been  established.  Periodic 
surveillance  of  slaughtered  sheep  is  con- 
tinuing, and  families  owning  infected  flocks 
will  be  screened  by  skin  and  serologic  tests 
for  hydatid  disease.  Periodic  dog  screening 
clinics  will  be  conducted  in  selected  areas. 


and  infected  animals  will  be  treated  with 
bunamidine  hydrochloride.  Community  ed- 
ucation programs  directed  at  sheep  ranchers 
and  school  children  are  being  developed. 

The  existence  of  endemic  hydatid  disease 
has  also  been  confirmed  in  California.-"  As  in 
Utah,  the  transmission  of  the  disease  to  man 
is  associated  with  infection  in  sheep  and 
dogs.  Recognizing  that  similar  environmen- 
tal conditions  exist  throughout  the  inter- 
mountain area,  and  the  likelihood  that  in- 
fected sheep  and  dogs  have  crossed  state 
lines,  it  is  probable  that  additional  western 
states  have  endemic  hydatid  disease. 

Summary 

1.  Endemic  hydatid  disease  has  existed  in 
Utah  since  at  least  1944,  and  33  cases  of 
endemic  human  disease  have  been  tab- 
ulated to  date,  including  one  death. 

2.  The  reservoir  of  infection  in  Utah  is 
among  sheep  and  dogs,  and  infected  dogs 
transmit  the  disease  to  man. 

3.  The  disease  can  be  controlled  by  pre- 
venting dogs  from  feeding  on  sheep  car- 
casses. 

4.  Endemic  hydatid  disease  is  now  known 
to  exist  in  Utah  and  California  and  is 
probably  present  in  additional  western 
states.  • 
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Cmcerned  about  heart  attadc? 


If  you  will  get 
your  husband  to 
quit  ' 
smoking. 


exercise 

f^ularly. 


watch  his 
weights 


and  have  r^ular 
ij  ^ diedo^... 


SafkJa’willh^ 
lower  his 
didestmd. 


50%- 


CORN  OIL 
MARGARINE 
(AVERAGE) 


Following  the 
doctor’s  orders 
isn’t  always  easy. 

So  when  he  recom- 
mends  a low  saturated 
fat  diet,  it’s  nice  to  get  some  help.  Unlike 
the  high-priced  spread,  Saffola  (and,  in 
fact,  most  margarines) 
contains  no  choles- 
terol. But  that’s  only 
the  beginning.  Saffola 
Margarine  is  made 
from  safflower  oil  — 
lower  in  saturated 
fats,  higher  in  poly- 
unsaturates than  com 
oil.  In  conjunction  with  a low  saturated 
fat  diet,  Saffola  actually  helps  reduce 
the  level  of  blood  cholesterol. 

It’s  reassuring  to  know  that  if  your 
doctor  recommends  cutting  down  on 
saturated  fats,  you  don’t  have  to  cut 
down  on  flavor. 

Saffola  tastes  so  much  like  the  high- 
priced  spread,  chances  are 
your  family  won’t  notice 
the  difference. 


40%-  . 


30%- 


20%- 


10%- 


POLY- UNSATURATE  LEVEL 
CUBE  MARGARINE 


Saffola 


Transient  cardiovascular  symptoms* 

Diagnostic  assistance  with  ilynamic  electrocardiography 


J.  Douglas  Ridges,  MD,  Salt  Lake  City 


Intermittent  medical  symptoms  pose  a 
diagnostic  dilemma  in  many  areas  of  med- 
icine. In  the  practice  of  cardiology,  transient 
symptoms  are  a common  occurrence.  Cardio- 
vascular symptoms  are  often  dramatic  and 
occasionally  life-threatening,  and  they  are  of 
great  concern  to  the  patient.  The  problem  is 
to  find  methods  to  document  the  abnormal- 
ity producing  symptoms  in  order  to  provide 
an  appropriate  therapeutic  intervention.  One 
solution  is  to  devise  tests  which  reproduce 
the  situation  during  which  symptoms  occur. 
Such  is  possible  with  angina  pectoris  where, 
although  the  resting  electrocardiogram  is 
usually  normal,  stress  testing  brings  out 
symptoms  which  do  not  occur  at  rest  but  are 
produced  by  exertion  along  with  character- 
istic changes  in  the  electrocardiogram. 

However,  syncope,  palpitation  or  inter- 
mittent tachyarrhythmia  usually  have  no 
standard  situation  which  may  be  used  to  re- 
produce the  symptoms,  and  satisfactory  diag- 
nostic tests  have  not  been  available.  One  so- 
lution to  the  problem  of  intermittent  cardiac 
arrhythmia  is  the  use  of  Holter  Monitoring, 
more  recently  termed  Dynamic  Electro- 
cardiography (DCG).  It  is  the  purpose  of 
this  paper  to  describe  a technic  of  recording 
and  analysis  (scanning)  and  to  present  ex- 
amples of  its  use  in  diagnosis  of  abnormal- 
ities causing  cardiovascular  symptoms. 

Technic  of  Recording 

The  unique  feature  of  Holter  Monitoring 
is  the  ability  to  record  diagnostic  electro- 
cardiographic waveforms  over  a period  of 

•From  the  Division  of  Cardiology,  Department  of  Med- 
icine, Latter-day  Saints  Hospital,  Salt  Lake  City. 


time  long  enough  to  capture  transient 
events.  The  recorder  for  the  Holter  Monitor 
records  data  at  an  extremely  slow  speed  of 
approximately  seven  inches  per  minute.  This 
eliminates  the  requirements  for  large 
amounts  of  magnetic  tape. 

Fig.  1 shows  the  recorders  used  in  Holter 
Monitoring.  These  recorders  are  ayailable  to 
record  signals  for  12-  or  24-hour  periods  con- 
tinuously. During  the  period  of  recording, 
the  patient  notes  any  pertinent  activity  and 
any  symptoms.  The  time  of  occurrence  of 
symptoms  from  the  patient  activity  log  is 
used  to  locate  significant  events  during  play- 
back of  information. 

For  the  recording,  a bi-polar  electrode 
and  a reference  electrode  are  applied  to  the 
patient’s  chest.  These  special  monitoring 
electrodes  serve  as  a signal  source  for  elec- 
trocardiographic amplifiers  contained  in  the 
tape  recorder.  Any  lead  system  can  be  used. 


Fig.  1.  Recorders  used  in  dynamic  electrocardiog- 
raphy. A — 12-hour  recorder.  B — 24-hour  re- 
corder. A roll  of  ECG  paper  demonstrates  the 
relative  size  of  the  recorders.  Carrying  cases  are 
not  shown. 
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Fig.  2.  Scanner  used  to  process  the  recorded  tapes. 


but  the  most  noise-free  system  has  been 
found  to  be  a modified  bi-polar  V5  electrode 
or  a transverse  chest  electrode.  The  recent 
introduction  of  a 24-hour  recorder  with  one 
or  two  channel  recording  capability  allows 
one  to  record  two  leads  of  information  so 
that  the  manifestations  of  a particular  ar- 
rhythmia can  be  viewed  from  two  different 
leads. 

Technic  of  Playback 

The  significant  feature  of  the  Holter 
Monitor  is  the  playback  scanner  which  has 
been  developed  to  rapidly  scan  the  tapes  for 
playback.  Two  scanners  are  available.  Fig.  2 
shows  the  newest  model  which  has  signifi- 
cant improvement  in  scanning  speed  as  well 
as  the  ability  to  document  trends  of  heart 
rate  and  ST  segment  depression;  it  also  re- 
cords the  number  of  ectopic  beats  occurring 
each  hour.  This  scanner  allows  time  reduc- 
tion by  a factor  of  120,  so  that  a 12-  or  24- 
hour  tape  can  be  scanned  in  6 or  12  minutes 
respectively.  The  display  during  scanning 
consists  of  superimposed  P,  QRS,  and  T 
waves  of  every  beat  occurring  on  the  tape. 
Any  change  in  QRS  configuration  or  the 
length  of  the  R-R  interval  shows  up  on  the 
scanner  as  a characteristic  abnormality  for 
arrhythmias  or  changes  in  ventricular  or 
atrial  conduction.  In  addition,  the  scanner 
displays  an  R-R  interval  histogram  which  is 
a second  method  for  the  scanning  technician 
to  determine  the  presence  or  absence  of  a 
rhythm  abnormality.  Relatively  little  change 
in  the  height  of  the  R-R  interval  histogram 
indicates  to  the  technician  that  no  arrhyth- 
mias are  occurrmg.  If,  during  scanning,  a 
premature  ventricular  depolarization  occurs 
(which  is  representative  of  any  premature 


depolarization) , the  R-R  interval  histogram 
will  initially  show  a short  R-R  interval  fol- 
lowed by  the  long  interval  associated  with 
a compensatory  pause.  In  addition,  each 
heart  beat  causes  a sound  which  is  audible 
to  the  technician.  Any  variation  in  the  R-R 
interval  causes  a change  in  the  tone  pro- 
duced by  the  heart  beats,  and  this  is  the 
third  method  of  detection  of  abnormalities. 
The  combination  of  sound  and  two  methods 
of  sight  analysis  (histogram  and  super- 
imposed P,  QRS,  and  T waves)  gives  three 
methods  for  detection  of  abnormalities.  The 
time  of  occurrence  of  rhythm  disturbance  is 
available  from  a relative  time  clock  on  the 
scanning  device. 

Fig.  3 shows  the  output  of  two  hours  of 
a trend  record  in  a patient  with  supraven- 
tricular tachycardia.  During  the  trend  re- 
cording, which  requires  12  minutes  for  a 24- 
hour  record,  the  monitor  notes  changes  in 
heart  rate  and  ST  segment  depression  occur- 
ring during  the  24-hour  period  and  marks 
the  time  at  hourly  intervals  in  the  trend 
record.  The  scanning  technician  can  look  at 
this  record  for  significant  changes  in  heart 
rate  and  can  obtain  additional  information 
concerning  possible  abnormalities  appearing 
on  the  tape.  In  addition,  the  technician  looks 
at  the  patient  activity  log  and  searches  the 
tape  for  significant  arrhythmias  associated 
with  the  recorded  symptoms.  This  output 
allows  significant  improvement  in  quality 
control  because  the  technician  has  a visual 
record  of  changes  in  the  electrocardiographic 


Fig.  3.  Two-hour  trend  recording  from  the  newer 
model  scanner.  The  top  tracing  shows  heart  rate, 
the  bottom  record  shows  ST  segment  level.  The 
time  is  printed  at  the  top  of  the  paper  with  the 
arrows  marking  the  hourly  change. 
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Fig.  4.  Tracings  from  Case  1.  See  text  for  descrip- 
tion. 


manifestations  and  can  look  at  these  areas 
on  the  tape  for  specific  abnormalities.  The 
recorder  also  makes  a count  of  the  number 
of  atrial  and  ventricular  ectopic  depolariza- 
tions occurring  in  each  hourly  period  so  that 
the  technician  can  expect  a certain  number 
of  abnormalities  to  appear.  During  rapid 
scanning  of  the  tape  for  specific  abnormal- 
ities, the  technician  may  stop  the  tape  for 
playback  of  data  in  real  time.  A delay  is 
built  into  the  scanner  and  the  abnormalities 
noted  on  fast  scanning  will  be  played  back 
on  an  EKG  strip  chart  recorder.  This  play- 
back feature,  with  slow  playback  of  detected 
arrhythmias,  obviates  the  need  for  time- 
consuming  analysis  of  the  tape  in  real  time. 

The  following  case  reports  are  examples 
of  detection  of  intermittently  occurring 
arrythmia. 

CASE  REPORTS 

Case  1.  A 17-year-old  male  presented  to  his 
private  physician  with  symptoms  of  postural 
lightheadedness  and  episodes  of  syncope.  Except 
for  these  symptoms  his  history  was  negative  for 
significant  cardiac  symptoms  and  a complete  eval- 


Fig.  5a.  Tracings  from  Case  2.  See  text  for  de- 
scription. 


nation  did  not  reveal  evidence  of  heart  disease. 
Transient  postural  hypotension  was  noted.  A 12 
lead  ECG  was  normal  except  for  occasional  ven- 
tricular extrasystoles;  the  QT  interval  was  nor- 
mal. The  symptoms  of  syncope  and  EKG  evidence 
of  extrasystoles  prompted  referral  for  Holter 
Monitoring.  During  the  24-hour  recording  period 
he  did  not  have  syncopal  episodes  but  the  record 
showed  significant  arrhythmias  as  shown  in 
Fig.  4. 

The  top  rhythm  strip  in  this  figure  shows  the 
presence  of  normal  sinus  rhythm  with  ventricular 
extrasystoles.  The  extrasystoles  are  multifocal 
and  occasionally  occur  in  pairs.  The  occurrence  of 
paired  extrasystoles  was  not  infrequent.  The  sec- 
ond and  third  strips  in  Fig.  4 show  the  presence 
of  a wide  QRS  tachyarrhythmia  which  is  initiated 
by  a ventricular  extrasystole.  This  rhythm  dis- 
turbance was  seen  several  times  during  the  24- 
hour  recording.  It  is  reasonable  to  assume  that 
this  rhythm  disturbance  was  the  cause  of  the  syn- 
cope in  this  young  man.  Therapy  with  quinidine 
was  initiated  and  a repeat  24-hour  recording 
showed  no  episodes  of  ventricular  tachycardia,  al- 
though ventricular  extrasystoles  persisted. 

Case  2.  A 65-year-old  female  presented  with  a 
complaint  of  episodic  weakness  over  a three-year 
period.  This  problem  became  progressively  worse 
with  increasing  severity  of  attacks  and  episodes 
of  syncope  over  the  immediate  three  months.  At 
the  time  of  referral,  she  was  taking  no  cardiac 
medications.  A 12  lead  ECG  showed  sinus  brady- 
cardia and  intermittent  AV  dissociation  without 
disturbances  of  AV  conduction.  A Holter  Monitor 
record  was  obtained  to  evaluate  cardiac  rhythm 
disturbances  which  might  be  contributing  to  her 
symptoms  of  weakness  and  syncope. 

The  results  of  this  study  are  shown  in  Figs. 
5a  and  5b.  Strip  No.  1 shows  the  presence  of  atrial 
extrasystoles,  beats  5 and  7 showing  aberrant  ven- 
tricular conduction.  Strip  No.  2 (Fig.  5a)  shows 
an  additional  abnormality  of  paired  ventricular 
extrasystoles.  The  third  strip  in  Fig.  5a  shows 
sinus  bradycardia  with  AV  dissociation  and  a 
junctional  escape  rhythm.  Later  in  this  strip,  No. 
3,  an  atrial  extrasystole  initiates  an  episode  of 
atrial  flutter  with  variable  conduction.  Following 


Fig.  5b.  Tracings  from  Case  2.  See  text  for  de- 
scription. 
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tion. 

conversion  of  the  atrial  flutter  to  a sinus  mechan- 
ism, there  is  a six-second  period  of  asystole,  pre- 
sumably due  to  sinus  node  suppression  by  the 
atrial  tachyarrhythmia  (Fig.  5b). 

This  arrhythmia  is  well  recognized  as  the  sick 
sinus  syndrome  or  the  tachy-brady  syndrome. ^ It 
is  also  recognized  as  a cause  of  syncope  in  pa- 
tients with  cardiac  arrhythmia.^  The  difficulty  is 
finding  a method  of  therapy  which  is  satisfactory 
for  both  the  tachycardia  and  bradycardia.  One  ap- 
proach has  been  to  treat  the  bradyarrhythmias 
with  a pacemaker  which  allows  aggressive  ther- 
apy of  the  tachyarrhythmias.^  This  patient  was 
successfully  treated  with  a permanent  transven- 
ous demand  pacemaker  and  tracing  No.  5 in  Fig. 
5b  shows  a sample  of  the  cardiac  rhythm  follow- 
ing this  method  of  therapy. 

Case  3.  A 68-year-old  male  was  referred  for 
dynamic  electrocardiography  because  of  light- 
headedness. His  primary  problem  was  chronic 
lung  disease.  A 12  lead  ECG  did  not  suggest  a 
cause  for  the  symptoms.  Representative  samples 
of  tracings  from  a 24-hour  recording  are  pre- 
sented in  Fig.  6.  Tracing  A shows  frequent  atrial 
extrasystoles  which  were  seen  during  the  record- 
ing period.  Tracing  B shows  a representative  ex- 
ample of  paroxysmal  atrial  tachycardia  at  a rate 
of  190  beats  per  minute.  The  trend  record  shown 
in  Fig.  3 is  a two-hour  segment  of  the  heart  rate 
measured  during  the  tape  recording  and  is  repre- 
sentative of  the  frequency  and  duration  of  the 


atrial  tachycardia.  These  episodes  correlated  with 
symptoms  recorded  by  the  patient  on  the  activity 
log.  Therapy  with  quinidine  has  dramatically  de- 
creased the  frequency  of  lightheadedness. 

Discussion 

The  preceding  examples  demonstrate  the 
usefulness  of  DCG  in  the  evaluation  of 
transient  cardiovascular  symptoms.  The 
rhythm  disturbances  shown  in  Cases  1 and 
2 are  expected  to  cause  the  presenting  symp- 
toms. The  PAT  seen  in  Case  3 is  a less  com- 
mon cause  of  syncope.  In  each  case  the  diag- 
nosis was  definitely  established  by  the  use 
of  DCG. 

This  discussion  cannot  be  concluded  with- 
out addressing  the  problem  of  availability  of 
this  technic  in  hospitals  throughout  the  In- 
termountain area.  The  scanner  is  probably 
too  expensive  to  be  economically  feasible  for 
small  hospitals.  However,  the  portable  re- 
corders cost  approximately  $2,000  and  can  be 
purchased  individually  or  shared  between 
groups.  The  recorded  magnetic  tapes  can  be 
scanned  by  centers  having  this  equipment. 
This  hospital  is  currently  providing  a serv- 
ice for  groups  in  the  Intermountain  area 
who  cannot  justify  the  expense  of  the  scan- 
ning equipment  but  recognize  a need  for  the 
availability  of  DCG. 

Summary 

The  Holter  Monitoring  technic  is  an  im- 
portant addition  to  the  physician’s  diagnos- 
tic armamentarium.  Our  own  experience  of 
over  two  and  one-half  years  has  demon- 
strated the  usefulness  of  this  method  in  pro- 
viding a diagnosis  in  patients  with  transient 
cardiovascular  symptoms  where  conven- 
tional methods  of  electrocardiography  have 
failed.  • 
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Redskin  remedies* 


Contributions  of  the  American  Indian  to  patent  medicines 


Howard  G.  Wilcox,  MD,  Salt  Lake  City 


In  its  early  days,  the  American  practice  of 
medicine  was  often  a brutal  profession.  The 
ministrations  of  bleeding,  cupping,  cathartics, 
leeches,  surgery  without  anesthesia — these 
were  what  the  physician  proffered.  Surely 
there  had  to  be  a better  way.  And  quick  to 
reveal  their  “better  way”  were  the  patent 
medicine  peddlers,  “the  toadstool  million- 
aires”, as  designated  by  Oliver  Wendell 
Holmes. t They  offered  a pleasant  way  to 
stave  off  the  Grim  Reaper  and  restore 
health. 

There  were  several  reasons  for  the  suc- 
cess of  patent  medicines.  The  infirmed  had 
the  remedy  as  available  as  his  town  druggist 
or  local  post  office.  Its  purchase  was  swift, 
not  requiring  a prolonged  wait  to  see  the 
physician.  The  only  expense  was  for  the 
panacea,  paying  a physician’s  fee  was  un- 
necessary. The  nostrum  was  often  more  pala- 
table than  prescribed  pharmaceuticals.  And 
the  spectrum  of  diseases  claimed  to  be  cured 
was  inclusive  enough  to  satisfy  the  needs  of 
even  the  most  dedicated  hypochondriac.  As 
an  example,  Mexican  Herbs  of  Joy,  concocted 
in  Boston,  was  touted  as  an  “Elegant  Rem- 
edy” guaranteed  to  cure  “Billiousness,  Sick 
Headache,  Costiveness,  Jaundice,  Heart  Dis- 
ease, Diabetes,  Torpid  Liver,  Impure  Blood, 
Urinary  Difficulties,  Piles,  Wakefulness, 

•From  the  Salt  Lake  Veterans  Administration  Hospital 
and  Department  of  Medicine.  University  of  Utah  College 
of  Medicine. 

f'Somebody  buys  all  the  quack  medicines  that  build 
palaces  for  the  mushroom,  say  rather,  the  toadstool  mil- 
lionaires.”’ 


Rheumatism,  Malaria,  Bad  Complexion”  as 
well  as  miscellaneous  ailments. 

A goodly  supply  of  varied  patent  medi- 
cines thus  became  an  essential  part  of  many 
households. 


Now  the  term  “patent  medicine”  did  not 
imply  that  the  United  States  Patent  Office 
had  assigned  a patent  to  the  nostrum.  To  the 


Fig.  1.  In  1859,  this  noble  warrior  stood  aloof  from 
the  battle  in  the  background  to  dignify  Wigwam 
Tonic. 
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health  and  therapeutics.  And  many  patent 
medications  adopted  names  to  lend  this  aura 
to  their  products.  As  Young  stated,  ‘The 
hardy  soul  could  dose  himself  around  the 
world  . . . (with)  an  international  therapeu- 
tic arsenal.”  Who  could  fail  to  benefit  from 
such  exotic  medications  as  Hayne’s  Arabian 
Balsam,  Brasilian  Bitters,  Carey’s  Chinese 
Catarrh  Cure,  Hoffland’s  Greek  Oil,  Wyn- 
coop’s  Iceland  Pectoral,  Mecca  Compound,  or 
Hart’s  Swedish  Asthma  Medicine? 

A major  source  of  exotic  promotion,  how- 
ever, had  been  nearly  overlooked.  The 
American  Indian  was  generally  regarded  as 
a mysterious  and  noble  creature  in  whom 
was  embodied  these  awesome  characteristics 
of  health  and  healing.  And  because  of  an 
ancient  doctrine  (and  its  corollary),  the 
Indian  was  an  even  more  likely  person  to  be 
associated  with  local  therapeutics. 

The  Doctrine  of  Signatures  was  one  of 
the  oldest  tenets  of  folk  medicine.  It  stated 


Fig.  2.  This  lovely  Indian  maiden  is  collecting 
Boneset  I or  a panacea  for  “all  affections  (sic)  of 
throat  and  lungs.”  Boneset  was  effective  in  induc- 
ing vomiting,  but  that’s  about  all. 

contrary,  seldom  did  any  two  consecutive 
batches  of  the  remedy  have  the  same  con- 
stituents. And  to  register  the  formula  in  a 
public  document  was  the  last  thing  most 
compounders  wished  to  do.  Rather,  the  term 
“patent”  as  applied  to  medicines  was  a carry 
over  from  Mother  England.  The  ruling 
English  monarch  had  for  generations  granted 
“patents  of  royal  favor”  to  the  confectioner, 
tailor,  mediciner  and  other  providers  of  prod- 
ucts and  services  to  the  royal  family.  When 
such  medicines  bearing  the  royal  patent  then 
began  to  be  exported  to  the  Colonies,  those 
concoctions  bearing  the  mark  of  royal  ap- 
proval were  particularly  highly  sought  after. 
Before  long,  the  term  was  generally  applied 
to  all  non-prescribed  remedies. 

It  soon  became  evident  to  the  nostrum 
peddlers  that  a simple  generic  product  name 
had  no  charisma.  An  exotic  or  mysterious 
name  would  have  an  aura  suggesting  strange 
and  wonderful  properties  of  the  patent  medi- 
cine. In  the  1800’s,  Americans  were  becom- 
ing aware  of  legends  about  remote 
geographic  regions — legends  of  longevity. 


“The  Leaves  of  the  Forest  were  for  the  Healitig  of  the  Nation 
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that  God  in  His  wisdom  had  provided 
natural  cures  for  the  ailments  of  man,  and 
had  provided  clues  to  help  man  in  his  search 
for  them.  Thus,  for  example,  cracked  walnut 
shells  were  useful  for  head  injury,  and  teas 
made  from  burrs  or  thistles  were  helpful  for 
sharp  abdominal  pain.  The  corollary  of  this 
doctrine  held  that  these  remedies  were  pro- 
vided in  the  regions  where  the  diseases  were 
encountered.  Thus,  one  looked  for  cures  for 
the  ague  (malaria)  not  in  the  Arctic,  but 
rather  in  the  jungles  where  the  ailment 
flourished. 

Who,  then,  would  be  the  logical  person 
apt  to  know  the  most  about  God’s  pharma- 
copoeia in  nature?  The  American  Indian!  It 
was  even  conceded  that  Indians  were  “as 
able  physicians  as  any  in  Europe.”  A medical 
almanac  of  the  1800’s  suggested  that  the 
Noble  Savage  was  to  be  trusted  even  more 
than  the  educated  physician.  It  stated  that 
the  Indian  “.  . . is  a better  curative  agent 
than  the  youth  who,  after  a dozen  medical 
lectures  or  so,  is  given  authority  as  an  M.D. 
to  try  his  hand  on  anybody  who  comes 
along.”  Another  nostrum  pamphlet  stated, 
“The  Art  of  Healing  had  its  origin  in  the 
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Fig.  4.  Merritt  Griffin  capitalized  on  the  legendary 
rapidity  of  healing  of  wounds  of  the  Indian  hide 
to  hawk  his  nostrum. 


DR.  NEW  ALL, 

IIIAN DOCTOR, 

.Mu«l  rr^prt’lt'ul!)  oflri-’>  oi'i't  !<-<■«  in  llu-  Original  liMliitii 

lirHllii;:  Vrl.  to  Ihf  >iu  k aii<l  alllu  tnl  in  lin-  tu  imtt  l»l  Nro.ll  Hint  !«»•  rotiMillr«l  nt  III**  Siulinii 
Hncaiii|>iiit-nt  iii  IIuh  jtlm  r. 

Wiien-  ho  will  romrun  for  a •‘liorl  liuio  aii.l  l.iriM-li  .n  of  lo  cure  (lioin. 

Dr.  > hofthop  Hkill  i'  oripiii.d,  li.om-  ooiur  •looii  Iroin  iii.uix  pniorulioiis  Shoiilil  Pliy>H  i*ii' 

speak  i tiloflho  Doctor's  110001100.  INI),  no  to  ohnl  tliot  . for  in  w iloinp  tho>  speak 

etilof  what  tlie>  do  not  iiniiorsfnn<l.  hot  ilo<-s  tin-  wlnlr  imm  know  of  tin- Oriptnal  loilian 
practioo  a.s  it  exiatod  41Ht>oar>  npo.  oiol  ns  it  now  oxist-,  ' 'rin  t know  hut  liltlo 

Dr  N.  thinks  that  tlioro  arc  niiui\  pood  Doi  ftirs  nip  liiswliito  fru-nds.  Iiut  dws  not  bohoto 

they  curt- ail  dusoascs  as  tfio>  protond.  Il<  d >i-s  not  [irrirnd  lo  i-nro  all  discast's,  but  oan  ooro 
mant.  The  (iroal  Spirit  is  kind  ho  lins  inupht  Ins  rronlnros  to  know  whni  is  p»o*l  for  ihoai.  - 
The  Veal  Natives  of  Ainonoa  hmo  loariuJ  innnv  p»ioil  .>li-dioinos  from  the  Ihinits.  Fowls,  Fiahea. 
and  even  from  the  insipniliomil  liivets  llioiiis*  b rs. 

Dr.  Newell  has  Medioinos  for  the  uiMlcr-iin  iilionod  dis.  osrs,  »i/  : 

COmVENESS,  INDIGESTION.  DYSPEPSIA.  FIATELENCY,  HEADACBE, 

Cold  Stomach.  Cough.  Paia  in  the  Stomach.  Jaundice.  Dropay.  Straoguarj.  tic 


111  all  disease's  lll•■ldt■llt  to  Feiiialos,  m p,irlioiilar.  the  superior  efliraot  of  Dr  Novrell's  Modi- 

DiKEtTio.xe  FOR  isr.  will,  nc  cive.s  vtiTii  tiic  vtEUirixta. 

A white  Doctor  sayn  that  his  Medioim-s  innde  from  one  IIimiI  euro  all  diseasi's,  but  Dr.  Newell 


Fig.  5.  It  was  hardly  just  that  all  the  profits  of 
Redskin  Remedies  be  taken  by  the  Paleface.  Dr. 
Newall  sought  to  rectify  this.  He  cleverly  pointed 
out  that  even  White  doctors  who  peddle  Indian 
medicines  “know  nothing  about  it.”  If  it’s  gonna 
work,  you  gotta  get  it  from  an  Indian  doctor! 

Woods,  and  the  Forest  is  still  the  best  Medi- 
cal School.” 

Thus  was  born  the  alliance  between  the 
American  Indian  and  the  peddler  of  patent 
medicines,  and  it  developed  to  a most  profit- 
able and  flourishing  alliance,  at  least  to  those 
who  concocted  the  remedies.  Hiawatha 
hawked  a hair  restorer,  Pocahontas  touted  a 
bitters,  and  many  anonymous  Indians  graced 
advertisements  for  wondrous  remedies  (Figs. 
1 and  2) . Other  Indian  remedies  were  adver- 
tised by  less  picturesque  but  more  educa- 
tional means  (Figs.  3 and  4) . 

If  the  Indian  charisma  could  be  success- 
fully exploited  in  print,  imagine  how  much 
more  effective  it  would  be  to  have  a personal 
presentation  by  a Native  American  (Fig.  5) . 
The  initial  successes  were  sporadic.  But  this 
was  probably  because  the  promotional  as- 
pects were  handled  by  amateurs.  However, 
two  occurrences  were  to  be  amalgamated  to 
produce  what  would  become  the  most  indel- 
ible contribution  of  the  Indian  to  American 
medical  care. 

The  first  of  these  was  the  reintroduction 
of  white  Americans  to  the  American  Indian 
in  the  1880’s.  This  was  most  successfully  done 
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The  Kickapoo  Indian  Medicine  Co., 
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Giving  a Free  Entertainment  Each  Evening 


Call  and  consult  the  Indian  Medicine  Men  at  their  camp,  if  jou  are  sick  and  aufihrlng.  Advice  and  Conaultatio 
free  If  they  can  help  you  they  will  tell  you  so 


Fig.  6 — Sagwa  was  the  principal  product  hawked  by  the  enor- 
mously successful  Kickapoo  Indian  Medicine  Company. 


by  expert  impressarios  such  as 
“Buffalo  Bill”  Cody.  The  “new” 

Americans  could  thus  become 
acquainted  with  the  mysterious 
native  denizen  of  America — the 
Indian.  As  they  made  their  East- 
ern excursions,  Buffalo  Bill’s 
Wild  West  Shows  consistently 
drew  large  crowds  of  the  curi- 
ous. The  second  occurrence  was 
the  evolution  of  traveling  med- 
icine shows.  These  combined 
entertainment  with  a patent 
pharmaceutical  sales  pitch.  The 
interaction  between  the  local 
Rubes  and  hawkers  lasted  only 
a day  or  two,  and  the  show  was 
again  on  its  way.  A major  com- 
ponent of  their  success  was 
analyzed  by  Victor  Holmes,- 
“.  . . they  (the  public)  like  to 
pay  a little  for  a tonic  and  an 
evening’s  entertainment  rather 
than  pay  a lot  to  a doctor  who 
gives  you  no  fun  at  all.” 

The  amalgamators  of  Indian 
therapeutics  and  theatrics  were 
a Connecticut  Irishman  and  a 
Texan.  John  E.  Healy,  better  known  as  “Doc 
Healy,”  had  made  his  initial  plunge  into  pat- 
ent medicines  with  his  Liver  Pad,  linen 
gauze  stuffed  with  sawdust  and  red  pepper, 
the  latter  to  give  a tingling  sensation  to  the 
skin  over  which  it  was  applied.  Charles 
Bigelow,  again  better  known  as  “Texas 
Charley”,  had  served  his  promotional  ap- 
prenticeship with  other  touring  shows. 

The  mated  imaginations  of  Doc  Healy  and 
Texas  Charley  produced,  then,  the  “grand- 
daddy”  of  all  Indian  medicine  shows,  the 
Kickapoo  Indian  Medicine  Company  and  its 
famous  Kickapoo  remedy,  Sagwa  (Fig.  6) . A 
portable  teepee  encampment  provided  the 
scenario.  The  frenetic  show  consisted  of  In- 
dian war  dances,  whoops  and  tom-tom  beat- 
ing, and  other  native  entertainment.  Finally, 
an  impassioned  history  and  testimonial  for 
Sagwa  was  delivered  in  his  native  tongue  by 
one  of  the  Kickapoos.  The  message  was 
translated  for  the  spectators  by  a Paleface 
shill.  While  the  translation  was  stated  to  be 


faithful  to  the  original,  this  might  be  open  to 
slight  doubt,  since  the  speaker’s  fellow 
Indians  often  convulsed  with  laughter  at 
what  was  translated  as  a very  serious  state- 
ment. “Sagwa!  Made  from  roots,  barks,  gums, 
leaves,  oils  and  berries.  Gathered  by  little 
Kickapoo  children  from  God’s  great  labora- 
tory— the  fertile  fields  and  vast  forests. 
Sagwa!”  In  addition  to  Sagwa,  as  they 
passed  through  the  crowd  the  vendors  of- 
fered Kickapoo  Oil,  Salve,  Cough  Cure  and 
Worm-Killer.  None  was  cheap.  The  Worm- 
Killer,  for  example,  sold  for  the  then- 
considerable  price  of  five  dollars. 

So  great  was  the  success  of  the  Kickapoo 
Indian  Medicine  Show  that  Healy  and  Bige- 
low had  up  to  one  hundred  troupes  touring 
at  any  given  time.  It  thus  became  necessary 
to  advertise  for  “genuine  Indians”.  To  be  a 
Kickapoo  was  not  a requirement  (Fig.  7) . In 
fact,  there  is  no  reliable  documentation  that 
a real  Kickapoo  was  ever  hired  for  the  Kick- 
apoo Indian  Medicine  Company.  Myriad 
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FIFTH  YEAR,  IMMENSE  SUCCESS 

OF  THE 

Mapoo  Indian  Medicine  Cempany, 
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Address  JOHN  E.  HEALY,  87  West  street,  New  York  City. 


Fig.  7.  To  provide  the  casts  of  “Genuine  Indians”  for  the  large  numbers  of  simultaneously  touring 
troupes,  reservations  were  scoured,  Wild  West  Shows  were  raided,  and  advertisements  such  as  this 
were  placed  in  periodicals. 


other  Indian  Medicine  Shows  copied  the 
Kickapoo  format  and  most  encountered 
significant  success. 

In  the  early  1900’s,  however,  the  patent 
medicine  scene  began  to  be  disturbed  by 
vocal  and  powerful  critics.  The  1906  Pure 
Food  and  Drugs  Act,  championed  by  Dr. 
Harvey  Wiley,  was  the  outstanding  step  in 
the  direction  of  reform.  Among  its  provisions. 


it  held  that  no  false  or  misleading  claims 
could  be  made  about  medical  products.  The 
end  of  the  “quack”  era  of  patent  medicines 
was  at  hand.  But  during  its  heyday,  the 
mystique  of  the  American  Indian  had  been 
fully  exploited  in  a most  colorful  period  of 
American  medical  history.  • 
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Benign  masses  of  the  pharynx* 


James  L.  Parkin,  MD,  and  Gary  K.  Thomas,  MD,  Salt  Lake  City 


Benign  masses  of  the  pharynx,  although 
less  common  than  malignant  lesions, 
are  important  because  their  proper 
treatment  depends  upon  correct  diagnosis. 


Occasionally,  in  the  routine  examination  of 
the  pharynx,  a physician  will  encounter  a 
non-ulcerating,  well  circumscribed  mass 
lesion  This  mass  is  usually  asymptomatic 
and  unknown  to  the  patient.  However, 
symptoms  may  be  caused  by  the  size  and 
the  location  of  the  lesion.  The  physician 
should  be  aware  of  the  diagnostic  possibil- 
ities. It  is  the  purpose  of  this  paper  to  pre- 
sent several  introductory  cases  and  discuss 
the  differential  diagnosis  of  benign  non  in- 
flammatory masses  of  the  pharynx,  exclud- 
ing the  base  of  the  tongue,  the  epiglottis  and 
the  larynx. 

Anatomically,  the  pharynx  extends  from 
the  base  of  the  skull  to  the  mouth  of  the 
esophagus.  The  inferior  level  is  opposite  the 
sixth  cervical  vertebra  and  located  at  the  in- 
ferior edge  of  the  cricoid  cartilage.  There 
are  four  cavities  or  tracts  which  open  into 
the  pharynx.  These  include  the  nasal  cav- 
ities, oral  cavity,  larynx,  and  esophagus.  It 
is  important  to  remember  that  the  pharynx 
contains  tissue  from  all  three  germinal  lay- 
ers and  hence,  tumors  originating  from  all 
germinal  layers  have  the  potential  for  occur- 
ring in  the  pharynx.  Generally  speaking, 
mass  lesions  of  the  pharynx  will  prove  to  be 

♦From  the  Department  of  Surgery.  Division  of  Otolaryn- 
gology, University  of  Utah,  College  of  Medicine,  Salt  Lake 
City. 


malignant  more  often  than  benign.^  It  is  al- 
ways important  in  the  work-up  of  a pharyn- 
geal mass  lesion  to  rule  out  malignant  dis- 
ease. 

CASE  REPORTS 

Case  1.  A 57-year-old  white  female  was  ad- 
mitted via  the  Emergency  Room  with  mild  res- 
piratory distress.  She  had  been  involved  in  an 
automobile  accident  during  which  she  struck  her 
mouth  against  the  steering  wheel.  There  was  no 
loss  of  consciousness.  The  patient  was  wearing 
dentures  which  were  not  dislodged.  Examination 
of  the  facial  bones  revealed  no  evidence  of  frac- 
ture. Examination  of  the  mouth  and  oropharynx 
revealed  a bluish-red  mass  of  the  right  posterior 
tonsillar  pillar  extending  to  the  midline.  The  mass 
was  non-pulsatile.  The  remainder  of  the  physical 
examination  was  within  normal  limits.  Attempted 
needle  aspirations  of  the  mass  revealed  small 
amounts  of  clotted  blood.  The  patient  was  ob- 
served in  the  hospital  for  three  days.  She  devel- 
oped no  additional  respiratory  distress  and  was 
discharged.  The  oropharyngeal  mass  resolved 
without  incident. 

Comment:  The  case  represents  the  un- 
complicated problem  of  an  oropharyngeal 
hematoma  presenting  as  a pharyngeal  mass. 
The  diagnosis  is  easily  made  by  history  and 
physical  examination. 

Case  2.  A 20-year-old  white  male  was  referred 
to  Otolaryngology  by  the  Dental  Service  because 
of  an  asymptomatic  right  posterior  oropharyngeal 
mass  seen  during  dental  examination.  The  pa- 
tient gave  no  history  of  recent  head  and  neck 
trauma  or  infection. 

Examination  demonstrated  a 2 by  3 centimeter 
spherical  submucosal  mass  in  the  right  posterior 
oropharyngeal  region  behind  the  posterior  tonsil- 
lar pillar.  The  remainder  of  the  physical  exam- 
ination was  within  normal  limits.  Laboratory  data 
was  also  normal. 
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Ftg.  1.  Subdivisions  of  Pharyngeal  Anatomy. 

The  patient  was  sent  home  with  no  therapy 
and  instructed  to  return  in  four  weeks  for  re- 
evaluation.  At  that  time  the  mass  was  noted  to 
be  slightly  larger  so  the  patient  was  admitted  to 
the  hospital  and  under  general  anesthesia,  an  ex- 
cisional  biopsy  of  the  oropharyngeal  mass  was 
performed  without  incident.  The  patient’s  post- 
operative course  was  benign.  The  pathological 
diagnosis  was  lymph  node  with  benign  reactive 
hyperplasia. 

Comment;  This  case  re-emphasizes  the 
anatomical  presence  of  a group  of  retro- 
pharyngeal lymph  nodes  which  lie  in  the 
buccopharyngeal  fascia  behind  the  superior 
part  of  the  pharynx.  These  nodes  usually  lie 
in  front  of  the  arch  of  the  atlas  superficial 
to  the  longus  capitus  muscle.  This  group  of 
lymph  nodes  can  be  involved  with  benign, 
as  well  as  malignant  lymphoid  tissue  tumors. 
They  are  also  commonly  involved  with  upper 
respiratory  infections. 

Case  3.  A 72-year-old  negro  male  with  the  pre- 
sumptive diagnosis  of  peritonsillar  abscess  was 
seen  in  consultation.  The  patient  was  afebrile  and 
had  muffled  voice,  mild  inspiratory  stridor  and 
obvious  fullness  in  the  right  neck. 

Physical  examination  disclosed  a bluish-red 
pulsatile  mass  of  the  right  tonsillar  fossa  and 
right  lateral  oropharyngeal  wall.  There  was  also 
hydropic  edema  of  the  right  free  margin  of  the 
soft  palate  and  edema  extending  down  the  pala- 
toglossus into  the  right  pyriform  sinus  with 
edema  of  the  right  aryepiglottic  fold  and  right 
arytenoid  cartilage.  The  right  neck  mass  was  pul- 
satile. 

An  intravenous  catheter  was  immediately  in- 
serted and  blood  obtained  for  type  and  match. 
The  Vascular  Surgery  Service  was  consulted  and 
the  patient  was  taken  directly  to  the  operating 
room.  During  attempted  endotracheal  intubation, 
the  pharyngeal  mass  ruptured  with  massive  ac- 
tive bleeding.  Intubation  was  accomplished  and 


the  bleeding  was  controlled  with  combined  intra- 
oral and  external  neck  pressure.  The  right  neck 
was  explored  and  a ruptured  right  carotid  artery 
aneurysm  was  found  and  repaired  utilizing  a re- 
placement graft.  The  patient’s  postoperative 
course  was  uneventful  and  the  patient  recovered 
from  his  surgery  with  no  neurologic  sequelae. 

Comment:  This  case  emphasizes  that  im- 
portant normal  vascular  structures  are 
found  immediately  parapharyngeal,  and 
anomalies  of  these  structures  can  present  as 
pharyngeal  masses.  Aberrant  blood  vessels 
can  occasionally  present  as  neck  masses,  and 
it  is  particularly  important  that  the  tonsil- 
lectomy surgeon  realize  this  fact.  Hill  re- 
ported an  aneurysm  of  the  internal  carotid 
artery  which  was  discovered  in  the  tonsillar 
fossa  at  the  time  of  tonsillectomy.^  Removal 
of  a pulsatile  pharyngeal  mass  with  the  ton- 
sils is  not  advised. 

Case  4.  A 35-year-old  white  male  was  referred 
for  treatment  of  a pharyngeal  carcinoma.  He 
gave  a history  of  having  had  intermittent  sore 
throats  with  swelling  of  the  right  side  of  the 
throat.  Twelve  years  earlier  a physician  in  Japan 
had  informed  him  that  he  had  a small  growth 
in  the  back  of  his  throat.  This  had  been  entirely 
asymptomatic  until  two  years  prior  to  admission 
when  the  patient  had  a sore  throat  with  a pharyn- 
geal swelling  which  required  lancing.  Subse- 
quently, the  patient  has  had  several  additional 
sore  throats  with  swelling  of  the  pharynx. 

Examination  of  the  mouth  and  pharynx  re- 
vealed a 3 by  4 centimeter  spherical  mass  in  the 
oropharynx  and  extending  up  into  the  lower  por- 
tions of  the  nasopharynx.  This  was  submucosal 
and  located  behind  the  right  posterior  tonsillar 
pillar.  No  neck  nodes  were  palpable. 

Because  of  the  well  circumscribed  appearance 
of  the  tumor  an  excisional  biopsy  was  planned 
and  performed  with  the  patient  under  general 
endotracheal  anesthesia.  At  surgery  the  mass  was 
found  to  contain  a small  amount  of  yellowish 
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Fig.  2.  Pharyngeal  Mass  Presenting  Behind  the 
Free  Margin  of  the  Soft  Palate  in  Case  4. 
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mucoid  fluid  and  appeared  to  be  a thickwalled 
cystic  structure.  There  was  no  fistula  encoun- 
tered exiting  or  entering  the  mass  lesion.  Total 
excision  was  accomplished.  The  patient’s  post- 
operative course  was  benign.  The  pathologic  re- 
port was  classical  branchial  cleft  cyst. 

Comment:  Branchial  cleft  cysts  occur 
throughout  the  pharynx.  The  second  arch 
branchial  cleft  cysts  theoretically  terminate 
within  the  tonsillar  fossae.  These  are  the 
most  common  branchial  cleft  cysts. 

There  are  other  benign  cysts  which  occur 
in  the  pharynx.  Rathke’s  pouch  is  an  invagi- 
nation of  oral  ectoderm  which  forms  the  an- 
terior lobe  of  the  pituitary.  Tumors  may 
form  at  any  point  along  this  invagination 
and  they  usually  occur  as  keratin  filled, 
cystic  structures  in  the  nasopharynx.  Muco- 
sal cysts,  which  probably  originate  as  a re- 
sult of  mucous  gland  duct  blockage,  occur 
most  commonly  on  the  posterior  or  lateral 
pharyngeal  walls  or  in  the  vallecula.'*  These 
benign  cysts  cause  symptoms  due  to  their 
size  and  location.  They  may  become  large 
and  pedunculated  forming  a ball  valve 
mechanism  which  leads  to  intermittent  air- 
way obtruction  or  intermittent  dysphagia. 
Surgical  excision  is  the  treatment  of  choice. 

Nasal  polyps  can  present  as  pharyngeal 
tumors;  however,  their  site  of  origin  is  actu- 
ally nasal.  Irvine  reported  a pedunculated, 
smooth-surfaced,  papillomatous  growth  orig- 
inating from  the  left  side  of  the  nasopharynx 
in  the  fossa  of  Rosenmueller.  The  histology 
of  the  lesion  was  similar  to  the  histology  of 
the  common  nasal  polyp  and  suggests  that 
the  pathophysiology  which  causes  the  nasal 
mucosa  and  paranasal  sinus  mucosa  to  form 
polyps  could  also  cause  the  pharyngeal  mu- 
cosa to  undergo  polypoid  degeneration.® 

The  anterior  lobe  of  the  pituitary  embry- 
ologically  originates  from  the  superior  part 
of  the  nasopharyngeal  wall.  It  is  reported 
that  up  to  95  per  cent  of  people  can  be  found 
to  have  non-functioning  pharyngeal  pituitary 
tissue.  This  pharyngeal  pituitary  tissue  sel- 
dom attains  the  size  to  present  as  a mass 
lesion. 

Case  5.  An  evening  bedside  consultation  was 
requested  on  a 48-year-old  white  male  because 
of  an  unusual  pharyngeal  lesion.  The  patient  was 
to  undergo  surgery  the  following  morning  for  an 


unrelated  problem  and  the  anesthesiologist  had 
raised  the  question  of  the  safety  of  endotracheal 
intubation  in  this  patient.  The  patient  stated  that 
the  pharyngeal  lesion  was  asymptomatic,  but  had 
been  present  his  entire  life  as  far  as  he  knew. 
He  stated  that  many  physicians  and  dentists  had 
taken  pictures  of  his  lesion. 

Physical  examination  demonstrated  an  irreg- 
ular, elevated,  bluish  patchy  lesion  involving  the 
free  edge  of  the  right  soft  palate,  the  right  an- 
terior and  posterior  pillar,  and  the  right  posterior 
lateral  oropharyngeal  wall.  The  remainder  of  the 
otolaryngologic  examination  was  within  normal 
limits.  The  clinical  impression  was  that  the  pa- 
tient had  a benign  hemangioma  and  no  therapy 
was  indicated  in  view  of  the  stable  long  history. 

Comment:  This  case  will  serve  as  an  in- 
troduction to  the  discussion  of  the  non-ma- 
lignant  pharyngeal  neoplasms. 

As  stated  above,  malignant  neoplasms  in 
the  pharynx  are  much  more  common  than 
benign  pharyngeal  tumors.  Table  1 is  a com- 
pilation of  seventy-three  cases  of  benign  tu- 
mors of  the  hypopharynx  seen  at  the  Mayo 
Clinic  from  1905  to  1962.®  The  following  gen- 
eralizations regarding  these  tumors  are  use- 
ful. Ulceration  of  benign  tumors  is  rare. 
Symptoms  of  benign  lesions  are  probably 
due  to  tumor  size  rather  than  tumor  invasion 
or  destruction  of  adjacent  anatomical  struc- 
tures. There  is  no  age  or  sex  preponderance 
for  benign  pharyngeal  tumors. 

TABLE  I 

BENIGN  TUMORS  OF  THE  HYPOPHARYNX 
MAYO  CUNIC.  1905-1962 
From  Dochertry  et  al  (3) 


Inflammatory  polyps  and  pseudotumors  4 

Amyloid  tumors  1 

Squamous  epithelial  lined  cysts  4 

Dermoid  tumors  1 

Papilloma  12 

Cystadenoma  1 

Mixed  tumors  12 

Granular  ceil  myoblastoma  1 

Myxoma  1 

Lymphangioma  2 

Neurilemmoma  17 

Chemodectoma  3 


The  papilloma  is  the  most  common  be- 
nign tumor  of  the  tonsil  and  pharyngeal 
structures.  They  are  usually  pedunculated 
and  are  diagnosed  by  gross  appearance.  Oc- 
casionally, particularly  on  the  posterior 
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pharyngeal  wall,  the  papilloma  may  be  ses- 
sile. Adenomas  occur  in  the  pharynx.  These 
are  usually  pleomorphic  adenomas  or  mixed 
cell  tumors.  They  probably  originate  in 
minor  salivary  gland  tissue.  They  most  com- 
monly occur  on  the  uvula  or  soft  palate,  but 
may  occur  on  the  pharyngeal  walls. 

Teratomas  can  present  in  the  pharynx. 
The  most  common  pharyngeal  site  of  origin 
is  the  nasopharynx.  These  tumors  charac- 
teristically occur  as  nasopharyngeal  masses 
in  the  newborn  causing  intermittent  dysp- 
nea. The  dermoids  are  bidermal  in  origin 
and  contain  epidermal  and  mesodermal  de- 
rivatives. These  are  the  most  common  form 
of  teratomas  and  are  the  so-called  “hairy 
polyps”  of  the  nasopharynx.  The  teratoids 
and  true  teratomas  contain  elements  from 
all  three  germinal  layers,  and  are  less  com- 
mon. The  teratoid  tumors  have  been  re- 
ported to  show  malignant  degeneration  in 
approximately  30  per  cent  of  cases.  The  epig- 
nathus  is  an  embryologically  advanced  tera- 
toma which  contains  components  from  all 
three  germ  layers  in  high  stages  of  develop- 
ment. 

Vascular  elements  may  give  rise  to 
pharyngeal  tumors — hemangiomas,  lymph- 
angiomas, carotid  body  tumors,  and  glomus 
jugulare  tumors.  True  fibromas  of  the 
pharynx  are  rare;  they  have  been  reported 
to  originate  from  the  tonsil;  they  can  occur 
as  pedunculated  or  sessile  lesions.  Chondro- 
mas are  very  uncommon  in  the  pharynx,  but 
more  commonly  seen  in  the  larynx.  Pharyn- 
geal chondromas  may  be  seen  originating 
from  the  cartilage  of  the  eustachian  tube  or 
from  the  intervertebral  disc.  It  is  theorized 
that  chondromas  of  the  pharynx  may  orig- 
inate from  embryonic  remnants  of  Reichert’s 
cartilage.  Other  mesenchymal  tumors  of  the 


pharynx  are  also  rare.  These  include  leiomy- 
omas, lipomas,  and  granular  cell  myoblasto- 
mas. The  lipomas  most  commonly  occur  as 
pedunculated  tumors  from  the  lateral  wall 
of  the  oropharynx.  The  myxoma  is  a rare, 
solitary,  slimy,  infiltrative  growth  which 
never  metastasizes. 

The  final  group  of  tumors  to  be  consid- 
ered in  the  differential  diagnosis  of  a benign 
pharyngeal  mass  includes  the  tumors  of  neu- 
rogenic origin.  The  neurogenic  tumors  which 
occur  in  the  pharynx  are  most  likely  to  be 
neurilemmomas,  while  the  neurogenic  tu- 
mors which  occur  in  the  larynx  are  most 
commonly  found  to  be  neurofibromas.  Me- 
ningiomas have  been  described  as  present- 
ing in  the  nasopharynx.  Neurogenic  tumors 
may  also  originate  in  the  parapharyngeal 
tissues  and  present  as  pharyngeal  submuco- 
sal masses. 

The  chordoma  is  a rare  tumor  which  re- 
portedly originates  from  notochordal  rem- 
nants.' The  chordoma  most  commonly  occurs 
around  the  sacrum;  however,  the  second 
most  common  site  of  occurrence  is  the  junc- 
tion of  the  sphenoid  and  occipital  bones. 
Forty-one  per  cent  of  chordomas  reportedly 
occur  in  this  basiocciptal  region.  This  tumor 
is  considered  to  be  locally  malignant,  how- 
ever, it  is  not  known  to  metastasize  to  dis- 
tant anatomical  sites.  The  chordoma  can  in- 
vade bone  and  nerves  locally. 

Summary 

Five  cases  of  benign  pharyngeal  masses 
have  been  presented.  They  introduce  a dis- 
cussion of  benign  pharyngeal  masses  and 
their  differential  diagnosis.  The  entities  dis- 
cussed included  hematoma,  lymphoid  hyper- 
plasia, vascular  anomalies,  branchial  cleft 
cysts,  inclusion  cysts,  and  non-malignant 
neoplasms.  • 
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Central  chondrosarcoma* 


Martin  I.  Gelman,  MD,  Salt  Lake  City 


Diagnosis  and  proper  evaluation 
of  central  chondrosarcoma  depends  upon 
the  radiographic  findings.  A case  is 
reported  and  the  radiologic  diagnostic 
criteria  described. 


Chondrosarcoma  is  the  second  most  com- 
mon primary  malignant  bone  tumor,  exclud- 
ing multiple  myeloma.  It  follows  osteogenic 
sarcoma.  A chondrosarcoma  that  originates 
within  a bone  is  called  a central  chondrosar- 
coma whereas  one  originating  in  the  surface 
of  the  bone  is  a peripheral  chondrosarcoma. 
Central  chondrosarcoma  is  more  common 
than  peripheral  chondrosarcoma^  and  may 
defy  early  radiologic  detection,  as  illustrated 
by  the  following  case. 

CASE  REPORT 

A 54-year-old  male,  sixteen  months  prior  to 
his  admission  to  the  University  of  Utah  Medical 
Center  Hospital,  noticed  a gradual  onset  of  pain 
in  the  left  knee,  made  worse  with  weight-bear- 
ing. Subsequently,  swelling,  heat  and  erythema 
developed.  Early  radiographic  studies  were  inter- 
preted as  normal  (Fig.  1),  and  the  patient  was 
treated  for  rheumatoid  arthritis  with  cortisone 
and  analgesics.  Initially  some  relief  was  obtained; 
however,  pain  and  disability  gradually  increased 
and  the  patient  was  admitted  to  University  Hos- 
pital for  further  evaluation.  Pertinent  past  med- 
ical history  disclosed  a strong  family  history  of 
cancer  in  that  the  patient’s  mother  died  from  car- 
cinoma of  the  kidney  and  at  least  ten  family 
members,  primarily  second  cousins,  were  known 
to  have  various  tumors. 

•From  the  Department  of  Radiology,  University  of  Utah 
College  of  Medicine  and  Veterans  Administration  Hos- 
pital. Salt  Lake  City. 
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Physical  examination  revealed  tenderness  on 
palpation  without  associated  limitation  of  motion. 
A 10  X 10  cm.  mass  was  noted  in  the  supero- 
medial  aspect  of  the  left  knee  with  associated 
atrophy  of  the  quadriceps  muscle.  The  mass  was 
rubbery  hard  and  tender  on  palpation.  Weakness 
of  the  extremity  was  evident. 

Radiographs  of  the  knee  at  this  time  (Fig.  2) 
revealed  an  aggressive  lesion.  At  operation,  frozen 
section  of  a biopsy  was  read  as  sarcoma,  and 
above-the-knee  amputation  was  performed.  Per- 
manent histologic  sections  were  interpreted  as 
chondrosarcoma. 

Approximately  twelve  months  later  bilateral 
lung  metastases  were  demonstrated  and  because 
attempted  surgical  removal  was  unsuccessful, 
chemotherapy  was  initiated.  A destructive  lesion 
was  subsequently  noted  involving  the  left  ilium 
and  acetabulum  which  on  biopsy,  was  metastatic 
chondrosarcoma  (Fig.  3). 

Discussion 

Central  chondrosarcomas  occur  about 
equally  in  males  and  females  and  between 
the  fourth  and  sixth  decades  of  life.  Clini- 
cally, there  is  commonly  a long  history  of 
pain  and  swelling  before  the  diagnosis  is 
made.  The  diagnosis  depends  upon  the  radio- 
graphic  findings. Spread  is  by  contiguous 
growth  with  hematogenous  or  lympathic  ex- 
tension. Venous  invasion  may  occur  late  in 
the  disease  resulting  in  metastatic  spread, 
most  commonly  to  the  lungs.  A small  per 
cent  of  these  tumors  have  metastasized  to 
other  bones  later  in  their  course. 

Central  chondrosarcomas  present  two 
characteristic  radiographic  appearances.  One 
is  an  osteolytic  lesion  with  well  marginated 
sclerotic  borders,  and  if  areas  of  calcified 
cartilage  are  present  these  calcifications  are 
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Fig.  1.  Early  AP  and  lateral  views  show  subtle  changes  of  mottled  bone  density  (large  black  arrows)  and 
endosteal  cortical  thickening  (black  triangles)  in  distal  femur. 


Fig.  2.  Approximately  12  months  later  marked  progression  is  evident.  There  is  a moth-eaten  appearance 
(black  arrows)  of  the  distal  femur  associated  with  endosteal  cortical  thickening  (black  triangles) , perios- 
teal reaction  and  soft  tissue  mass  with  calcified  cartilage  tumor  matrix  (white  arrows). 
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Fig.  3.  3 years  from  initial  examination,  a large 
destructive  metastatic  lesion  is  present  in  the  re- 
gion of  the  left  acetabulum  with  associated  soft 
tissue  mass  (black  arrows)  causing  medial  devia- 
tion of  pelvic  phleboliths.  Speckled  calcification  of 
cartilaginous  tumor  matrix  is  evident.  Deossifica- 
tion of  proximal  left  femur  is  secondary  to  disuse 
post-amputation. 

small  and  irregular.  This  type  of  chondro- 
sarcoma is  most  commonly  seen  in  the  neck 
of  the  femur,  pubic  rami  and  proximal  end 
of  the  humerus.  Early  in  its  course  it  may 
appear  benign  both  radiographically  and 
histologically. 

The  second  type  of  central  chondrosar- 
coma, which  this  case  illustrates,  is  a more 
aggressive  appearing  lesion  than  the  first 


and  is  usually  found  in  the  pelvis,  either  end 
of  the  femur,  and  proximal  humerus  and 
tibia.  This  is  an  osteolytic  lesion  without 
well-marginated  borders  which  blend  im- 
perceptibly with  the  normal  bone.  The 
tumor  will  extend  along  the  shaft  of  the 
medullary  cavity  and  characteristically  stim- 
ulate endosteal  cortical  thickening,  which 
may  be  the  most  apparent  feature  radio- 
graphically and  helps  to  distinguish  central 
chondrosarcoma  from  osteomyelitis.  Charac- 
teristic irregular  punctate  or  “snowflake” 
type  calcified  chondroid  matrix  is  present 
but  may  not  be  detected  until  later,  as  in 
the  case  presented.  Disruption  of  the  cortex 
eventually  occurs  with  production  of  a soft 
tissue  mass  as  well  as  periosteal  reaction. 

Slim  mary 

A central  chondrosarcoma  may  produce 
only  subtle  changes  early  in  its  course.  How- 
ever, awareness  of  the  previously  described 
radiographic  criteria  should  lead  to  earlier 
detection.  • 

ACKNOWLEDGMENT 

The  author  gratefully  acknowledges  the  help  of  Mrs. 
LeVern  Jarrad  for  her  patience  and  help  in  the  prepara- 
tion of  the  manuscript. 


REFERENCES 

'Greenfield.  G.  B.:  Radiology  of  Bone  Diseases.  Philadelphia  and  Toronto:  The  J.  B.  Lippincott 
Company,  1969,  p.  353. 

2 Spjut,  H.  J.,  Dorfman.  H.  D.,  Fechner,  R.  E.,  and  Ackerman,  L.  V.:  Tumors  of  Bone  and 
Cartilage.  Atlas  of  Tumor  Pathology,  Second  Series.  Fascicle  5.  Washington,  D.C.:  Armed 
Forces  Institute  of  Pathology,  1971,  p.  84-110. 

2 Hamlin,  J.  A,,  Adler,  L.,  Greenbaum,  E.  I.:  Central  Enchondroma  A Precursor  to  Chondro- 
sarcoma? J.  Can.  Assoc.  Radiol.  22:206-209,  1971. 

Edeiken,  J.,  and  Hodes,  P.  J.:  Roentgen  Diagnosis  of  Diseases  of  Bone.  Baltimore:  Williams  & 
Wilkins  Co.,  1967,  p,  6.572-6.582. 


1 Medical  Products 

PICKEn 

3890  ELM  STREET  — TEL 

388-5731  — DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

2236  Clenwood  Circle.  635-8768 

Medical  X-Ray  Equipment 

Saif  Lake  City,  Utah 

Accessories  & Film 

21  Kensington  Street,  487-7519 

Nuclear  Equipment 

Albuquerque,  New  Mexico 

113  Sierra  Dr.,  S.E.,  255-1288 

■10 


Rocky  Mountain  Medical  Journal 


A new  anorexiant 


Clinical  evaluation 


Donald  E.  Smith,  MD,  Salt  Lake  City* 


A double-blind  comparison  of  dieting 
plus  mnzindol  or  placebo  in  ninety 
obese  adults  is  presented. 


Mazindol  (Sanorex®,  Sandoz  Pharmaceuti- 
cals) , a synthetic  tricyclic  compound,  was 
first  described  in  1968  as  a potential  appetite 
suppressant.*’^  Since  then  several  reports®’^-® 
on  its  use  in  obese  persons  have  been  pub- 
lished, and  the  results  have  been  consistently 
favorable. 

To  further  evaluate  the  effectiveness  and 
toxicity  of  mazindol,  we  conducted  a con- 
trolled comparative  investigation  with  obese 
. adults  selected  from  our  private  practice. 
Since  drug  therapy  can  be  considered  only 
a short-term  ancillary  measure  to  dietary 
management,  our  patients  were  placed  on  a 
reduced-calorie  diet  in  addition  to  their 
treatment  with  either  mazindol  or  placebo. 
The  results  of  this  trial  are  reported  below. 

Material  and  Method 

The  ninety  outpatients,  nineteen  men  and 
seventy-one  women,  enrolled  in  the  16-week 
study  met  the  following  criteria  for  patient 
selection:  fifteen  per  cent  or  more  over- 


•Dr.  Smith  is  Assistant  Clinical  Professor,  Department  of 
Internal  Medicine,  University  of  Utah  College  of  Med- 
icine, Salt  Lake  City. 


weight,®  emotionally  stable  and  well  moti- 
vated, good  general  health,  had  received  no 
antiobesity  medications  within  the  previous 
six  weeks,  and  the  women  were  neither 
pregnant  nor  lactating. 

The  patients  were  randomly  assigned  to 
two  groups,  sixty  in  the  mazindol  group  and 
thirty  in  the  placebo  group.  Our  protocol  re- 
quired that  each  patient  would  receive  a 
placebo  (1  tablet  tid)  for  two  weeks  before 
and  two  weeks  after  the  double-blind  com- 
parative 12-week  treatment  period  to  obtain 
baseline  and  post -treatment  records.  For  the 
intervening  12  weeks,  the  mazindol  patients 
received  3 mg.  daily  (1  tablet  tid,  one  hour 
preceding  each  meal) , and  the  placebo  pa- 
tients received  three  placebos  daily.  The 
placebo  and  mazindol  tablets  were  prepared 
and  administered  in  accordance  with  the 
double-blind  technic,  i.e.,  they  were  identi- 
cal in  appearance  and  packaging,  and  were 
distributed  by  random  numbers  code. 

At  the  first  visit  (week  0) , data  relating 
to  each  patient’s  overweightness  and  basic 
clinical  information  were  recorded.  All  pa- 
tients were  also  placed  on  a 1000-calorie  diet, 
asked  to  follow  it  for  the  next  four  months, 
and  instructed  during  that  period  to  return 
every  two  weeks  for  evaluations  and  medi- 
cation. At  weeks  2 and  14,  baseline  and  post- 
treatment physical  examinations  were  per- 
formed, while  body  weight,  vital  sign,  and 
adverse  reaction  information  was  recorded 
at  every  biweekly  visit  throughout  the  four- 
month  period. 
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TABLE  1 

Pretrial  CJiaracteristics 
of  Treatment  Groups 


Mazindol 

Placebo 

Patients  Completing 
the  trial: 

Male 

7 

9 

Female* 

39 

15 

Total 

46 

24 

Age  (mean,  yr.) 

38.6 

33.7 

Height*  (mean,  in.) 

65.5 

68.1 

Body  Frame  (mean) 

Medium 

Medium 

Actual  Weight  (mean,  lb.) 

189.4 

201.8 

Ideal  Weight*  (mean,  lb.) 

136.6 

148,7 

Overweightness 
(mean,  %) 

38.3 

34.5 

Duration  of  Obesity 
(mean,  yr.) 

7.9 

6.5 

Target  Weight  Loss 
(mean,  lb.) 

45,2 

49.5 

‘Significant  difference  between  groups,  p<0.05 


At  conclusion  of  the  trial,  data  on  seventy 
of  the  original  ninety  patients  were  analyzed 
statistically  for  evaluating  the  efficacy  and 
safety  of  mazindol  compared  to  placebo.  Of 
the  sixty  in  the  mazindol  group,  one  patient 
had  been  dropped  from  the  trial  because  of 
concomitant  self-medication  with  a diuretic, 
one  because  of  an  adverse  reaction,  and 
twelve  others  because  they  were  unavail- 
able for  all  biweekly  evaluations  (e.g.  death 
in  family,  moving  out  of  town).  Of  the  thirty 
patients  in  the  placebo  group,  one  patient 
had  been  dropped  because  of  a “side  effect” 
while  five  others  had  also  been  unable  to 
return  for  all  biweekly  assessments.  The  re- 
maining seventy  patients  formed  two  com- 
parable treatment  groups,  forty-six  given 
mazindol  and  twenty-four  given  placebo 
(Table  1). 

Resiills 

Table  2 and  Fig.  1 summarize  data  on  the 
effectiveness  of  mazindol  and  placebo  ad- 
junctive to  a 1000-calorie  diet.  A greater  per 
cent  of  patients  treated  with  mazindol  (87'/( ) 
than  with  placebo  (6T/ ) actually  lost 
weight  during  the  12-week  comparative  trial. 
The  remainder,  13  per  cent  on  mazindol  and 
33  per  cent  on  placebo,  either  showed  no 
change  or  gained  weight.  However,  the  av- 
erage weight  reduction  for  both  groups  was 
significant  (p<0.05)  compared  to  their  base- 


Fig.  1.  Mean  weight  loss  achieved  by  46  patients 
treated  with  mazindol  and  by  24  patients  given 
placebo. 

Difference  between  groups  significant  (analysis 
of  variance)  *p<^0.05;  **p<:^0.01 

lines  (wk.  2 vs.  wk  14).  After  12  weeks,  the 
mazindol  group  lost  9.7  lb.  on  the  average 
and  the  placebo  group  about  half  as  much, 
4.9  lb.  The  greater  mean  weight  loss  achieved 
with  mazindol  treatment  compared  to 
placebo  was  significant. 

The  relative  effects  of  mazindol  and 
placebo  throughout  the  trial  are  portrayed 
graphically  in  Fig.  1.  Mean  weight  reduction 
was  greater  for  the  mazindol  group  at  every 
biweekly  rating  but  significantly  better  re- 
sults were  first  recorded  after  six  weeks  of 
the  comparative  treatment  (week  8) . At  this 
point,  mean  weight  was  reduced  4.1  lb.  for 
the  placebo  group  and  6.9  lb.  for  the  mazin- 
dol group.  In  the  first  six  weeks,  then,  the 
placebo  group  lost  an  average  of  0.7  lb.  per 
week  compared  to  1.2  lb.  per  week  for  the 
mazindol  group.  During  the  next  four  weeks 
the  placebo-treated  patients  reached  a pla- 
teau (4.4-lb.  average  loss)  and  then  im- 
proved slightly  (to  4.9-lb.  loss)  by  the  final 
comparative  rating.  During  this  same  six- 
week  period,  however,  the  mazindol-treated 
patients  maintained  a steady  reduction  in 
weight.  As  a result,  the  mean  cumulative 
weight  loss  of  the  mazindol  group  was  sig- 
nificantly greater  than  that  of  the  placebo 
group  from  week  8 to  week  14.  Both  groups 
showed  further  weight  loss  during  the  two- 
week  post-trial  placebo  phase,  but  the  dif- 


■12 


Rocky  Mountain  Medical  Journal 


ference  still  favored  mazindol  significantly. 

As  to  safety  and  tolerance,  only  two  pa- 
tients of  the  original  ninety  complained  of 
side  effects  that  were  considered  treatment- 
associated,  and  each  was  withdrawn  from  the 
trial  at  week  10  or  12.  An  acne-like  skin 
eruption  occurred  in  one  patient  receiving 
mazindol  and  leg  cramps  developed  in  one 
placebo-treated  patient.  After  the  12-week 
comparative  treatment  period,  several  vital- 
sign  measurements  (e.g.  diastolic  blood  pres- 
sure, standing  pulse  rate)  for  both  groups 
showed  statistically  significant  changes  from 
baseline,  but  since  the  readings  were  still 
within  the  normal  range  they  were  not  con- 
sidered clinically  significant.  Similarly,  the 
physical  examinations  (including  ophthalmo- 
scopic) performed  before  and  after  the  com- 
parative treatment  period  were  essentially 
normal,  and  no  new  abnormalities  were 
noted  for  patients  in  either  group. 

Disctission 

Our  general  finding  that  mazindol  is  an 
effective  as  well  as  safe  low-milligram  ano- 
rexiant  is  confirmed  by  the  reports  of  others 
who  have  studied  this  drug  in  either  adults 
or  adolescents. For  example,  in  a con- 
trolled trial  reported  by  Collipp  et  al  where 
ninety-three  obese  adolescents  were  given 
either  2 mg.  mazindol  once  daily  or  placebo 
for  three  months,  the  mazindol  group  lost 
significantly  more  weight  (18.9  vs  11.8  Ibs.).^* 
The  authors  concluded  that  this  new  drug 
was  “effective,  safe,  and  well-tolerated.” 
Moreover,  in  these  trials,  and  others,  inves- 
tigators have  not  encountered  withdrawal 
phenomena  nor  central  stimulant  effects  of 
the  type  usually  observed  with  the  amphet- 
amines and  related  anorectics. 

Such  dissimilarities  betwen  mazindol  and 
the  phenethylamines  may  reflect  different 
locations  and  modes  of  action  that  were  first 
suggested  by  animal  investigation.  Such 
work  shows  that  d-amphetamine  acts  in  the 
hypothalamus, where  it  alters  the  avail- 
ability of  the  amine  thought  to  be  associated 
with  appetite  suppression.  Its  initial  effect 
seems  to  be  an  increase  in  norepinephrine 
availability,  but  after  long-term,  single- 
dosage administration  of  this  amphetamine 
norepinephrine  reserves  are  depleted. 


TABLE  2 

Reduction  in  Body  Weight 
over  12-week  Period 


Mean  Body  Weight  (lb.) 

Mazindol  Placebo 


Baseline,  Week  2 

185.5 

197.3 

Week  4 

182.6 

195.8 

6 

180.2 

194.6 

8 

178.6 

193.2 

10 

177.0 

192.9 

12 

176.5 

192.9 

14 

175.8 

192.4 

Animal  experimentation  has  shown  that 
mazindol,  instead,  acts  primarily  on  the  lim- 
bic system  of  the  brain,^  and  that  activity 
involving  the  hypothalamus  is  of  lesser  im- 
portance. Most  important,  the  action  involv- 
ing the  hypothalamus  appears  from  these 
animal  studies  to  have  no  depletive  effects 
on  norepinephrine  reserves.  From  these  data 
as  well  as  reported  clinical  observations, 
then,  the  need  for  increasing  dosage  to  main- 
tain effect  and,  thereby,  the  possibility  of 
abuse  and  habituation,  would  seem  rather 
low  with  mazindol. 

Based  on  the  results  of  our  12-week  con- 
trolled trial  alone,  we  would  conclude  that 
mazindol  is  a highly  effective  anorexiant 
presenting  no  significant  health  hazards,  and 
is  well  tolerated  and  accepted  by  patients. 
We  would,  therefore,  recommend  its  use  as 
a short-term  adjuvant  to  caloric  restriction. 
When  considering  the  possible  distinctions 
between  this  new  compound  and  the  amphet- 
amine-related anorexiants,  we  are  even  more 
impressed  as  to  its  clinical  usefulness.  In- 
deed, as  part  of  a comprehensive  antiobesity 
program,  mazindol  treatment  should  result 
in  rapid  weight  loss.  Moreover,  its  appar- 
ently consistent  efficacy  may  prove  to  be  a 
substantial  aid  in  reshaping  patients’  dietary 
behavior,  an  essential  if  long-term  weight 
reduction  is  to  be  successful. 

Summary 

After  12  weeks  of  dieting  (1000  calories) 
along  with  administration  of  mazindol  (1 
mg  tid)  or  matched  placebo  tablets  (1  tid) , 
seventy  obese  patients  lost  significant 
amounts  of  weight:  9.7  lb.  in  forty-six  pa- 
tients treated  with  mazindol,  4.9  lb.  in 
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twenty-four  patients  given  placebo.  The  dif- 
ference in  weight  reduction  favored  mazin- 
dol  significantly.  Compared  to  placebo 
throughout  the  12-week  trial,  better  results 
were  consistently  obtained  with  the  active 
drug. 

No  clinically  significant  abnormalities  in 
vital  signs  or  physical/ophthalmoscopic  sta- 
tus were  detected  for  either  treatment 


group.  Treatment-related  side  effects  devel- 
oped in  only  two  patients  (one  on  mazindol, 
one  on  placebo) , who  were  withdrawn  after 
10  or  12  weeks. 

In  conjunction  with  the  findings  of  earlier 
preclinical  and  clinical  research,  these  re- 
sults suggest  mazindol  may  be  of  greater 
clinical  value  than  many  of  the  presently 
prescribed  anorexiants.  • 
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A variant  of  the  Guillain-Barre  syndrome 


Richard  C.  Senelick,  MD,  and  Leonard  W.  Jarcho,  MD,  Salt  Lake  City* 


An  interesting  case  serves  as  an  example 
to  discuss  the  broad  clinical  picture 
of  the  Guillain-Barre-Strohl  Syndrome. 


In  1859  Landry'  reported  a usually  fatal  dis- 
order consisting  of  a progressively  ascend- 
ing paralysis  with  normal  sensory  findings. 
Few  cases  filtered  into  the  literature  until 
1936  when  Guillain^  reported  ten  cases  of 
ascending  paralysis  of  his  own,  thought  to 
be  unique  in  that  their  course  was  benign. 
Haymaker  and  Kernohan,^  in  their  monu- 
mental work  on  the  subject,  considered  the 
two  diseases  to  be  one  and  the  same.  They 
were  struck  by  the  wide  clinical  variation 
including  onset  in  intracranial  as  well  as 
peripheral  or  spinal  neurons.  Attempts  at 
stricter  classification  since  that  time  have 
added  nothing  to  our  understanding  of  the 
basic  disease  mechanisms. 

In  1956  Fisher''  reported  three  patients 
who,  in  a matter  of  days  developed  symmet- 
rical, complete,  bilateral  external  ophthal- 
moplegia, severe  ataxia  and  areflexia.  A 
number  of  other  cases  of  this  type  have  been 
reported.®  We  would  like  to  present  the  fol- 
lowing case  because  it  represents  an  incom- 
plete form  of  the  syndrome  described  by 
Fisher  and  emphasizes  the  broad  clinical 
spectrum  of  the  disease. 

CASE  REPORTS 

A 25-year-old  Caucasian  sewage  treatment 
worker  developed  a flu-like  illness  with  diarrhea 
and  fever.  One  week  later  he  noticed  numbness 

•Dr.  Senelick  is  Resident  in  Neurology  and  Dr.  Jarcho  is 
Professor  and  Chairman,  Department  of  Neurology,  Uni- 
versity of  Utah  College  of  Medicine,  Salt  Lake  City.  Re- 
quests for  reprints  should  be  directed  to  Dr.  Jarcho. 


and  tingling  of  his  hands,  spreading  within  24 
hours  to  include  diffuse  paresthesias.  He  was  un- 
able to  walk  and  was  hospitalized.  Marked  ataxia 
of  all  four  extremities  was  recorded,  as  well  as 
areflexia,  left  lateral  rectus  palsy,  nasal  speech, 
and  nasal  regurgitation  of  fluids.  Lumbar  punc- 
ture produced  clear  fluid  with  a pressure  of  160 
mm,  no  cells,  and  protein  of  44  mg.%.  On  the 
fourth  day  of  the  illness  he  had  to  stand  to 
urinate.  Prednisone  80  mg.  and  Vitamin  B,2  1000 
meg  IM  per  day  produced  no  improvement.  Pred- 
nisone treatment  was  gradually  decreased  to  15 
mgm  daily,  which  he  was  receiving  when  he  was 
transferred  to  the  University  of  Utah  Medical 
Center  on  the  seventh  day. 

Complaints  had  not  changed  and  he  was  con- 
fined to  a wheelchair  because  of  marked  ataxia. 
There  were  striking  ocular  findings.  There  was 
mild  ptosis  on  the  left  with  loss  of  convergence 
and  upward  gaze.  Bell’s  phenomenon  and  opti- 
cokinetic  nystagmus  were  also  absent.  Left  lateral 
rectus  palsy  and  questionable  right  internuclear 
ophthalmoplegia  were  present.  Ocular  dysmetria 
was  obvious  and  there  was  intermittent  rotatory 
and  vertical  nystagmus  on  vertical  gaze  bilater- 
ally, as  well  as  bilateral  horizontal  nystagmus. 
Nasal  speech  and  regurgitation  of  fluids  through 
the  nose  were  noted.  There  was  marked  ataxia  of 
all  four  limbs  with  hypotonia  and  areflexia.  The 
abdominal  reflexes  were  intact.  Position  sense  was 
intact,  but  vibration  sense  was  moderately  re- 
duced throughout.  Pin  prick  and  temperature 
sense  were  normal.  There  was  diffuse  motor 
weakness,  proximal  greater  than  distal. 

Laboratory  findings  included  normal  blood 
count,  BUN,  blood  sugar  ,and  urinalysis.  On  ad- 
mission CSF  contained  2 lymphocytes  per  cu.  mm. 
with  a protein  of  89  mg.%  and  a sugar  of  76 
mg.%.  The  IgG/albumin  ratio  was  13%  (nor- 
mal 27).  Five  days  later  a second  lumbar  punc- 
ture produced  one  lymphocyte  per  cu.  mm.  with  a 
protein  of  116  and  a sugar  of  76  mg.%.  Nerve  con- 
duction velocities  were:  left  median  57  m/sec;  left 
peroneal  53  m/sec;  right  median  60  m/sec;  right 
peroneal  35  m/sec  (normal  averages:  median 
58.6  m/sec,  peroneal  51.0  m/sec).  Electromyo- 
graphic studies  were  normal  and  it  was  thought 
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that  the  findings  were  compatible  with  a poly- 
radiculopathy. 

The  hospital  course  was  one  of  rapid  improve- 
ment, and  treatment  with  Prednisone  was  there- 
fore gradually  discontinued  over  five  days.  On  the 
fifth  hospital  day  the  patient  was  able  to  walk 
unassisted,  although  he  was  still  ataxic  and  his 
speech  was  noticeably  improved.  At  discharge  on 
the  ninth  day  he  showed  improvement  of  upward 
gaze  and  denied  diplopia.  Three  weeks  after  dis- 
charge he  thought  that  his  strength  had  returned 
to  normal,  and  he  was  no  longer  ataxic.  Neuro- 
logic examination  four  months  later  produced  nor- 
mal findings  except  for  total  deep  muscle  are- 
flexia. 

Discussion 

From  an  examination  of  our  case  and  a 
review  of  those  in  the  literature,  one  con- 
cludes that  the  Fisher  variant  of  the  Guil- 
lain-Barre  syndrome  (GBS)  is  characterized 
by  the  following;  (1)  bilateral  external  oph- 
thalmoplegia, either  complete  or  sparing  cer- 
tain conjugate  movements;  (2)  facial  paresis 
commonly,  with  mild  or  no  bulbar  weak- 
ness; (3)  gross  ataxia  of  the  cerebellar  type; 
(4)  generalized  areflexia;  (5)  duration  of 
four  weeks  to  nine  months;  (6)  albuminocy- 
tologic  dissociation  (high  CSF  protein  with 
little,  if  any  rise  in  cells) ; and  (7)  an  almost 
universally  benign  course,  the  rare  deaths 
resulting  from  inadequately  treated  periph- 
eral respiratory  paralysis. 

Ataxia,  areflexia  and  bilateral  external 
ophthalmoplegia  are  by  no  means  unique  to 
this  variant.  One-fourth  of  Haymaker’s  cases 
of  classical  GBS  were  ataxic  out  of  propor- 
tion to  their  weakness  or  sensory  changes, 
and  another  twentj'-five  per  cent  exhibited 
extraocular  muscle  palsies.  Nystagmus  was 
reported  in  several  of  their  cases.  One  is 
forced  to  conclude  that  no  clear  lines  exist 
among  the  various  clinical  presentations  of 
GBS,  but  that  the  spectrum  is  most  likely 
continuous. 

There  is  much  disagreement  regarding 
the  cause  of  the  ophthalmoplegia,  whether 
it  be  the  result  of  a central  or  a peripheral 
lesion.  It  would  appear  that  in  most  cases 


the  symmetry  of  the  paresis  and  the  sparing 
of  the  pupillary  responses  are  best  explained 
by  central  lesions.  Some  cases  such  as  ours, 
however,  exhibit  ptosis  and  individual  ocular 
muscle  palsies,  so  that  a mixed  lesion  is 
probable. 

A similar  discussion  has  existed  over  the 
ataxia.  Richter®  explained  it  as  the  result  of 
marked  degeneration  of  the  column  of  Clarke 
and  consequent  damage  to  the  spinocerebel- 
lar tracts.  In  our  case  the  ocular  dysmetria 
implied  cerebellar  damage,  and  again  the 
probable  existence  of  a mixed  lesion. 

The  areflexia  was  thought  by  Fisher  to 
be  the  result  of  selective  involvement  of 
special  sensory  neurons  subserving  stretch 
reflexes,  a mechanism  deranged  early  in  the 
disease.  But,  if  the  cerebellum  were  signifi- 
cantly involved,  as  our  case  seems  to  sug- 
gest (ocular  dysmetria,  hypotonia,  and  in- 
tention tremor  out  of  proportion  to  weak- 
ness or  sensory  loss) , then  this  lesion  might 
contribute  strongly  to  the  hyporeflexia. 

Pathologic  studies  in  cases  of  GBS  with 
cranial  nerve  involvement  have  been  re- 
markable in  the  paucity  of  findings  in  com- 
parison with  the  severity  of  the  neurologic 
deficit.  Brainstem  findings  have  usually 
been  limited  to  minimal  necrosis  with  ma- 
crophage and  lymphocytic  infiltration.  The 
lymphocytic  infiltration  has  given  rise  to 
speculation  regarding  a possible  auto-im- 
mune origin  of  the  disease. 

Summary 

The  case  of  Guillain-Barre  Syndrome  re- 
p>orted  here  adds  further  evidence  that  the 
pathologic  process  in  this  disorder  is  not  lim- 
ited to  the  cord  and  spinal  roots,  but  in- 
volves also  the  brainstem  and  cerebellum  or 
its  connections.  This  case  fits  neither  the 
typical  form  nor  the  syndrome  of  Fisher,  but 
points  to  the  wide  variety  of  clinical  presen- 
tations of  this  disorder.  • 
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Prepared  by  Alan  E.  Lindsay,  MD,*  Salt  Lake  City,  Utah 


'l  We  are  all  familiar  with  aberrant  ventricular 
I conduction,  a phenomenon  recognized  in  an  ECG 
when  early  complexes  in  an  irregular  rhythm  ex- 
i hibit  an  intraventricular  conduction  defect 
(IVCD)  whereas  the  QRS  of  the  dominant  rhythm 
is  normal. 

Quite  the  opposite  occurs  in  the  ECG’s  of  three 
different  patients  presented  here.  The  QRS  of  the 
I dominant  rhythm  exhibits  an  IVCD  but  occasional 
I QRS  complexes  are  unexpectedly  normal  in  con- 
tour and  width.  Does  this  imply  temporary  “im- 
provement” in  IV  conduction  or  could  some  other 
mechanism  account  for  this  apparent  “normaliza- 
tion”? 

ECG  “A”:  The  dominant  rhythm  is  sinus,  with 
broad  P-waves,  a prolonged  PR  interval  and 
LBBB,  a combination  implying  a panconduction 
defect  involving  the  atria,  AV  junction,  and  left 
bundle  branch.  The  third  complex  is  a left  ven- 
tricular extrasystole.  Three  premature  P-waves 
are  seen  (arrows);  the  last  two  deform  and  “peak” 
the  preceding  T-waves.  The  first  and  third  of 
these  atrial  extrasystoles  conduct  with  LBBB  as 
do  the  sinus  beats,  but  the  second  is  followed  by 
a narrow,  normal-appearing  QRS  (marked  “x”). 
It  is  unlikely  that  so-called  “supernormal  conduc- 
tion” is  the  mechanism  here,  because  the  third 
atrial  extrasystole,  which  has  an  identical  coupling 
interval,  should  then  also  be  normal. 

It  is  more  probable  that  “x”  is  a DOUBLE 
EXTRASYSTOLE  WITH  FUSION  — that  is,  an 
atrial  extrasystole  (conducted  through  the  right 
bundle  because  of  LBBB)  and  a simultaneous  left 
ventricular  extrasystole  stimulate  the  ventricles 
synchronously  so  that  a normal-appearing  QRS 
occurs.  In  a sense,  two  abnormal  QRS  complexes 
with  opposite  polarity  “cancel  each  other  out”. 

*Dr.  Lindsay  is  scientific  editor  for  Utah  of  the  Rocky 
Mountain  Medical  Journal. 


ECG  “B”:  Advanced  AV  block  is  present.  The 
third  and  fourth  QRS  represent  conducted  beats 
with  RBBB  and  2:1  AV  block  (Mobitz  type  II 
second  degree  AV  block).  The  first,  second,  sixth, 
and  seventh  QRS  complexes  are  dissociated  from 
the  atria  and  arise  from  an  idioventricular  focus 
firing  at  a rate  of  37/minute,  slightly  faster  than 
the  rate  of  the  conducted  beats  (35/min.)  — an 
example  of  isorhythmicity  at  a slow  rate,  if  you 
wish.  The  slightly  faster  ventricular  focus  be- 
comes dominant  not  as  an  escape  rhythm,  of 
course,  but  by  usurpation.  The  QRS  (marked  “x”) 
is  quite  clearly  on  time  both  for  another  con- 
ducted beat  and  an  idioventricular  beat;  it  is  a 
FUSION  BEAT  and  exhibits  “normal”  IV  conduc- 
tion. 


ECG  “C”;  This  patient’s  spontaneous  rhythm 
is  represented  by  the  last  two  complexes  of  the 
tracing  — sinus  mechanism  at  a rate  of  68/min., 
first-degree  AV  block  (PR  is  240  msec.)  and 
RBBB.  At  the  beginning  of  the  tracing  a slightly 
slower  (65/min.)  electronic  right  ventricular  pace- 
maker is  operative  (arrow  indicates  the  pace- 
maker artifact).  The  P-waves  precede  the  QRS 
complexes  by  a gradually  increasing  interval  and 
a series  of  seven  fusion  complexes  (fourth 
through  10th  QRS)  indicate  that  the  ventricles 
are  being  stimulated  both  by  spontaneous  AV 
conduction  through  the  left  bundle  branch  and 
by  the  pacemaker  in  the  right  ventricle.  The  QRS 
marked  “x”  is  normal  in  appearance,  and  results 
from  FORTUITOUS  SYNCHRONIZATION  of 
right  and  left  ventricular  stimulation. 

THE  MORAL:  Two  wrongs  can,  at  times,  make 
a right. 
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ORGANIZATION 


Medical  Memoirs  Recorded 

Maxwell  M.  Wintrobe,  MD,  distinguished  pro- 
fessor of  internal  medicine  at  the  University  of 
Utah,  has  recorded  his  memoirs  as  a leader  in 
American  medical  science  at  the  National  Library 
of  Medicine/National  Medical  Audiovisual  Center 
at  Atlanta,  Ga.,  under  the  sponsorship  of  the  na- 
tional honor  medical  society.  Alpha  Omega  Alpha. 

Dr.  Wintrobe  was  interviewed  by  Dr. 
Alexander  M.  Schmidt,  a Utah  college  of  med- 
icine alumnus,  and  current  head  of  the  Food  and 
Drug  Administration  of  the  U.S.  Department  of 
Health,  Education  and  Welfare. 

Earlier  this  year  Dr.  Wintrobe  was  named  to 
the  National  Academy  of  Sciences,  and  was  named 
Kober  Medalist  of  1974  by  the  Association  of 
American  Physicians.  He  was  first  chairman  of 
the  Utah  college  of  medicine,  serving  from  1943 
until  1967  when  he  became  director  of  the  Cardio- 
vascular Research  and  Training  Institute  at  the 
University. 


Coloradan  to  Montana 

Dr.  John  M.  Bruckner,  30,  a physician  from 
Colorado  who  formerly  served  as  chief  of  the 
Army  Health  Clinic  at  Ft.  Richardson,  Alaska,  has 
joined  the  medical  staff  at  the  University  of  Mon- 
tana Student  Health  Service  (SHS),  Dr.  Robert 
B.  Curry,  SHS  director,  has  announced. 

Bruckner  is  assisting  three  other  general  phy- 
sicians at  the  student  health  facility.  A psychia- 
trist also  is  on  the  staff. 

A 1960  graduate  of  Stratton  High  School, 
Stratton,  Colo.,  Bruckner  received  his  bachelor’s 
degree  at  Regis  College,  Denver,  Colo.,  in  1964 
and  he  was  awarded  the  Doctor  of  Medicine  de- 
gree at  the  University  of  Colorado  School  of  Med- 
icine, Denver,  in  1968. 

He  served  on  a rotating  internship  at  the 
Gorgas  Hospital,  Ancon,  Canal  Zone,  in  Central 
America  from  1968-69,  and  he  was  engaged  in 
general  medical  practice  at  the  Rifle  Medical  Cen- 
ter, Rifle,  Colo.,  in  1969-1970,  before  being  drafted 
by  the  Army  and  going  to  Alaska. 


During  a three-year  stint  at  the  Army  Health 
Clinic  at  Ft.  Richardson,  Alaska,  Bruckner  was  a 
general  medical  officer  and  preventive  medicine 
officer.  He  later  became  chief  of  the  clinic.  Bruck- 
ner is  a diplomat  of  the  National  Board  of  Med- 
ical Examiners  and  member  of  the  American 
Academy  of  Family  Physicians. 


SAMA  Chooses  Sharon 


Sharon  T.  Phelan,  a second-year  student  at 
the  University  of  New  Mexico  School  of  Medicine, 
has  been  elected  a regional  director  for  the  Stu- 
dent American  Medical  Association  (SAMA).  Ms. 
Phelan  received  her  B.S.  in  chemistry  from  Stan- 
ford University  in  1972. 

There  currently  are  247  future  doctors  enrolled 
at  the  University  of  New  Mexico  School  of  Med- 
icine, as  well  as  196  interns  and  residents  com- 
pleting their  post-doctoral  training  at  hospitals 
affiliated  with  the  UNM  medical  school. 

Radiologists  Pick  Moseley 

Dr.  Robert  Moseley,  professor  of  radiology  at 
the  University  of  New  Mexico  School  of  Med- 
icine, has  been  named  president  of  the  United 
States  delegation  to  the  International  Congress 
of  Radiology. 

He  was  selected  recently  during  the  13th  Inter- 
national Congress  meetings  of  the  group,  held  in 
Madrid,  Spain. 

Dr.  Moseley  also  was  appointed  to  the  general 
assembly  and  executive  committee  of  the  Inter- 
national Society  of  Radiology,  and  will  present 
the  United  States  in  planning  the  next  Congress 
to  be  held  in  1977  in  Rio  de  Janeiro,  Brazil.  More 
than  12,000  radiologists  from  all  over  the  world 
attended  the  meeting  in  Spain. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
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times  to  give  your  patients  the 
satisfaction  they  must  have. 
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Rocky  Mount.ain  Medical  Journal 


New  books  received  are  acknowledged  in  this 
section  and  such  acknowledgment  must  be  re- 
garded as  sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  be  made  for  review  in  the 
interests  of  our  readers  and  as  space  permits. 
Books  are  listed  with  advance  data  supplied  by 
publishers.  Prices  quoted  are  not  guaranteed.  For 
further  information,  address  queries  to  the  pub- 
lishers. Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Amino  Acid  Metabolism  and  Its  Disorders:  By  Charles 
Scriver  and  Leon  Rosenberg.  Philadelphia,  1973,  Saunders. 
491  p.  Price:  $20.00. 

An  Atlas  of  Head  and  Neck  Surgery:  By  John  Lor6.  Philadel- 
phia, 1973,  Saunders.  2nd  ed.  2 vols.  936  p.  Price:  $36.00. 

>A  Practical  Medico-Legal  Guide  for  the  Physician:  By 
Everett  Gordon.  Springfield,  111.,  1973,  Thomas.  340  p.  Re- 
view. 

, Building  a Group  Practice:  By  Fred  Wasserman  and  Michael 
Miller.  Springfield,  111.,  1973,  Thomas.  178  p.  Review. 

Clinical  Obstetrics  and  Gynecology,  vol.  16.  no.  3.  September 
1973. 

Corneal  Graft  Failure:  A CIBA  Foundation  Symposium.  New 
York,  1973,  Associated  Scientific  Publishers.  363  p.  Gift. 

I Current  Practice  In  Orthopedic  Surgery,  V.  5:  Ed.  by  James 
I Astrom.  St.  Louis,  1973,  Mosby.  308  p.  Price;  $18.00. 


Diseases  of  the  Kidney:  By  Maurice  Strauss  and  Louis  Welt. 
Boston,  1971,  Little,  Brown.  2nd  ed.  2 vols.  1496  p.  Price: 
$50.00. 

Endocrines  and  Enzymes  In  Anesthesiology:  Ed.  by  Carter 
Ballinger  and  Verne  Brechner.  Springfield,  111.,  1973,  Thomas. 
240  p.  Review. 

Foreign  Trained  Physicians  and  American  Medicine:  By  Joan 
Vermeulen  and  Rosemary  Stevens.  Washington,  D.  C.,  1972, 
Government  Printing  Office.  172  p.  Gift. 

Gastroenterological  Disease:  Pathophysiology,  Diagnosis,  Man- 
agement: By  Marvin  Sleisinger  and  John  Fordtran.  Philadel- 
phia, 1973,  Saunders.  1659  p.  Price:  $35.00. 

Improving  Teaching  In  Medical  Schools — A Practical  Hand- 
book; By  J.  David  Holcomb  and  Arthur  Gamer.  Springfield, 
111.,  1973,  Thomas.  225  p.  Review. 

Listen  to  Leaders  in  Law;  By  Albert  Love  and  James  Chil- 
ders. New  York,  1963,  Holt,  Rinehart  and  Winston,  Gift  of 
Dr.  George  Curfman. 

Listen  to  Leaders  in  Medicine;  By  Albert  Love  and  James 
Childers.  New  York,  1963,  Holt,  Rinehart  and  Winston.  Gift 
of  Dr.  George  Curfman. 

Medical  Care  of  Prisoners  and  Detainees;  A CIBA  Foundation 
Symposium.  New  York,  1973,  Associated  Scientific  Founda- 
tion. 238  p.  Gift. 

Outpatient  Surgery:  Ed.  by  George  J.  HUl,  II.  Philadelphia, 
1973,  Saunders.  1079  p.  Price:  $27.50. 

Progress  In  Clinical  Pathology,  V.  5:  Ed.  by  Mario  Stefanini. 
New  York,  1973,  Gmne  & Stratton.  298  p.  Price:  $16.00. 
Questions  and  Answers  on  Contact  Lens  Practice:  By  Jack 
Hartstein.  St.  Louis,  1973,  Mosby.  2nd  ed.  254  p.  Review. 
Recent  Advances  in  Nuclear  Medicine,  V.  13;  Ed.  by  John 
Lawrence.  New  York,  1973,  Grune  & Stratton.  246  p.  Price; 
$1.5.75. 

Respiratory  Gas  Exchange  and  Blood  Flow  in  the  Placenta: 
Ed.  by  Lawrence  Longo  and  Heinz  Bartels.  Bethesda,  Md., 

1972,  U.  S.  Public  Health  Service.  570  p.  GUt. 

The  Pediatric  Clinics  of  North  America — Adolescent  Med- 
icine: November,  1973. 

The  Victim  is  Always  the  Same;  By  I.  S.  Cooper.  New  York, 

1973,  Harper  & Row.  168  p.  Price:  $5.90, 

Year  Book  of  Ophthalmology  — 1973. 

Year  Book  of  Surgery  — 1973 


Library  Notes 

SERIAL  HOLDINGS  OF  THE  DENVER  MEDICAL  SOCIETY  LIBRARY 

Beginning  volume  and  beginning  year  are  shown  in  the  columns  following  the  names  of  the  holdings, 
and  where  the  title  is  no  longer  available  ending  volume  and  year  are  indicated.  The  holdings  are  generally 
complete  for  the  period  shown  but  in  some  cases  the  holdings  may  be  scattered. 
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American  Journal  of  Epidemiology 

81- 

1965- 

American  Journal  of  Hygiene 

1-80 

1921-1964 

American  Journal  of  Public  Health 

2- 

1912- 

Archives  of  Environmental  Health 

1- 

1960- 

Denver  Medical  Bulletin 

5- 

1915- 

Denver  Medical  Times 

1-34 

1882-1915 

Health  Serv'ices  Reports 

87- 

1972- 

Hospitals 

10  years 
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1- 

1932- 

Journal  of  Medical  Education 

10  years 

Journal  of  Occupational  Medicine 

1- 

1959- 

Medical  Economics 

10  years 

Medical  Times 
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Medical  World  News 
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Modern  Hospital 
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Physicians  Management 

5 years 

Public  Health  Reports 

76-85 

1961-1970 

Trial 

7- 

1971- 

RADIOLOGY 

Acta  Radiologica 

1-58 

1921-1962 

Acta  Radiologica — Diagnosis 

1- 

1963- 

Acta  Radiologica — Therapeutics 

1- 

1963- 

Acta  Radiologica — Supplements 

107- 

1960- 

American  Journal  of  Roentgenology,  Radium  Therapy 
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1- 
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Angiology 
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British  Journal  of  Radiology 

20- 

1924- 

Clinical  Radiology 

11- 

1960- 

Progress  in  Radiation  Therapy 
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1958- 

Radiography 
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1935- 
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1- 

1963- 

Radiology 

1- 

1923- 

Year  Book  of  Radiology 

10  years 
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Help  relieve  pain,  restore  mobility  with 

PARAFON  FORTE  T^ie» 

PARAFLEX*  Cchlorzoxazone)t  250  mg  , TYLENOL*  (acetaminophen]  300  mg 

This  drug  has  been  evaluated  as  'possibly  ' effective  for  this  indication. 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 


Contraindications,  Warnings,  Precautions  and  Adverse  Reactions. 
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PARAFON  FORTE  Tablets 
lelp  relieve  pain, 
restore  mobility  and 
»top  pain'Spasm 
feedback  by  providing: 

. non  salicylate  analgesic  equal  to 
ispirin  for  relief  of  pain,^’^  yet  unlikely 
o cause  the  gastric  irritation,^’^ 
illergic  reactions^  or  increased  bleeding 
ime'^  associated  with  aspirin  therapy. 

ind  a skeletal  muscle  relaxant 
hown  in  extensive  clinical  studies  to  be 
iseful  in  a variety  of  low  back 
lisorders^"'^*  but  which  is  not  an 
intihistamine  or  tranquilizer  derivative 
ind  is  unlikely  to  produce  a 
ranquilizing  or  sedative  effect.® 


‘Indications  Based  on  a review  of  this  drug  by  the  National 
Academy  ot  Sciences-National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 

Possibly  " effective  for  the  relief  of  severe  skeletal  muscle  pain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  (including  acute  exacerbations  of  chronic  conditions). 


Contraindications:  Sensitivity  to  either  component. 

Warnings:  Usage  in  Pregnancy— Use  in  woman  of  child-bearing 
potential  only  when  potential  benefits  outweigh  possible  risks, 
’recautions:  Exercise  caution  in  patients  with  known  allergies  or 
iistory  of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 
oms  suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
3e  stopped 

\dverse  Reactions:  Occasionally,  drowsiness,  dizziness,  lighthead- 
3dness,  malaise,  overstimulation  or  gastrointestinal  disturbances 
may  be  noted;  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
moses,  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
stances, Paraflex  [chlorzoxazone)  may  possibly  have  been  associ- 
ated with  gastrointestinal  bleeding.  While  Paraflex  (chlorzoxazone) 
and  chlorzoxazone-containing  products  have  been  suspected  as 
ceing  the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
:ients,  it  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
drug  induced. 

Usual  Adult  Dosage:  Two  tablets  q i.d 

Supplied:  Scored,  light  green  tablets,  imprinted  “McNEIL"— 

bottles  of  100. 


References:  1.  Batterman.  RC.  and  Grossman.  AJ  Fed  Proc,  14.316. 
1955  2.  Goodman.  L S . and  Gilman.  A . ed.  The  Pharmacological  Basis  of 
Therapeutics,  ed  4.  New  York,  The  Macmillan  Company,  1970  3.  Vickers. 
FN  Gastroint  Endosc  14  94,  1967  4.  Mielke.  C H . Jr , and  Britten  A F H 
New  Engl  J Med  282' 1 270.  1970  (Corresp  } 5.  Vernon,  WG  Curr  Therap 
Res  14801,  1972  6.  Schemer,  JJ,  Curr  Therap  Res  14  168,  1972  7. 
Walker,  J M Curr  Therap  Res  15  248,  1973  8.  Friend,  D G Clin  Pharma- 
col Ther  5 871.  1964 

tUS  Patent  No,  2.895.877 

( Tl/fnlVrii’TT  ] McNeil  Laboratories,  Inc 
i.  Jj  X Ij  J Fort  Washington.  Pa  19034 


MEETINGS 


Intermountain  Association  of  Pathologists 

ANNUAL  CONFERENCE 
Travel  Lodge  Motel,  161  W.  6th  So. 

Salt  Lake  City,  Utah 

January  26,  1974 

Contact:  Dr.  Robert  McDevitt,  Department  of 
Pathology,  University  of  Utah  Medical  Center, 
Salt  Lake  City,  Utah  84132. 


Colorado  Ophthalmological  Society 


3RD  ANNUAL  MIDWINTER  SEMINAR 


Opticon  Theatre,  Snowmass-at-Aspen,  Colorado 


January  28-31,  1974 


Contact:  Colorado  Ophthalmological  Society, 
1601  East  19th  Avenue,  Denver,  Colorado  80218. 
Phone:  (303)  534-8580. 


American  Cancer  Society 

ANNUAL  MIDWINTER  CANCER  SEMINAR 
Vail  Village  Inn,  Vail,  Colorado 

January  30-February  2,  1974 

Contact:  American  Cancer  Society,  1809  East 
18th  Ave.,  Denver,  Colorado  80218.  (303)  321-2464. 


American  Medical  Association 

70TH  ANNUAL  CONGRESS  ON 
MEDICAL  EDUCATION 
Palmer  House,  Chicago 

February  1-3,  1974 

Contact:  AMA  Congress  on  Medical  Education, 
535  N.  Dearborn  St.,  Chicago,  Illinois  60610. 


American  College  of  Chest  Physicians 

THE  LUNG— YOUNG  AND  OLD 
Snowmass-at-Aspen,  Colorado 

February  4-8,  1974 

Contact:  American  College  of  Chest  Physicians, 
P.O.  Box  93725,  Chicago,  Illinois  60690. 


this  way 


53 


Albuquerque  Academy  of  Family  Physicians 

TAOS  MEDICAL  SYMPOSIUM 
Taos,  New  Mexico 

February  14-16,  1974 

Fee:  $75 

Contact:  David  R.  Holten,  M.D.,  8517  Osuna 
N.E.,  Albuquerque,  New  Mexico  87110. 

Mount  Airy  Foundation 

FOURTH  ANNUAL  MOUNT  AIRY 
FOUNDATION  GOLD  MEDAL  SEMINAR, 
ALCOHOL  NOW:  A NEW  LOOK  AT  AN 
OLD  PROBLEM 

Brown  Palace  West  Ballroom,  Denver,  Colorado 
February  16,  1974,  9:30  a.m.  to  4:30  p.m. 

Banquet  at  7:30 

Contact:  Mount  Airy  Psychiatric  Center,  1205 
Clermont  St.,  Denver,  Colorado  80220. 


Nevada  Cancer  Control  Institute 

FIRST  SPRING  CONFERENCE  ON 
CANCER  CONTROL 
Nevada  Cancer  Control  Institute 
Las  Vegas,  Nevada 

March  8,  1974 

Contact:  Mrs.  Irene  Peacock,  1800  W.  Charles- 
ton Blvd.,  Las  Vegas,  Nevada  89102. 


The  Children’s  Hospital 

COLORADO  CONFERENCE  ON 

PEDIATRIC  NEPHROLOGY 

Given  Institute  of  Pathobiology,  Aspen,  Colorado 

March  11-13,  1974 

Fee:  $40.00  by  March  1,  1974. 

Contact:  Larry  G.  McLain,  M.D.,  Children’s 
Hospital,  1056  East  19th  Avenue,  Denver,  Colorado 
80218. 


Division  of  Anesthesiology 

University  of  Utah  College  of  Medicine  Wyoming  State  Medical  Society 


19TH  ANNUAL  POSTGRADUATE  COURSE 
IN  ANESTHESIOLOGY 


Hotel  Utah  Motor  Lodge  Convention  Center 
Salt  Lake  City,  Utah 


February  16-19,  1974 


Contact:  Edwin  E.  Lauder,  College  of  Medicine, 
Division  of  Anesthesiology,  University  of  Utah 
Medical  Center,  Salt  Lake  City,  Utah  84112. 


General  Rose  Memorial  Hospital 

NASAL  SYMPOSIUM 

Denver  Inn,  Denver,  Colorado  and 

The  Lodge  at  Vail,  Vail,  Colorado 

February  21-24,  1974 


Contact:  Division  of  Continuing  Medical  Ed- 
ucation, General  Rose  Memorial  Hospital,  1050 
Clermont,  Denver,  Colorado  80220. 


WINTER  SEMINAR 

Outlaw  Inn,  Rock  Springs,  Wyoming 

March  14-15,  1974 

Contact:  Robert  Smith,  Wyoming  State  Med- 
ical Society,  P.O.  Box  1387,  Cheyenne,  Wyoming 
82001. 


Colorado  Heart  Association 
Colorado  Society  for 
Cardiovascular  Medicine 


DILEMMAS  IN  CARDIAC  DIAGNOSIS 
AND  THERAPY  CIRCA  1974 


Snowmass-at-Aspen,  Colorado 
March  21-23,  1974 


Contact:  Colorado  Heart  Association,  1375 
Delaware  Street,  Denver,  Colorado  80204. 


Beth  Israel  Hospital 


FOURTH  ANNUAL  RADIOLOGY  CONFERENCE 


Aspen  Institute  for  Humanistic  Studies 


March  4-8,  1974 


Contact:  Maurice  O’Connor,  M.D.,  Division  of 
Radiology,  Denver  General  Hospital,  Denver, 
Colorado  80204. 


Montana  Medical  Association 

27TH  INTERIM  MEETING 
Colonial  Hilton,  Helena,  Montana 

April  5-6,  1974 

Contact:  G.  Brian  Zins,  2021  11th  Ave.,  Suite 
12,  Helena,  Montana  59601. 


this  ivay 
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University  of  Colorado  School  of  Medicine 

Thedore  Puck,  Ph.D.,  B.S.,  professor  of  bio- 
physics and  genetics,  and  director  of  the  Eleanor 
Roosevelt  Institute  for  Cancer  Research,  has  been 
named  one  of  three  winners  of  the  Columbia  Uni- 
versity 1973  Louisa  Gross  Horwitz  Prize  for  out- 
standing research  in  biology. 

Dr.  Puck  was  honored  as  the  “first  to  demon- 
strate that  individual  animal  cells  in  culture  can 
give  rise  to  colonies,”  a property  which  “has 
proven  a pivotal  method  in  the  development  of 
animal  cell  biology.” 

The  Horwitz  Committee  said  “Professor  Puck 
and  his  associates  were  the  first  to  demonstrate 
that  a line  of  cells  growing  in  vitro  (in  the  lab- 
oratory) could  be  established  from  any  random 
human  being.  This  discovery  led  eventually  to 
the  development  of  microbiological  techniques  for 
the  study  of  inherited  human  disease  and  made 
possible  the  application  to  mutant  human  genes 
of  the  extremely  powerful  methods  developed  for 
studying  the  genetics  of  bacteria  and  fungi.” 

Dr.  Puck  holds  B.S.  and  Ph.D.  degrees  from 
the  University  of  Chicago.  Before  joining  the  CU 
Medical  Center  faculty  in  1948,  he  had  been  asso- 
ciated with  the  University  of  Chicago  and  the 
California  Institute  of  Technology. 

Dr.  Puck  shared  the  $25,000  Horwitz  prize 
with  Dr.  Renato  Dulbecco,  assistant  director  of 
research  at  the  Imperial  Cancer  Research  Fund 
Laboratories,  London,  and  Dr.  Harry  Eagle,  pro- 
fessor at  the  Albert  Einstein  College  of  Medicine 
in  New  York  City,  who  together  in  1961  under- 
took an  annual  traveling  workshop  in  somatic 
cell  genetics. 

* * * * 

Dean  Kathryn  M.  Smith,  R.N.,  Ed.D.,  of  the 
University  of  Colorado  School  of  Nursing  has  sub- 
mitted her  resignation  to  Dr.  Frederick  Thieme, 
CU  president,  effective  on  or  before  Nov.  1,  1974. 

Dr.  Smith  has  served  the  school  since  1965 
when  she  was  appointed  professor  and  dean.  Dur- 
ing her  eight  years  of  leadership  the  school  has 
moved  to  a position  of  excellence  in  its  under- 
graduate, graduate  and  continuing  education 
programs.  Recently,  the  Colorado  League  for 
Nursing  presented  the  school  with  its  1973  Insti- 
tutional Award  in  recognition  of  leadership  in 
nursing  education. 

Dr.  Smith,  a native  of  South  Dakota,  received 
her  baccalaureate  degree  from  the  University  of 


Minnesota.  She  received  the  Outstanding  Achieve- 
ment Award  from  the  University  of  Minnesota  in 
1969.  Her  M.A.  in  education  and  the  Ed.D.  de- 
grees were  earned  at  Stanford.  She  began  her 
career  in  Minnesota  in  pediatric  nursing,  becom- 
ing a member  of  the  faculty  of  the  University  of 
Minnesota  School  of  Nursing.  She  then  was  ap- 
pointed as  a faculty  member  of  the  University  of 
California,  San  Francisco  School  of  Nursing, 
eventually  serving  as  assistant  dean.  She  was  as- 
sistant professor  at  the  University  of  California, 
Los  Angeles,  for  one  year  before  accepting  the 
deanship  at  the  University  of  Colorado. 

Dean  Smith  has  also  contributed  significantly 
to  the  health  care  system  nationally  and  state- 
wide. She  was  the  first  nurse  appointed  by  Pres- 
ident Lyndon  B.  Johnson  to  be  a member  of  the 
Board  of  Regents,  National  Library  of  Medicine. 
She  also  served  as  a member  of  the  Commission 
on  Nursing  Education  of  the  American  Nurses’ 
Association  from  1966-1972.  She  is  presently  one 
of  the  three  Colorado  commissioners  of  WICHE 
(Western  Interstate  Commission  for  Higher  Ed- 
ucation) and  the  first  and  only  nurse  to  serve. 
She  has  played  and  continues  to  have  a major 
role  in  the  development  of  WCHEN,  the  nursing 
division  of  WICHE,  as  chairman  and  member  of 
various  committees  and  task  forces.  She  is  a mem- 
ber of  the  Board  of  Directors,  Mental  Health  As- 
sociation of  Colorado. 

During  the  nursing  school’s  75th  anniversary 
this  fall,  the  faculty  presented  Dean  Smith  with 
an  award  for  outstanding  leadership  to  the  school, 
and  the  local  chapter  of  Sigma  Theta  Tau,  the 
honorary  nursing  research  society  which  was 
chartered  during  her  deanship,  presented  a por- 
trait of  Dr.  Smith  to  the  school  in  recognition  of 
her  role  in  enabling  nursing  research. 

Dean  Smith  will  remain  as  a member  of  the 
nursing  school  faculty. 


* * 


* * * 


Mrs.  Elda  S.  Popiel,  professor  and  assistant 
dean  for  continuing  education  services,  University 
of  Colorado  School  of  Nursing  who  joined  the 
nursing  school  faculty  as  a teaching  fellow  in 
1956,  will  retire  Jan.  1,  1974.  Before  being  ap- 
pointed assistant  dean  in  1969,  she  had  been  di- 
rector of  continuing  education  services  since  1960. 

Mrs.  Popiel’s  outstanding  leadership  in  con- 
tinuing education  for  nurses  has  been  recognized 
locally  and  nationally.  She  has  appeared  in  Who’s 
Who  oj  American  Women,  Who’s  Who  in  the 
West,  and  Who’s  Who  in  Colorado.  She  has  re- 
ceived the  Ruth  E.  Boynton  Award  for  distin- 
guished service  to  the  American  College  of  Health 
Associations,  and  the  American  Nurses’  Associa- 
tion pin  for  distinguished  service. 


/or  January  1974 
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University  of  New  Mexico 
School  of  Medicine 

A specialized  grant  from  the  National  Insti- 
tutes of  Health  (NIH)  to  Dr.  Glenn  T.  Peake,  as- 
sociate professor  of  pediatrics  and  medicine  at  the 
University  of  New  Mexico  School  of  Medicine, 
has  made  possible  the  excitement  of  seeing  a 
dwarf-sized  child  grow  to  normal  size. 

When  Dr.  Peake  came  to  UNM  three  years 
ago  from  Washington  University  School  of  Med- 
icine in  St.  Louis,  there  were  no  specialized  diag- 
nostic procedures  to  find  out  why  children  didn’t 
grow.  Dr.  Peake  applied  for,  and  received,  an 
NIH  grant  which  allowed  him  to  set  up  the  com- 
plex laboratory  necessary. 

Tests  made  by  Dr.  Peake  showed  that  a child, 
usually  through  a genetic  abnormality,  lacks 
growth  hormones.  Since  these  growth  hormones 
are  made  in  the  pituitary  gland,  the  diagnosis 
sometimes  reveals  that  the  child  has  a brain 
tumor  which  is  hampering  the  function  of  the 
gland.  The  tumor  can  be  operated  on  by  a UNM 
neurosurgeon,  and  the  child  can  then  be  treated 
with  hormones — and  grow. 

The  growth  hormone  is  a protein,  a very  com- 
plicated molecule  which  makes  up  about  ten  per 
cent  of  the  entire  weight  of  the  pituitary  gland. 

Glands  are  received  at  the  National  Pituitary 
Agency  set  up  by  NIH,  which  collects  the  glands 
after  death,  and  where  biochemists  extract  the 
growth  hormones  and  chemically  purify  them  for 
safe  use  by  other  humans.  At  UNM,  children  re- 
ceiving the  hormones  are  also  studied  to  see  how 
the  treatment  affects  their  glucose  metabolism, 
shedding  more  light  on  the  intricate  problem. 
Each  child  is  initially  put  into  the  hospital  on  a 
super-controlled  diet  for  14  days,  for  lots  of  spe- 
cial tests  and  observations.  He  then  goes  home, 
where  his  parents  are  taught  to  give  him  injec- 
tions of  the  hormones  three  times  a week  for  six 
months.  He  is  checked  monthly,  then  returns  to 
the  hospital  for  four  days  of  tests  and  progress 
checks,  followed  by  another  six  months  of  treat- 
ment at  home.  If  more  growth  is  desired,  UNM 
will  apply  for  a second  year’s  treatment  for  the 
child. 

When  the  project  started  in  February,  costs 
were  about  $1500  for  the  initial  hospital  period. 
By  using  facilities  at  the  UNM  Student  Health 
Center,  “where  the  entire  staff  has  been  ex- 
tremely cooperative,”  the  doctors  have  been  able 
to  bring  the  cost  down  to  about  $200. 

* * * * ♦ 

Eight  of  the  faculty  members  of  the  Depart- 
ment of  Radiology  at  the  University  of  New  Mex- 
ico School  of  Medicine  are  presidents  of  various 
professional  organizations. 

Dr.  B.  G.  Brogdon,  department  chairman,  is 
president  of  the  Association  of  University  Radi- 
ologists. 


The  assistant  chairman  of  the  department.  Dr. 
Robert  D.  Moseley  Jr.,  is  president  of  the  Amer- 
ican College  of  Radiologists.  He  also  is  president 
of  the  board  of  directors  of  the  James  Picker 
Foundation,  and  past  president  of  the  Association 
of  University  Radiologists. 

Members  of  the  division  of  diagnostic  radi- 
ology, of  which  Dr.  Moseley  is  chief,  currently 
perform  and  supervise  about  100,000  examinations 
a year  at  the  medical  school’s  two  primary  teach- 
ing hospitals:  Bernalillo  County  Medical  Center, 
and  the  Veterans  Administration  Hospital.  This 
is  an  individual  faculty  load  of  15,500  exams  a 
year,  compared  to  the  average  load  in  academic 
radiology  departments  of  8,400  a year. 

Gregory  H.  Trovato,  lecturer  in  radiology  and 
director  of  the  School  of  Radiologic  Technology, 
is  president-elect  of  the  American  Society  of 
Radiologic  Technologists. 

President  of  the  Bernalillo  County  Unit  of  the 
American  Cancer  Society  is  Dr.  Morton  M.  Kliger- 
man,  professor  of  radiology,  chief  of  the  division 
of  radiation  therapy,  and  director  of  the  Cancer 
Research  and  Treatment  Center  which  is  now 
under  construction.  The  radiation  therapy  division 
also  is  actively  involved  in  patient  care,  and  pro- 
vides clinical  radiation  therapy  service  to  patients 
from  BCMC,  VA  and  Lovelace-Bataan  Medical 
Center.  Dr.  Kligerman  also  is  past  president  of 
both  the  Association  of  University  Radiologists 
and  the  American  Society  of  Therapeutic  Radi- 
ologists. 

Chief  of  the  division  of  nuclear  medicine.  Dr. 
Jon  Shoop,  is  president-elect  of  the  Rocky  Moun- 
tain chapter  of  the  Society  of  Nuclear  Medicine. 
An  associate  professor  of  radiology.  Dr.  Shoop  also 
is  director  of  the  medical  school’s  nuclear  medi- 
cine training  program  and,  currently  chief  of  the 
medical  staff  of  BCMC. 

Dr.  Charles  F.  Mueller,  associate  professor  of 
radiology,  holds  the  title  of  president  of  the  New 
Mexico  Society  of  Radiologists.  James  E.  Seubert, 
assistant  instructor  in  radiology,  is  president-elect 
of  the  New  Mexico  Society  of  Radiologic  Tech- 
nologists. 

The  Department  of  Radiology  also  provides 
full  professional  coverage  of  the  radiology  service 
at  the  UNM  Student  Health  Center  on  the  main 
campus,  radiological  and  clinical  consultation  to 
the  Checkerboard  Project  in  Cuba,  N.M.,  and  to 
the  Family  Health  Project  in  Albuquerque’s  South 
Valley. 

An  eighth  member  of  the  UNM  radiology  fac- 
ulty, Dr.  J.  Ed  Barnes,  was  selected  this  week  as 
the  new  president-elect  of  the  Rocky  Mountain 
chapter  of  the  American  Association  of  Physicists 
in  Medicine.  Dr.  Barnes  is  an  assistant  professor 
of  radiology  (radiation-physics). 
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A monthly  news  summary  from  the  nation’s 
Capitol  by  the  Washington  Office  of  the  AMA. 


Two  more  major  national  health  insurance 
proposals  have  been  thrown  into  the  Congres- 
sional hopper,  bringing  the  total  to  eight  with  at 
least  two  more  waiting  in  the  wings,  including 
that  of  the  Administration. 

Chairman  Harley  O.  Staggers  (D-W.Va.)  of 
the  House  Commerce  Committee  has  introduced 
his  own  national  health  insurance  proposal 
(NHI),  saying  hearings  will  be  held  on  his  bill 
in  the  coming  year. 

The  second  new  NHI  proposal  came  from  Sen- 
ate Republican  leader  Hugh  Scott  (R-Pa.)  and 
Charles  Percy  (R-Ill.). 

Staggers’  National  Comprehensive  Health 
Benefits  Act  of  1973  would  provide  comprehen- 
sive health  care  benefits  and  complete  protection 
against  the  costs  of  catastrophic  illness  to  all.  It 
would  be  financed  by  a combination  of  contribu- 
tions from  employers,  the  federal  government  and 
individuals,  scaled  to  income.  The  federal  funds 
are  for  health  insurance  and  catastrophic  illness 
benefits  for  the  poor  and  near-poor. 

The  introduction  came  shortly  before  hearings 
on  NHI  by  the  Commerce  Subcommittee  on  Pub- 
lic Health  and  Environment. 

It  is  the  first  major  NHI  proposal  to  be  re- 
ferred to  the  Interstate  and  Foreign  Commerce 
Committee  rather  than  the  Committee  on  Ways 
and  Means,  Staggers  noted,  adding  that  it  is  the 
first  NHI  proposal  by  a chairman  of  a major  com- 
mittee in  the  House. 

Major  features  of  the  proposal,  as  decribed  by 
Staggers: 

— a strong  role  for  state  governments  in  the 
development  and  administration  of  the  pro- 
gram; 

— incentives  for  the  creation  and  use  of  Health 
Maintenance  Organizations; 

— a six-year  transitional  period  for  orderly  de- 
velopment; 

— the  use  of  existing  private  health  insurance 
carriers  for  administration  of  the  insurance 
provisions; 

- — and  the  fact  that  the  program  builds  on, 
rather  than  federalizing,  the  existing  health 
care  system. 

The  bill  provides  that  newly  created  State 
Health  Commissions  (SHC’s)  would  be  responsi- 


ble for  the  actual  administration  of  much  of  the 
program,  including  standard  setting  and  quality 
control,  assisting  in  the  development  of  Health 
Maintenance  Organizations  (HMO’s),  and  admin- 
istration of  some  of  the  insurance  provisions. 
Existing  private  health  insurance  carriers  would 
be  used  to  underwrite  most  of  the  legislation’s  in- 
surance benefits.  The  development  and  use  of 
HMO’s  would  be  encouraged  through  additional 
direct  developmental  assistance  and  through  a 
ten  per  cent  federal  subsidy  of  HMO  premiums. 

Within  two  years  of  enactment  all  aged,  low 
income  and  unemployed  individuals  and  families, 
would  be  provided  coverage  for  basic  health  serv- 
ices. Within  four  years  of  enactment,  all  individ- 
uals and  families  would  be  provided  coverage  for 
basic  health  services  and  the  costs  of  catastrophic 
illness.  Within  seven  years  of  enactment,  all  in- 
dividuals and  families  would  be  provided  cover- 
age for  comprehensive  health  care  benefits  and 
the  costs  of  catastrophic  illness. 

Senator  Scott  said  his  two-part  “Health  Rights 
Act’’  would  provide  for  in-patient  protection  for 
all  persons  suffering  major  illness,  and  would  set 
up  an  out-patient  health  maintenance  insurance 
plan.  It  would  replace  both  the  medicare  and 
medicaid  programs  now  in  effect.  Scott  added 
that  he  believed  his  bill  was  “must  legislation” 
for  this  session  of  Congress  “because  its  goal  is 
to  serve  every  American  at  a critical  time”. 

Under  the  Scott-Percy  Health  Rights  Act,  both 
the  in-patient  and  out-patient  plans  would  be  ad- 
ministered by  insurance  carriers  or  other  public 
or  private  agencies  on  a regional  basis,  under  con- 
tract with  the  newly  created  office  of  Health  Care 
within  the  Department  of  Health,  Education  and 
Welfare. 

The  in-patient,  “major  illness”  protection  dif- 
fers from  traditional  catastrophic  plans  by  cover- 
ing all  costs  above  each  family’s  health  cost  ceil- 
ing, which  is  determined  by  a formula  taking  into 
account  both  family  income  and  family  size. 
Money  for  the  plan  would  be  financed  in  part 
through  the  present  health  insurance  portion  of 
Social  Security  payroll  taxes  and  in  part  through 
general  revenues. 

The  out-patient  plans  would  be  financed  in 
part  through  family  premium  payments  which 
would  be  supplemented  in  whole  or  part  with 
federal  payments  for  low-income  families.  Em- 
ployers could  arrange  to  finance  all  or  part  of 
their  employees’  premiums. 

The  Act  would  also  establish  a two-year, 
Presidentially  appointed  “Health  Delivery  Com- 
mittee” to  study  the  current  and  long-range 
needs  for  medical  personnel  and  facilities.  It 
would  make  recommendations  to  the  President 
and  Congress. 


for  January  1974 
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Colorado 

Amos  Lawrence  Wilson,  MD,  died  on  October 
30,  1973  in  Denver  at  the  age  of  73.  He  was  born 
on  November  19,  1899  in  McDonough  County,  Illi- 
nois, and  was  educated  in  the  public  schools  of 
that  area,  and  at  Western  Illinois  Normal  School 
at  Macomb,  Illinois.  He  attended  the  University 
of  Colorado  School  of  Medicine,  and  received  his 
M.D.  in  1927. 

After  an  internship  at  St.  Luke’s  Hospital  in 
1927-28  he  opened  a general  practice  in  Denver. 
Later  he  spent  a year  with  the  U.S.  Public  Health 
Service  in  Florida,  but  otherwise  his  entire  pro- 
fessional career  was  in  Colorado. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  Societies,  and  the  American  Medical  As- 
sociation. He  belonged  to  the  Phi  Beta  Pi  medical 
fraternity  and  the  Alpha  Omega  Alpha  honorary 
medical  fraternity.  He  held  a faculty  appointment 
as  clinical  instructor  in  surgery  at  the  University 
of  Colorado  School  of  Medicine  until  1950.  He  was 
on  the  staffs  at  Mercy  and  Beth  Israel  hospitals. 

In  1945  he  was  married  to  Anabel  Huey  of 
Colorado  Springs  who  survives  him  as  do  two  sis- 
ters, Mrs.  Grace  Leighty,  Deer  Creek  Canyon, 
Colorado;  Mrs.  Laura  Venters,  Tampa,  Florida, 
and  a brother.  Dale  Lawrence  of  Lacey,  Washing- 
ton. 

* * * * * 

Albert  W.  Metcalf,  MD,  honored  member  of 
the  Denver  and  Colorado  Medical  Societies,  died 
Monday,  October  29,  1973  after  a long  illness.  He 
was  born  April  25,  1886  (Easter  Sunday)  in 
Greenville,  Alabama,  and  was  educated  in  the 
public  schools  of  that  community.  He  attended 
Vanderbilt  University  in  Nashville,  Tennessee, 
from  which  he  received  his  M.D.  in  1908.  After 
graduate  training,  1908  through  1910,  in  Lincoln 
and  Lying-In  hospitals  in  New  York  City,  he 
started  the  practice  of  Obstetrics  and  Gynecology 
in  Mobile,  Alabama  in  1910. 

Having  joined  the  U.S.  Army  Reserve  Corps 
some  years  previously,  he  was  called  to  active 
duty  at  the  time  of  the  Mexican  border  incident 
in  1915. 

Following  this  experience.  Doctor  Metcalf  set- 
tled in  Colorado,  supposedly  for  health  reasons, 
establishing  a practice  in  Henderson,  Colorado. 
When  the  United  States  became  involved  in  World 
War  I,  he  volunteered,  serving  with  the  cavalry 
in  California,  and  later  in  France. 

After  the  war  he  returned  to  Denver  where 
he  opened  an  office  in  the  Central  Savings  Bank 
Building.  Later  he  moved  to  the  Metropolitan 
Building,  then  in  1951  to  2101  High  Street,  where 
he  remained  until  his  retirement  in  1968. 


Doctor  Metcalf  was  a member  of  the  Denver 
General,  Presbyterian,  and  St.  Joseph’s  hospital 
staffs.  He  was  past  president  of  the  Chi  Zeta  Chi 
national  medical  fraternity,  a member  of  the  Den- 
ver Co-operative  Club,  the  AF  and  AM  Park  Hill 
Lodge,  No.  148,  Colorado  Consistory  No.  1,  the 
Chamber  of  Commerce,  the  International  College 
of  Surgeons,  Mile  High  Sertoma  Club,  and  the 
Episcopal  Church.  He  was  also  a member  of  the 
American  Medical  Association. 

He  was  one  of  the  few  physicians  in  the  Denver 
area  who  had  practiced  in  the  Horse  and  Buggy 
Days,  as  he  did  in  Mobile.  In  his  practice  at  Hen- 
derson he  used  a Model-T. 

In  1913  he  was  married  to  Anne  P.  Kalb,  who 
died  several  years  ago.  They  had  two  sons,  Albert 
W.,  Jr.,  of  Idaho  Falls,  Idaho;  Peter  V.  of  Dallas, 
Texas,  and  a daughter.  Dr.  Mary  Jane  Donally  of 
McLean,  Va.,  all  of  whom  survive. 

In  1951  Doctor  Metcalf  was  married  to  Mrs. 
Elvie  Chrisman,  who  also  survives. 

* * * * * 

Herman  Coddington  Graves,  MD,  died  Mon- 
day, November  12,  1973  at  the  Eventide  Nursing 
Home  in  Longmont,  Colorado.  He  was  born  in 
Chicago,  Illinois  on  January  8,  1893,  receiving  his 
elementary  education  in  the  public  schools  of  that 
city.  While  still  quite  young  he  was  sent  to  Colo- 
rado Springs  in  the  hope  that  the  Colorado  cli- 
mate would  improve  his  chronic  bronchitis.  He 
attended  the  University  of  Colorado,  receiving 
his  B.A.  in  1917,  and  his  degree  of  medicine  in 
1919.  After  an  internship  at  St.  Joseph’s  Hospital, 
Denver,  he  joined  his  father  in  a general  practice 
in  Canon  City.  His  father  had  in  the  meantime 
fulfilled  his  lifelong  desire  to  move  from  Chicago 
to  Colorado. 

In  1930,  after  a postgraduate  course  at  Har- 
vard University  he  returned  to  Canon  City  where 
he  limited  his  practice  to  internal  medicine.  In 
1934  he  moved  to  Grand  Junction  where  he  prac- 
ticed his  specialty  until  his  retirement  in  1970. 

In  1957  he  received  the  most  valuable  alumnus 
award  from  the  University  of  Colorado,  and  in 
1967  he  attended  his  50-year  class  reunion  there. 
In  1970  he  received  the  Colorado  Medical  Society 
Fifty  Year  Award. 

He  was  a longtime  member  of  the  Mesa 
County  Medical  Society,  having  served  as  its 
president  in  1941.  He  was  a delegate  from  his  com- 
ponent society  to  the  Colorado  Medical  Society  for 
six  years,  and  was  vice-president  of  the  latter  or- 
ganization in  1941.  He  was  an  alternate  Delegate 
from  Colorado  to  the  American  Medical  Associa- 
tion in  1945.  He  was  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  Acad- 
emy of  International  Medicine.  He  was  a member 
of  the  Sigma  Nu  fraternity  and  the  Phi  Rho 
Sigma  medical  fraternity.  He  belonged  to  the  Elks 
Club,  the  Rotary  Club,  the  Episcopal  Church,  and 
was  a Mason. 
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He  was  married  to  Alma  Keehan  in  1919,  and 
by  this  marriage  had  two  daughters.  Following 
the  death  of  his  first  wife,  he  married  Rose  Nor- 
mandeau  in  1963. 

Doctor  Graves  is  survived  by  his  widow.  Rose 
Graves;  two  daughters,  Mrs.  William  C.  Kurtz, 
Jr.,  of  Englewood,  Mrs.  Richard  T.  Counley  of 
Denver;  a step-son,  Roger  Billings,  Farmington, 
N.M.;  a step-daughter,  Mrs.  Fred  Pahke  of  Long- 
mont, Colo.;  seven  grandchildren,  and  seven  step- 
grandchildren. 

itc  * 

Meyer  E.  Smernoff,  MD,  of  Denver  died  Fri- 
day, November  23,  1973.  Born  in  New  Haven, 
Connecticut  on  July  27,  1901,  he  received  his  pre- 
liminary education  in  the  public  schools  of  that 
community.  He  attended  Creighton  University 
from  which  he  received  a Bachelor  of  Science  de- 
gree in  1924.  He  attended  the  University  of  Ne- 
braska College  of  Medicine,  and  received  his  de- 
gree of  medicine  in  1925.  After  an  internship  in 
Columbia  Hospital,  Wilkinsburg,  Pannsylvania,  he 
went  into  practice  at  Bingham  Canyon,  Utah. 

From  July  1942  until  January  1946,  he  served 
in  the  Army  Medical  Corps  as  a Lt.  Colonel, 
spending  much  of  the  time  in  the  European 
Theater  of  Operations. 
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Doctor  Smernoff  was  a member  of  the  Denver 
and  Colorado  Medical  Societies  and  the  American 
Medical  Association,  was  a Fellow  in  the  Society 
of  Abdominal  Surgeons,  belonged  to  the  Society 
of  Military  Surgeons,  the  American  Geriatric  So- 
ciety, and  was  a member  of  the  American  College 
of  Surgeons.  He  belonged  to  the  El  Jebel  Shrine, 
the  Columbine  Consistory,  and  the  Eastern  Star. 
He  was  a founder  of  the  Beth  Joseph  Synagogue, 
and  formerly  was  a member  of  its  board. 

He  was  married  to  Kitty  Gordon  of  Denver  in 
1917.  Mrs.  Smernoff  survives  him  as  do  two  sons. 
Dean  G.  and  Ross.  Four  grandchildren  also  sur- 
vive. 

Utah 

Eugene  N.  Davie,  MD,  Chief  of  the  Emergency 
Room  at  Utah  Valley  Hospital  in  Provo,  Utah, 
died  Sunday,  December  2,  1973,  in  an  airplane 
crash  near  Spanish  Fork,  Utah. 

He  was  born  in  Stillwater,  Oklahoma  on  Octo- 
ber 26,  1916,  the  son  of  Clyde  V.  and  Ruth 
Claypool  Davie.  He  received  his  B.S.  and  M.D. 
degrees  from  the  University  of  Oklahoma.  Doctor 
Davie  entered  the  U.S.  Naval  School  of  Aviation 
at  Pensacola,  Florida,  and  in  1941  graduated  as  a 
flight  surgeon.  By  1942  he  was  a pilot  aboard  the 
aircraft  carriers  USS  Charger,  USS  Solomons,  and 
USS  Guadalcanal.  He  resigned  his  commission  in 
1947,  and  began  private  practice  in  Farmington, 
New  Mexico.  In  1950  he  moved  to  Milford,  Utah, 
where  he  began  the  Beaver  County  Hospital  and 
Clinic,  a facility  he  donated  to  the  Milford  County 
Commission  when  his  association  with  the  Utah 
Valley  Hospital  at  Provo  commenced. 

Doctor  Davie  was  a member  of  the  Southern 
Utah  Medical  Society,  the  Utah  County  Medical 
Society,  the  Utah  State  Medical  Association,  and 
the  American  Medical  Association. 

Surviving  Doctor  Davie  are  his  widow  and 
five  children:  Craig,  Jeorgann  (Mrs.  Charles) 
Cook,  Gina,  Rose  Marie,  all  of  Provo,  and  Marc 
of  Milford.  Also  surviving  are  Doctor  Davie’s 
mother,  Mrs.  Ruth  Draper  of  Wichita  Falls,  Texas, 
and  two  brothers  and  a sister.  Dr.  Victor  Davie, 
of  Clifton,  Texas,  and  Richard,  and  Bonnie  (Mrs. 
Calvin)  Owens  of  Wichita  Falls. 
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When  G.L 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 
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The  influence  of  anxiety  on  gastrointesti 
nal  function.  Excessive  anxiety  and  tension  can 
adversely  affect  the  function  of  any  portion  of  the 
gastrointestinal  system.  Complaints  are  varied,  e.gl, 
epigastric  pressure,  heartburn,  ulcerdike  pain,  diar 
rhea,  etc.  A vicious  circle  may  develop  in  which 
anxiety  and  G.L  disorders  intensify  each  other.  ] 
Prime  objectives  of  total  patient  therapy  in-  in 
elude:  symptomatic  relief,  removal  of  apprehensions  in 
about  organic  disease  and  helping  the  patient  un'«|) 
derstand  how  excessive  anxietv  may  trigger  physicahn 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows:  j 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom-i 
panying  various  disease  states.  [ | |t 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hoi  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients  ‘ ; 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,oper=i; 
ating  machinery,  driving).  Though  physical  and  psychological  dependence  ! 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer'  li 
ing  to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with-  | 
drawal  symptoms  (including  convulsions),  following  discontinuation  of  the;l 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of ) 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards.  | 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  > 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec-  j, 
ommended  in  children  under  six.  Though  generally  not  recommended,  if  , 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating  ) 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions ; 


Tiplaints.  Brief  counseling  and  the  utilization  of 
!;  'orable  factors  in  the  patient’s  personality  and 
^Ivironment  can  often  provide  needed  support. 


Antianxiety  therapy  Antianxiety  medica- 
n may  prove  a valuable  supplement  when  coun- 
> ing  and  reassurance  are  not  sufficient  to  allay 
: ? patient’s  emotional  distress  and  relieve  his 
; xiety-provoked  physical  complaints.  The  agent 
Jescribed  should  be  both  clinically  effective  and 
j^erally  free  from  undesirable  side  effects, 
larium  (chlordiazepoxide  HCl)  meets  these  re- 
iirements  with  a high  degree  of  consistency,  and 
!fs  a wide  margin  of  safety  and  an  excellent  record 
3 patient  acceptance.  The  most  common  side  eT 
•Izts  reported  have  been  drowsiness,  ataxia  and  con- 
lision,  particularly  in  the  elderly  and  debilitated. 

Whenever  anxiety  is  a clinically  significant 
fiztor,  adjunctive  Librium  is  used  concomitantly 
♦ th  specific  gastrointestinal  drugs  such  as  anti- 
^olinergic  agents.  Once  anxiety  has  been  reduced 
I appropriate  levels,  treatment  with  Librium 
jiould  be  discontinued. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium*  lOmg 

(chlordiazepoxide  HCl) 
lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 
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f presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(?.,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
|ic  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
I treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
mdencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
(Ijg  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
tinically. 

I Adverse  Reactions;  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cUly  in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
J'oper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
«|sage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
ib  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
ljusea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
liido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
llEEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ibnt;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
inction  have  been  reported  occasionally,  making  periodic  blood  counts  and 
'er  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
|a2epoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
dordiazepoxide. 


WANT  ADS 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver),  (303)  922-3525. 

873-5-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  alread.v  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(303)  922-3525  (Southwest  Denver).  873-6-TFB 


PEDIATRICIAN  NEEDED  to  share  an  established  practice  in 
Boulder,  Colorado.  Call  M.  Gheres,  M.D.,  collect  at  (303) 
443-8880.  1173-4-3 


NEW  MEDICAL/DENTAL  BUILDING  in  prime  Southeast 
Denver  location  adjacent  to  new  Southglenn  Shopping 
Center.  Design  your  suite  to  fit  your  needs.  Suite  finishing 
allowance.  Completion  date  Feb  1974.  Contact  J.  A.  Murlin. 
5500  E.  Yale  Ave.,  Denver,  80222  or  call  (303)  757-7471. 

1173-1-3B 


PLANNING  FOUR  UNIT  CONVERSION  suitable  for  four 
doctors.  Near  Swedish  Hospital.  Englewood.  Each  suite  of 
approximately  1,000  sq.  ft.  contains  three  examining  rooms, 
laboratory,  waiting  room,  receptionist  office,  and  toilet.  Park- 
ing for  about  fifteen  cars.  Lease  estimated  at  $4  per  sq.  ft. 
Ajax  Realty.  (303)  781-5896.  1173-9-3B 


GENERAL  PRACTITIONER  wanted  for  eleven-man  multi- 
specialty group  with  one  GP  in  the  Department  of  Im- 
mediate Care.  Office  practice  only,  with  guaranteed  income 
and  incentive  pian.  Population  40,000  with  drawing  area  of 
200,000.  Life  style  similar  to  that  of  Colorado.  Variety  of  out- 
side activity  in  hunting,  fishing,  camping,  skiing,  in  the 
Black  Hills.  Contact:  R.  E.  Chleborad,  Administrator,  Rapid 
City  Medical  Center.  Rapid  City,  South  Dakota.  (605) 
342-3280.  1073-11-3B 


INTERNIST  / GENERAL  PRACTITIONER  / ORTHOPEDIST 
wanted  for  Longmont  Clinic.  Multi-specialty  group  of  18 
doctors.  40  miles  north  of  Denver,  community:  25,000.  Salary 
negotiable.  Contact:  W.  G.  Fowler,  M.D.,  1925  Mountain  View, 
Longmont,  Colorado  80501  or  call  (303)  776-1234.  1173-7-3B 


FOR  SALE — 2-Doctor  building  plus  dental  office,  4 patient 
rooms,  business  office,  reception  room,  laboratory.  X-ray 
and  developing  room.  Air  conditioned,  3 baths  (one  private), 
all  equipment  inc.  EKG.  North  area — ready  to  go.  Call  Mrs. 
McLaughlin,  MCLAUGHLIN  & CO.,  INC.  6411  E.  Colfax 
Ave.,  Denver,  Colorado  80220.  (303)  377-2771.  1273-7-TFB 


FOR  LEASE — Front  Range  Medical  Arts  Building.  84th  and 
Bryant,  adjacent  to  St.  Anthony’s  North  Hospital.  Two  610 
sq.  ft.  suites  available  now.  8 suites  ready  to  be  built  to 
specification.  Call  Mrs.  McLaughlin,  MCLAUGHLIN  & CO., 
INC.,  6411  E.  Colfax  Ave.,  Denver,  Colorado  80220.  (303)  377- 
2771.  1273-8-TFB 


NEEDED:  FAMILY  PRACTITIONER  Northwest  Colorado. 

Pop.  2,500.  Smog-free  and  problem-free  environment,  ex- 
cellent schools,  K-Junior  college  (Fli^t  Training  and  Den- 
tal Hygiene) . Furnished  office  and  clinic  in  28-bed  hospital 
with  surgery,  obstetrics,  and  C.C.U.  Hunting  and  fishing 
nearby.  Contact:  Administrator,  Rangely  District  Hospital, 
Rangely,  Colorado  81648.  Tel:  (303)  675-2211,  Collect. 

174-1-3B 


ESTABLISHED  PRACTICE  AVAILABLE  in  Colorado’s  ma- 
jestic South  Park.  Dual-office  practice  in  Fairplay  and 
Bailey,  with  modern  offices  in  each  conrununity,  Fairplay’s 
McNamara  Memorial  Hospital  is  fully  accredited,  modern, 
small.  Write  Box  1273-2-3,  Rocky  Mountain  Medical  Journal, 
1601  East  19th  Avenue,  Denver,  Colorado  80218.  1273-2-3 


PRACTICE  AVAILABLE  immediately  in  Gunnison.  College 
of  3,000  located  here.  Close  to  ski  areas.  Above  average 
income.  Will  lease  building  and  sell  equipment,  plus  com- 
plete surgical  and  orthopedic  instruments.  Ready  to  move 
into  at  once.  Donald  M.  Petersen,  M.D.,  321  North  Main 
Street,  Gunnison,  Colorado  81230.  Phones:  (303)  641-1771  or 
641-1334.  1273-3-3 


FAMILY  PRACTICE  OPPORTUNITY.  Reluctantly  leaving 
Family  Practice  after  seven  years  because  of  personal  and 
health  reasons  only.  Extremely  active,  well  balanced  Family 
Practice  located  across  from  expanding  hospital.  Practice  is 
one  of  largest  in  area;  due  to  high  quality  of  patients  can 
be  assumed  by  right  person.  Office  one-year  old,  1500  square 
feet,  fully  equipped.  Coverage  shared  equally  by  seven  FP’s, 
all  in  solo  practice.  Excellent  ER  and  specialty  coverage. 
Longmont,  progressive  community  of  approximately  30,000. 
Golden  opportunity  for  energetic  physician.  1273-4-3 


OPENINGS  FOR  A FAMILY  PRACTITIONER  AND  GEN- 
ERAL INTERNIST  in  SE  Denver  medical  group.  12  full- 
time physicians  including  1 fulltime  family  practitioner  and 
five  internists.  Guaranteed  income  1st  year,  followed  by 
partnership  if  mutually  satisfactory.  Write  or  call  Dr. 
Theodore  K.  Gleichman,  University  Park  Medical  Clinic, 
1919  South  University  Boulevard,  80210,  (303)  744-2701. 

1273-5-3 


EXCELLENT  MEDICAL  AND  DENTAL  OPTIONS  AVAIL- 
ABLE. Up  to  7,500  square  feet.  Partitioned,  carpeted,  and 
decorated  as  you  like.  Air-conditioning,  heat  and  adequate 
parking.  New  building.  Grasser  Building,  2760  - 29th  Street, 
Boulder.  Colorado  80301.  Phone  (303)  443-4983.  174-5-3B 


WANTED:  PHYSICIAN  to  take  over  General  Practice.  Across 
street  from  100-bed  hospital.  Alternate  calls  with  six  GP’s. 
Equipment  optional.  Write:  B.  E.  Peterson,  M.D.,  1850  Moun- 
tain View,  Longmont,  Colorado  80501,  or  call  (303)  776-5172. 

174-6-3 


FOR  SALE.  Well-situated,  1200  square  foot  brick  building, 
across  from  Presbyterian  Hospital,  Denver.  Call  Corry  Mc- 
Dermott, Van  Schaack  & Co.:  (303)  688-5161.  174-7-2B 


INTERNIST /GENERAL  SURGEON/GENERAL  PRACTITION- 
ER wanted  to  share  office  space  in  growing  community. 
Good  location,  plenty  of  room.  X-ray  and  lab  facilities  avail- 
able. Call  or  write:  Eugene  J.  Hesse,  M.D.,  1220  11th  Avenue, 
Greeley,  Colorado  80631.  (303  ) 353-5634.  174-2-1 


SPACE  IN  QUALITY  BUILDING  in  Boulder.  Colorado.  308 
square  feet  of  office  space,  ideal  for  psychiatrist,  surgical 
examinations,  etc.,  in  Boulder  Medical  Arts  Building,  1136 
Alpine  Avenue.  Write  David  R.  Williams,  M.D.,  at  this  ad- 
dress, in  Boulder,  Colorado  80302,  or  call  (303  ) 444-1960. 

174-3-3B 


PRIME  MEDICAL  AREA,  DENVER.  Space  available  in  rnod- 
ern  professional  building  across  from  St.  Luke’s  Hospital. 
X-ray  laboratory,  optical  and  pharmacy  services  in  building. 
Attractive  rental  rates  include  off-street  parking  for  em- 
ployees and  patients,  security,  full  time  maintenance  man, 
etc.  Call  238-6433  for  information.  174-4-3B 
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irritations  oi 
day  are  often 


TABLETS/LiQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  Is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  tor  meperidine  or  morphine 
intoxication  (prolonged  and  carelul  monitor- 
ing). Respiratory  depression  may  recur  In  spite 
of  an  Initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI- or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 
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When  G.L 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  gastrointesti 
nal  function.  Excessive  anxiety  and  tension  car 
adversely  affect  the  function  of  any  portion  of  th( 
gastrointestinal  system.  Complaints  are  varied,  e.g. 
epigastric  pressure,  heartburn,  ulcer'like  pain,  diar 
rhea,  etc.  A vicious  circle  may  develop  in  whicl 
anxiety  and  G.I.  disorders  intensify  each  other. 

Prime  objectives  of  total  patient  therapy  in- 
clude: symptomatic  relief,  removal  of  apprehension: 
about  organic  disease  and  helping  the  patient  un 
derstand  how  excessive  anxietv  may  trigger  physica 


Before  prescribing,  please  consult  complete  product  informatior  i 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accoir 
panying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  dru^ 

Warnings:  Caution  patients  about  possible  combined  effects  with  alee! 
hoi  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patient 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.^.,opei 
ating  machinery,  driving).  Though  physical  and  psychological  dependent 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer 
ing  to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with 
drawal  symptoms  (including  convulsions),  following  discontinuation  of  th 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  o, 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  require 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  si> 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclud 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec 
ommended  in  children  under  six.  Though  generally  not  recommended,  i 
combination  therapy  with  other  psychotropics  seems  indicated,  carefull 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiatin 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precaution 


omplaints.  Brief  counseling  and  the  utilization  of 
ivorable  factors  in  the  patient’s  personality  and 
nvironment  can  often  provide  needed  support. 

Antianxiety  therapy.  Antianxiety  medica- 
ion  may  prove  a valuable  supplement  when  conn- 
eling  and  reassurance  are  not  sufficient  to  allay 
he  patient’s  emotional  distress  and  relieve  his 
nxiety-provoked  physical  complaints.  The  agent 
irescribed  should  be  both  clinically  effective  and 
enerally  free  from  undesirable  side  effects, 
dhrium  (chlordiazepoxide  HCl)  meets  these  re- 
ijuirements  with  a high  degree  of  consistency,  and 
' las  a wide  margin  of  safety  and  an  excellent  record 
i)f  patient  acceptance.  The  most  common  side  eT 
ects  reported  have  been  drowsiness,  ataxia  and  con- 
usion,  particularly  in  the  elderly  and  debilitated. 

Whenever  anxiety  is  a clinically  significant 
'actor,  adjunctive  Librium  is  used  concomitantly 
vith  specific  gastrointestinal  drugs  such  as  anti- 
|:holinergic  agents.  Once  anxiety  has  been  reduced 
|;o  appropriate  levels,  treatment  with  Librium 
ihould  be  discontinued. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium'  lOmg 

(chlordiazepoxide  HCl) 


lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


n presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
ie.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
n treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
fon  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions;  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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To  the  Editor: 

I find  the  Journal  extremely  interesting  and 
find  that  at  the  end  of  each  year  I am  taking 
them  to  the  bindery.  I also  enjoy  the  colorful 
covers  and  try  to  include  them  in  the  binding.  A 
small  suggestion  which  I am  sure  the  readers 
would  appreciate  would  be  to  put  the  name  plate 
on  the  back  cover  or  use  a covering  sender.  I 
realize  that  placing  it  on  the  back  cover  would 
mean  covering  a portion  of  an  ad,  but  most  of  the 
backs  have  a clear  area  within  the  ad.  This  would 
allow  the  covers  to  be  bound  without  the  name 
plate  making  it  a more  attractive  volume. 

Thank  you, 

R.  Douglas  Yajko,  M.D. 

Denver 

Ed.  Note — Thanks  for  the  kind  words.  Also  thanks 
for  the  suggestion.  However,  the  financial  pinch 
does  not  allow  the  expense  of  a covering  sender. 
Moreover,  the  advertiser  who  buys  the  back  page 
expects  his  ad  to  be  fully  exposed.  We  are  ex- 
ploring the  feasibility,  including  financial,  of 
selling  four-fifths  of  the  back  page,  thus  leaving 
space  for  the  mailing  label.  Economics  continues 
to  be  an  adversary  of  beauty. 


Reader  commentaries  are  always  enlivening. 
The  Journal  welcomes  your  thoughts,  criticisms, 
and  observations. 
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Publication  rules 
and  suggestions  to  authors 


1.  Who  may  submit  articles.  The  Rocky  Mountain  Medi- 
cal Journal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
at  their  official  meetings. 

2.  Method  of  preparation.  All  material  for  publication 
must  be  typewritten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  pages  consecutively  num- 
bered, and  preferably  on  standard  8V2  x 1 1 white  bond  paper. 
Carbon  copies  are  not  acceptable. 

Title  (preferably  short)  and  author’s  name,  city  and  state 
must  appear  at  the  top  of  the  first  page.  Second  and 
subsequent  pages  should  be  identified  with  consecutive  page 
numbers  and  author’s  surname.  If  physician  authors  possess 
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TSH  by  RIA  at  BSL 

Bio-Science  Laboratories  adds  still  another  valuable 
laboratory  aid  for  the  diagnosis  of  thyroid  disorders:  serum 
Thyroid  Stimulating  Hormone  (TSH)  by  radioimmunoassay 
(RIA).  The  exquisite  sensitivity  of  the  RIA  technic  permits 
the  detection  of  normal  levels  of  TSH,  which  have  been 
reported  to  average  about  4.0  microunits/ml  with  a range 
of  "non-detectable  to  10  microunits/ml"  (Hershman,  J.  M. 
and  Pittman,  J.  A.,  New  Eng.  J.  Med.  285.-997,  1971). 

The  RIA  method  for  TSH  was  pioneered  by  Utiger  and 
Odell  et  al.  in  1965.  We  are  employing  Hershman’s  modifi- 
cation of  this  method.  Hershman  and  Pittman  have  reviewed 
the  utility  of  the  RIA  of  serum  TSH  in  man  (Annals  Intern. 
Med.  74.-481,  1971)  and  have  emphasized  its  usefulness 
both  for  establishing  the  diagnosis  of  primary  hypothyroid- 
ism and  for  differentiating  it  from  hypothyroidism  secondary 
to  hypopituitarism.  TSH  levels  above  normal  are  strongly 
suggestive  of  the  existence  of  primary  hypothyroidism  and 
may  in  fact  be  the  most  sensitive  index  of  this  disease. 

Quotable  Quotes 

FOLATE: 

".  . . the  results  support  the  suggestion  that  red  cell  folate 
provides  a better  assessment  of  folate  status  than  does 
serum  folate.”  (J.  Clin.  Path.  22.'212,  1969). 

”.  . . serum  folate  assay  is  a valuable  routine  test  in  pa- 
tients who  have  a macrocytic  anaemia  and  low  serum 
vitamin  Bn.”  (J.  Clin.  Path.  24 .'244,  1971). 

Note:  We  offer  both  serum  and  red  cell  folate  measure- 
ments. As  a matter  of  fact,  if  you  order  a red  cell  folate, 
our  report  includes  both  serum  and  red  cell  values. 

RUBELLA: 

‘‘HAI  (hemagglutination  inhibition)  antibodies  are  the  first 
to  be  detectable,  around  12-15  days  after  exposure;  they 
rise  rapidly  and  reach  peak  titers  within  one  to  three  weeks 
. . . . , and  the  CF  response  is  delayed  10-14  days  after 
onset,  with  maximal  titers  being  attained  after  three  or  four 
weeks.”  (J.  Infect.  Diseases  723;640,  1971). 


More  New  Tests 
at  Your  Service 

Some  of  the  newer  tests  currently  available  from  Bio- 
Science  Laboratories  are  listed  below: 

Amebic  (E.  histolytica)  antibodies 

Aldosterone  by  RIA 

Anti-DNA  antibodies 

Complement  decay  rate 

Cyclic  AMP  by  RIA 

Digoxin  or  digitoxin  in  serum,  by  RIA 

Estradiol  by  RIA 

Gamma  glutamyl  transpeptidase 
Gastrin  by  RIA 
Hemoglobin  S,  screening 
Histidine 

Human  somatomammotropin 
(Human  placental  lactogen) 

Lecithin:  sphingomyelin  ratio  in  amniotic  fluid 
Measles  antibody  by  CF 
Mumps  antibody  detection 
Parathyroid  hormone  by  RIA 
Phenotyping  of  Lipoproteins: 

Indirect  confirmation  of  II,  III,  IV 
Red  cell  enzyme  screening 
Renin,  by  RIA  or  bioassay 
Thyroid  microsomal  antibody 
TSH  by  RIA 

Tj  level  In  serum  by  RIA 
Vitamin  E (a-tocopherol) 

Bio-Science  is  a full-service  lab  that  can  handle  all  your 
clinical  lab  needs.  Try  us. 


Main  Lab:  7600  Tyrone  Ave., 
Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 


r-"- 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept.  D D 
or 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 

Gentlemen:  Please  send  me,  without  obligation: 

Q A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

Q A lab  pack  containing  a small  supply  of 

postage-paid  mailing  containers  and  Fee  Schedule 


Name 


Address 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
serum  TSH,  available  to 
clinicians.  You  will  find  it  a 
handy  reference  guide  for 
normal  values  and  quick 
summations  on  tests  which 
can  aid  in  your  diagnostic 
problems.  Copies  are  available 
to  physicians  and  lab  personnel 
without  obligation.  Simply  fill  out 
and  mail  this  coupon. 


City 


state 


Zip 


Ifs  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution,  * 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations:  £ 

The  American  Academy  of  DermatologjJ. 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 
The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 


The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  AssociatioT- 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists 
Association 


? « (n  i mm  »il 


oint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
D affirm  the  support  of  the  participat- 
i;  organizations  for  the  laws,  regula- 
(onsand  professional  traditions  which 
t Tohibitthe  unauthorized  substitution 
f drug  products. 

Traditionally,  physicians,  den- 
ists  and  pharmacists  have  worked 
ooperatively  to  serve  the  best  inter- 
!Sts  of  patients.  Productive  coopera- 
ion  has  been  achieved  through 
nutual  respect  as  well  as  a common 
;oncern  for  the  ideals  of  public 
ervice.  This  mutual  respect  has  been 
efiected,  in  part,  by  joint  support 
iver  the  years  for  the  adoption  and 
mforcement  of  laws  and  regulations 
pacifically  prohibiting  unauthorized 
ubstitution  and  encouraging  joint 
liscussion  and  selection  of  the 
ource  of  supply  of  drug  products. 

'he  basic  principles  of  medical,  den- 
al  and  pharmacy  practice  are  thus 
itilized  and  preserved  in  the  interest 
jpf  patient  welfare. 

i The  antisubstitution  laws  have 
lot  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
jnore  than  they  have  in  and  of  them- 
L.elves  guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
tohysicians,  dentists  and  pharmacists 
: rom  their  responsibilities  to  patients. 
\sa  practical  matter,  however,  such 
aws  and  regulations  encourage  inter- 
professional communications  regard- 
■ ng  drug  product  selection  and  assure 
!ach  profession  the  opportunity  to 
jxercise  fully  its  expertise  in  drug 
jsage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
3e  urged  to  increase  the  frequency 
snd  regularity  of  their  contacts  with 
Pharmacists  in  selection  of  quality 
frug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients' 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician's 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator, 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


At  Your  Service  in 
The  Centennial  State, 

The  T reasure  State, 

The  Silver  State, 

The  Land  of  Enchantment, 
The  Beehive  State  and 
The  Equality  State 


In  the  states  of  Colorado,  Montana, 
Nevada,  New  Mexico,  Utah  and 
Wyoming . . . 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 
KANSAS  CITY  MISSOURI  64137 


M 


is  represented  by . . . 


Bill  Berger  Ray  Dalager 


Mike  Garner 


John  Hammer 


Barry  Heilman 


Dave  Stormont 


Jerry  Parkinson 


Tim  Parsons 


Ernie  Smith 


Fred  Winkelmeyer 


These  men  bring  you 


Puts  comfort  in  your  prescription 

for  nicotinic  acid 


Description:  Each  capsule  contains  400  mg  of 
nicotinic  acid  in  a specwi  base  that  provides 
a prolonged  systemic  effect. 

Indications:  NICO-408*ta  recommended  for  all 
disease  states  in  which  nicotinic  acid  has 
been  used.  These  include  conditions 
associated  with  deficient  circulation  and  for 
use  in  the  correction  of  nicotinic  acid 
deficiencies. 

Contraindications:  Individuals  with  a 
hypersensitivity  to  nicotinic  acid,  severe 
hypotension  or  hemorrhaging. 

Warnings:  Use  with  caution  In  those  patients 
with  history  of  peptic  ulcer,  severe  diabetes, 
impaired  gall  bladder  or  liver  functions  and 
in  pregnant  women. 

Adverse  Reactions:  Patients  should  be 
informed  of  the  short-lived  reactions 
experienced  with  nicotinic  acid  therapy; 
cutaneous  flushing,  a sensation  of  warmth, 
tingling  and  itching  of  the  skin.  Increased 
gastrointestinal  motility  and  sebaceous 
gland  activity. 

Dosage  and  Administration:  One  capsule 
every  12  hours  or  as  directed  by  physician. 
Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

How  Supplied:  Bottles  of  100  capsules. 

Another  patient  benefit  product  from 

■ ■ I »HA«ll*CtUT1C«.  OlYtnOX 

M MARION 


THE  OPTIMAL  DOSE,  400-mg,  timed-release 
NICO-400®  (nicotinic  acid)  capsule  provides 

• Controlled  flushing  for  the  desired  effects  without 
therapy-limiting  side  effects. 

• Convenient  b.I.d.  dosage  that’s  less  likely  to  be 
forgotten. 

• The  economy  of  nicotinic  acid  medication. 

For  comfort  wherever  nicotinic  acid  is  used 


(nicotinic  acid)  Plateau  CAPS' 


A monthly  news  summary  from  the  nation’s 
Capitol  by  the  Washington  Office  of  the  AMA. 


Little  noticed  amid  congressional  confusion  in 
attempting  to  deal  with  the  energy  crisis  was  the 
passage  of  a major  health  bill  shortly  before  ad- 
journment. The  bill  provides  $375  million  over 
five  years  to  support  the  development  of  Health 
Maintenance  Organizations  (HMO’s)  across  the 
country. 

If  signed  into  law  by  the  President,  the  HMO 
legislation  will  go  far  in  determining  both  con- 
sumer and  provider  acceptance  of  pre-paid  group 
health  care.  Despite  a substantial  flow  of  federal 
dollars  into  the  experimental  program,  HMO’s 
are  not  expected  to  encounter  easy  sailing.  Ar- 
dent supporters  of  the  program  admit  the  trial 
period  will  be  a rough  one  and  caution  against 
over-optimism. 

The  speculation  is  that  the  President  will  sign 
the  bill,  inasmuch  as  the  money  provided  is  not 
far  over  what  the  Administration  originally  re- 
quested, though  the  bill  is  much  broader  in  scope 
than  the  President  wished. 

Two  key  provisions  of  the  $805  million  bill 
first  approved  by  the  Senate  earlier  this  year 
were  deleted  or  watered-down  in  conference. 
One  would  have  authorized  federal  subsidization 
of  HMO  premium  costs  for  people  who  couldn’t 
afford  all  or  part  of  the  cost.  The  other  controver- 
sial Senate  section  would  have  created  an  inde- 
pendent Commission  on  Quality  Health  Care  As- 
surance to  supervise  the  HMO  program.  The 
compromise  bill  vests  this  responsibility  with  the 
Assistant  Secretary  of  HEW  for  Health. 

To  qualify  for  federal  aid,  HMO’s  must  meet 
a long  list  of  federal  standards  of  minimum  bene- 
fits, stay  open  24  hours  a day,  provide  open  en- 
rollment, and  conform  to  numerous  other  require- 
ments. Inducements  are  provided  to  attract  people 
from  poor  and  rural  areas. 

The  Senate  provision  authorizing  grants  to  as- 
sist HMO’s  in  meeting  operating  deficits  during 
the  initial  three  years  of  operation  was  knocked 
out  of  the  final  bill,  but  a loan  fund  was  retained 
to  aid  HMO’s  in  meeting  “a  portion  of  initial 
operating  costs  in  excess  of  gross  revenues.” 

Co-payments  were  barred  under  the  Senate 
bill.  However  the  conference  agreed  to  allow 
HMO’s  to  charge  nominal  co-payments,  but  not 
to  the  extent  they  could  be  considered  a barrier 
to  seeking  treatment.  The  conference  committee 
said  the  co-payments  are  aimed  at  enabling  an 
HMO  “to  market  its  benefit  package  at  a com- 
petitive price.” 

The  final  bill  requires  larger  employers  to 
offer  workers  an  HMO  option  when  existing  con- 


tracts for  health  insurance  expire  provided  that 
a qualified  HMO  is  operating  in  the  area. 

The  bill  does  not  provide  a specific  number 
of  HMO’s,  but  the  bill’s  legislative  history  indi- 
cates the  Congress  had  in  mind  around  100  pro- 
grams. 

♦ ♦ * * ♦ 

The  first  round  of  congressional  hearings  on 
National  Health  Insurance  (NHI)  concluded  fol- 
lowing a week  of  testimony  from  experts  in  the 
health-economic  field  who  laid  a general  phil- 
osophical foundation  for  full-scale  legislative 
sessions  early  in  the  new  year. 

The  hearings  by  the  House  Health  Subcom- 
mittee were  the  opening  gun  in  what  promises 
to  be  a busy  1974  in  Congress  on  the  issue  of  an 
NHI  bill. 

The  Subcommittee,  headed  by  Rep.  Paul 
Rogers  (D.,Fla.),  has  charted  six  weeks  of  further 
testimony  in  January  and  February  that  will 
consider  specific  legislative  proposals.  The  House 
Ways  and  Means  Committee  also  is  slated  to  ex- 
plore NHI  sometime  next  year.  Senate  sessions 
are  expected  to  open  during  the  winter  or  spring 
by  both  Senate  Finance  and  Senate  Labor  and 
Public  Welfare  Committees. 

The  next  major  development  in  the  field  will 
be  the  formal  disclosure  of  the  details  of  the  Ad- 
ministration’s new  plan,  expected  to  be  unveiled 
in  President  Nixon’s  January  State  of  the  Union 
speech  to  congress  and  probably  in  a special  mes- 
sage to  congress  on  health. 

The  new  Administration  plan  will  be  more 
liberal  than  the  previous  one,  but  it  will  con- 
tinue to  be  based  on  the  principle  of  requiring 
employers  to  furnish  comprehensive  health  in- 
surance to  their  workers.  The  major  changes  are 
a broad  catastrophic  provision  tied  to  income  and 
federal  subsidization  of  premiums  for  all  poor 
people.  Medicare  and  Medicaid,  apparently,  would 
lose  their  separate  identities  and  become  part  of 
the  new  program  under  the  jurisdiction  of  the 
Public  Health  Service. 

According  to  Budget  Director  Roy  Ash,  NHI 
should  be  kept  to  a size  that  will  avoid  creating 
more  demands  for  health  services  than  can  be 
met  with  existing  resources.  Otherwise,  he  said 
in  an  interview  with  the  New  York  Times,  there 
is  a danger  that  the  sole  accomplishment  would 
be  an  increase  in  the  prices  of  health  services. 

Many  of  the  witnesses  before  Roger’s  Subcom- 
mittee predicted  that  a financing  mechanism  for 
NHI  without  other  provisions  would  add  to  in- 
flation of  health  care  costs  without  much  impact, 
if  any,  on  the  health  of  Americans.  Other  experts 
questioned  whether  any  type  of  NHI  would  im- 
prove health,  contending  that  environment,  life 
styles,  poverty,  etc.,  are  to  blame  for  poor  health 
conditions. 

The  closest  approach  to  a consensus  was  that 
too  much  hope  should  not  be  placed  in  an  NHI 
program  to  solve  the  health  care  problems  of  the 
nation. 
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THE  THRILL  IS  BACK 


LOOK  FOR  THE  BEST! 


ONLY  THE  BEST  CAN  SATISFY  THE  SEARCH 
FOR  EXCELLENCE 

THE  LESS-THAN-EXCELLENT  IS  LESS-THAN-RIGHT ! 

BEFORE  GIVING  UP  THE  SHIP, 

TAKE  UP  THE  SHIP  OF  EXCELLENCE  - 

THE  TURBO  VIKING  IS  THE  ONE. 

We  Build  the  Custom-Crafted  Bellanca  Viking.  Take  it  up  to  25,000  feet  at 
225  MPH  to  sense  its  "Twin-Engine"  performance.  This  is  a single-engine 
300  HP  Plane,  selling  for  $10,000  to  $25,000,  below  anything  in  its  class. 

Inquire  into  our  Ambassador  Program  for  Full  Tax  Shelter  as  well  as  Income  — 
Find  out  why  Bellanca  is  now  NUMBER  THREE  in  the  world  in  Single  Engine 
Production. 

FLY  THE  CITABRIA 

The  only  production  utility-sport  AEIROBATIC  plane  in  the  U.S. 

See  it  all  at  the  foot  of  the  Rockies  — Boulder  Municipal  Airport,  main  terminal 

AARDVARK  AERO  ASSOCIATES,  INC. 

CALL:  (303)  442-3131 
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A summary  of  AMA,  medical  & health  news 

American  Medical  Association / 535  North  Dearborn  Street /Chicago,  Illinois  60610/Phone  (312)  751-6000/TA/VX  910-221-0300 


A new  planning  program  for  the  ama  is  un- 
derway. Six  “missions”  that  represent  a general 
classification  of  AMA  activities  will  be  used  as  a 
framework  for  the  system.  Developed  by  the 
AMA’s  Council  on  Long  Range  Planning  and 
Development  and  the  Battelle  Laboratories  of 
Columbus,  Ohio,  the  planning  system  was  ap- 
proved by  the  Board  of  Trustees  in  April  and  by 
the  House  of  Delegates  in  June.  For  each  mis- 
sion the  Board  appointed  a mission  group  to  act 
as  a communications  link  between  it  and  the 
various  councils,  committees  and  staff  units. 
Each  group  will  be  headed  by  a member  of  the 
Council  on  Long  Range  Planning  and  Development 
and  will  include  representatives  from  two  to  four 
other  councils  or  committees.  A trustee  will 
serve  as  an  adviser  on  each  group. 

A three-year  study  will  be  conducted  by  the 
Kaiser-Permanente  Medical  Care  Program  in 
Southern  California  to  determine  methods  of 
measuring  the  quality  of  care  in  any  type  of  med- 
ical practice  in  any  part  of  the  country.  The  study 
will  be  financed  by  a $500,000  grant  from  HEW. 

“Comments  in  Sports  Medicine”  is  a new 

book  from  the  AMA.  Designed  primarily  for 
coaches,  athletic  trainers  and  physicians,  the 
book  contains  articles  on  athletic  accident  pre- 
vention, athletic  equipment  and  facilities,  in- 
juries, the  misuse  and  abuse  of  drugs,  female 
athletics,  rehabilitation  and  sports  safety.  The 
book  recommends  proven  safe  and  effective 
methods  for  first  aid  care  and  sports  safety  and 
stresses  the  practical  aspects  of  sports  injury 
and  illness  and  their  reduction  through  pre- 
ventive measures.  To  order,  OP-62,  $5.00  each, 
write  Order  Dept.,  AMA  Headquarters. 

Individualized  approaches  to  continuing 
medical  education  are  discussed  in  a new  hand- 
book from  the  Illinois  Council  on  Continuing  Med- 
ical Education.  Your  Personal  Learning  Plan 
gives  tips  on  how  to  receive  a greater  return  on 
investment  in  time  and  energy,  and  how  to  satisfy 
CME  requirements  of  medical  organizations  and 
institutions  and  government  agencies.  It  is  avail- 
able for  $1  per  copy,  with  a 10%  discount  for 
orders  of  100  or  more  from,  ICCME,  360  N. 
Michigan  Ave.,  Chicago,  III.  60601. 


President  Nixon  has  signed  an  $185  million 
emergency  medical  services  bill  which  provides 
federal  funds  for  states  and  localities  to  set  up 
emergency  medical  programs.  The  AMA  sup- 
ported the  action.  The  new  law  will  require  com- 
munities receiving  aid  to  set  up  emergency  tele- 
phone systems  designating  911  as  an  emergency 
number. 

Becoming  the  first  chiropractic  school  to  qual- 
ify as  an  “institution  of  higher  learning,”  the 
Logan  College  of  Chiropractic  in  St.  Louis  used 
the  new  three-institution  procedure  of  the  U.S. 
Office  of  Education.  The  procedure  allows  an 
institution  to  become  certified  without  having 
been  accredited  by  a recognized  accrediting 
agency,  if  its  credits  are  accepted  on  transfer 
by  at  least  three  institutions  which  are  accredited 
by  a nationally  recognized  accrediting  agency. 
There  is  no  nationally  recognized  accrediting 
agency  for  schools  of  chiropractic.  Other  chiro- 
practic schools  are  expected  to  follow  Logan’s 
lead. 

Subluxation  of  a vertebra,  the  theory  upon 
which  chiropractic  is  based,  “does  not  occur,” 
according  to  Edmund  S.  Crelin,  PhD,  professor 
of  anatomy  at  Yale  U.  School  of  Medicine.  In  the 
September-October  issue  of  American  Scientist, 
Dr.  Crelin  reported  that  during  his  study  he  ex- 
amined the  effects  of  pressure  applied  to  the 
vertebral  columns  of  six  individuals  within  six 
hours  of  death.  He  noted  that  “the  nerves  did  not 
become  unduly  stretched  when  the  column  was 
maximally  twisted.” 

Available  from  AMA:  Our  Groaning  Board,  a 
cookbook  of  more  than  500  recipies  compiled  by 
the  wives  of  the  AMA’s  officers  and  Board  of 
Trustees,  $5.00  . For  OP-1 80,  write  Order  Dept., 
AMA  Headquarters.  . . The  second  edition  of 
AMA  Drug  Evaluations,  $16.50  for  AMA  members 
and  students;  $22  for  non-members  and  institu- 
tions. Write  Publishing  Sciences  Group,  Inc.,  411 
Massachusetts  Ave.,  Acton,  Mass.  01720.  . . 
Nine  health  education  pamphlets  and  booklets 
printed  in  Spanish:  Amphetamines  (20<t:),  Bar- 
biturates (20<i:),  Glue  Sniffing  (20<t:),  LSD  (200), 
The  Wonderful  Human  Machine  ($2.00),  What 
You  Should  Know  About  the  Pill  ('75Cj,  Marihuana 
(20C:),  First  Aid  (45C:),  and  What  To  Do  in  Case 
of  Poisoning  (15C),  Write  Order  Dept.,  AMA 
Headquarters. 
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Banana-Flavored  Donnagel-PG 

The  civilized  solution  to  the  age-old  problem  of  diarrhea. 

The  evolution  of  Donnagel  - PG:  Donnagel-PG 

- ^ Ct  ^ Donnagel  with  paregoric  equivalent. 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects.  Each  socc.  contains: 

Belladonna  alkaloids  for  antispasmodic  benefits.  ^^2  s mg 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without  Hyoscyamme  sulfate !!  p?q! 

the  unpleasant  taste-to  promote  the  production  of  formed  stools  and  Hyoire  hydrobromide:  ^ ^ ^ . o^ooes  mg^ 
lessen  the  urge.  Powdered  opium,  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating  (warning:  may  be  habit  forming) 

Sodium  benzoate 

(preservative) 60.0  mg. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way  Alcohol,  5% 

, , , , , T 1 (v  Available  on  oral  prescription  or  without  prescnption 

yet  to  treSt  3CUt0,  non-spccitic  QlSirnCSS.  in  compliance  with  applicable  state  and  locallaw. 

/l'H'[^OBINS 

Chimpcnuriesy  of  RingiinK  Bit>th«rs& Bamum  & Bailey  Combined  Shows,  Inc  A H Robins  Company.  Richmond,  Virginia  23220 


5*1 


Select  the  RobitussinS 
‘Clear-Tract”  Formulation 
(That  Treats  Your  Patient’s 
Individual  Coughing 
' Needs: 


cPJ’ 


o® 


ROBITUSSIN®  9 

ROBITUSSIN  A-C®  ^ 

ROBITUSSIN-DM®  ^ 

ROBITUSSIN-PE®  ^ 

COUGH  CALMERS®  ■ 

<eep  this  handy  chan  as  a guide  in  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate.  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN^ 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITUSSIN  A-C^  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate  10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


AH'[^OBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 


*This  drug  has  been  evaluated  as  “possibly”  effective  for  this  indication. 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 

Contraindications,  Warnings,  Precautions  and  Adverse  Reactions.  © mcn  73 


Help  relieve  pain,  restore  mobility  with 

PARAFON  FORTE  Tablets 

PARAFLEX®  Cchlorzoxazone)t  250  mg.;  TYLENOL®  Cacetaminophen)  300  mg. 


I 


PARAFON  FORTE  Tablets 
help  relieve  pain, 
restore  mobility  and 
stop  pain'spasm 
feedback  by  providing: 

a non  salicylate  analgesic  equal  to 
aspirin  for  relief  of  pain/»2  yet  unlikely 
to  cause  the  gastric  irritation,^*^ 
allergic  reactions^  or  increased  bleeding 
time'^  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant 
shown  in  extensive  clinical  studies  to  be 
useful  in  a variety  of  low  back 
disorders^' but  which  is  not  an 
antihistamine  or  tranquilizer  derivative 
and  is  unlikely  to  produce  a 
tranquilizing  or  sedative  effect.® 


*lndications  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 

Possibly"  effective  for  the  relief  of  severe  skeletal  muscle  pain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  (including  acute  exacerbations  of  chronic  conditions). 


Ck}ntraindications:  Sensitivity  to  either  component. 

Warnings:  Usage  in  Pregnancy-Use  in  woman  of  child-bearing 
potential  only  when  potential  benefits  outweigh  possible  risks. 
Precautions:  Exercise  caution  in  patients  with  known  allergies  or 
history  of  drug  allergies  If  a sensitivity  reaction  or  any  signs  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
be  stopped 

Adverse  Reactions:  Occasionally,  drowsiness,  dizziness,  lighthead- 
edness, malaise,  overstimulation  or  gastrointestinal  disturbances 
may  be  noted:  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
moses,  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
stances, Paraflex  (chlorzoxazone)  may  possibly  have  been  associ- 
ated with  gastrointestinal  bleeding.  While  Paraflex  (chlorzoxazone) 
and  chlorzoxazone-containing  products  have  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
tients, it  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
drug  induced, 

I Usual  Adult  Dosage:  Two  tablets  q i.d 

I Supplied:  Scored,  light  green  tablets,  imprinted  "McNEIL"— 
;bottlesof  100. 


References:  1.  Batferman.  RC,  and  Grossman,  A.J  Fed  Proc.  14316. 
1955  2.  Goodman,  L.S.,  and  Gilman,  A . ed  The  Pharmacological  Basis  of 
Therapeutics,  ed,  4 New  York,  The  Macmillan  Company.  1970  3.  Vickers, 
F N Gastroint.  Endosc.  14  94,  1967  4.  Mielke,  C H , Jr,  and  Britten  A F FI,: 
New  Engl  J Med  282  1 270,  1 970  (Corresp  ] 5.  Vernon.  WG  Curr  Therap. 
Res  14801.  1972  6.  Schemer,  J.J  Curr  Therap  Res  14.168.  1972,  7. 
Walker,  J M Curr  Therap  Res,  15  248,  1973  8.  Friend.  D G Clin  Pharma- 
col Ther  5,871.  1964 

tUS  Patent  No  2,895,877 


( TVfnlMli’TT  1 McNeil  Laboratories.  Inc 
I 471.1/  Xj  X Xi  ) Fort  Washington.  Pa  19034 


Nasal  Symposium 

Emphasis  on  treatment  of  nasal  problems 
will  highlight  the  second  annual  Nasal  Sym- 
posium to  be  held  in  February  under  the 
auspices  of  the  Division  of  Continuing  Med- 
ical Education  of  General  Rose  Memorial 
Hospital.  The  formal  sessions  open  February 
21  and  continue  through  February  22  at  the 
Stouffer’s  Denver  Inn,  32d  at  Quebec,  Den- 
ver, and  on  Saturday  and  Sunday,  February 
23  and  24,  will  be  informally  continued  at 
the  Lodge  at  Vail,  Vail,  Colorado. 

Open  to  all  physicians  but  limited  to  the 
first  100,  the  Symposium  will  hear  William 
K.  Wright,  M.D.,  F.A.C.S.,  clinical  professor 
from  Baylor  University  College  of  Medicine; 
Richard  L.  Cundy,  M.D.,  Sidney  H.  Fieman, 
M.D.,  and  Donald  J.  Huttner,  M.D.,  all  as- 
sistant professors  of  surgery.  Division  of 
Otolaryngology,  University  of  Colorado 
Medical  Center,  and  Marvin  I.  Schwarz, 
head.  Pulmonary  Division,  General  Rose 
Memorial  Hospital. 


PUBLICATION 
PRINTING . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
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Keflex 

cephalexin  monohydrate 


sense 


Oral  Suspension 


250  mg.*/5  ml, 
100-ml.  size 


125  mg,*/5  ml. 
60  and  100-ml. 


sizes 


Pediatric  Drops 


100  mg.*/ml. 
10-ml.  size 


^Equivalent  to  cephalexin. 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  * Indianapolis,  Indiana  46206 
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EDITORIALS 


A 

.TTllthough  the  fuel  shortage  seemed  to 
appear  abruptly,  it  was  really  not  much  of 
a surprise  to  anyone.  You  really  didn’t  need 
to  be  an  expert  to  know  that  sooner  or  later 
something  had  to  give.  Everyone  knows  that 
there  must  be  limit- 
The  ing  factors  to  con- 

Way  tinuing  growth,  and 

It  Is  one  need  not  be  an  au- 

thority on  petroleum 
to  know  that  energy  is  one  of  these  factors. 
But,  few  really  expected  any  significant  ac- 
tion about  pollution  or  growth  or  energy 
until  there  was  an  acute  problem.  Most  of  us 
who  have  been  around  a while  know  that  it 
takes  a crisis  to  make  Americans  change 
course.  That  seems  to  be  the  way  it  is. 

For  several  years,  long  range  studies  by 
the  oil  industry  have  predicted  that  on  their 
graphs  the  line  of  increasing  utilization  was 
going  to  cross  the  line  of  less  increasing  pro- 
duction. The  auto  industry,  the  transporta- 
tion business.  Wall  Street,  law-makers,  and 
many  others  had  seen  the  graph  many  times. 
There  had  been  many  speeches  and  warn- 
ings to  business  and  government.  But — it 
takes  a disaster  to  turn  America  around. 
And  that  is  why  from  the  day  of  the  first 
announcement  of  a “probable”  oil  shortage 
this  winter,  ther^was  a certain  resigned  ac- 
ceptance by  the  citizenry.  Of  course,  the 
Democrats  will  blame  the  Republicans,  man- 
agement will  blame  labor,  the  poor  will 
blame  the  rich,  and  vice  versa,  but  wisely, 
most  people  will  not  pay  attention  to  these 
incriminations.  The  Church  will  stress  the 
participation  of  each  of  us  in  creation  of  the 
problem,  but  foolishly  most  of  us  will  not 
heed. 

Full  speed  ahead  is  the  basic  characteris- 
tic of  American  enterprise.  Increased  produc- 
tion is  the  indispensable  state.  Financial  suc- 
cess is  the  measurement  of  achievement.  The 
auto  industry  knows  it  is  flooding  America 
with  cars,  but  it  does  not  stop.  The  Front 
Range  developers  know  they  are  jeopardiz- 
ing the  Colorado  environment  but  they  keep 


on  building.  The  recreation  industry  con- 
tinues an  accelerating  growth,  and  it  re- 
sponds to  no  controls  except  the  insatiable 
desires  of  an  affluent  market. 

Some  say  that  the  executives  of  General 
Motors  should  have  been  exercising  more  re- 
sponsible leadership  by  taking  the  initiative 
in  developing  other  types  of  transportation. 
Some  say  that  others  in  big  business  should 
have  been  more  farsighted.  But  we  Amer- 
icans are  all  the  same  breed.  Why  does  the 
baseball  player  think  he  must  consolidate 
his  status  by  having  the  largest  salary?  Why 
does  the  truck  driver  think  it  is  more  im- 
portant for  him  to  have  more  fuel  than 
others  to  whom  it  is  equally  essential  for 
business?  Can  everyday  people  blame  the  in- 
dustrialists and  yet  continue  to  gobble  up 
everything  they  produce?  And,  do  we  physi- 
cians have  any  less  desire  than  the  rest  for 
income  that  will  provide  a luxury  home, 
mountain  condominium,  travel,  and  other 
tangible  rewards  of  success? 

In  America  and  in  some  other  industrial- 
ized nations,  it  seems  we  must  learn  the  hard 
way.  We  keep  right  on  our  exploding  course 
until  we  are  brought  to  attention  by  a na- 
tional catastrophe.  Then  we  take  it  in  stride, 
make  necessary  modifications,  and  many 
words  are  printed  about  the  resilience  and 
remarkable  adaptation  of  our  citizenry. 

Hopefully  there  will  continue  to  be  disas- 
ters which  will  continue  to  force  us  to  alter 
our  course  and  thus  avoid  the  final  grue- 
some outcome  that  some  predict  for  our 
world.  It  is  probably  too  much  to  hope  that 
these  economic  confrontations  and  hardships 
will  dispel  the  avarice  from  our  individual 
and  collective  character.  Greed  seems  to  be 
our  common  weakness.  Isn’t  that  what  some 
of  the  long-haired  younger  generation  is  try- 
ing to  tell  us?  They  do  not  condemn  the  tre- 
mendous developments  in  technology  of  our 
generation.  They  decry  the  greedy  develop- 
ment and  exploitation  of  this  technology. 
Maybe  they  have  the  way. 
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STUDIES  OF  THE  Association  of  Medical 
Colleges  the  present  cost  of  undergraduate 
medical  education  is  $16,000  to  $26,000  per 
student  per  year.  And,  the  cost  continues  to 
rise!  Over  the  years  this  expense  has  been 
paid  by  private  con- 
A Mortgage  tribution,  the  state. 

On  Medical  the  federal  govern- 

Education  ment,  and  the  student. 

In  the  last  twenty- 
five  years  the  distribution  of  this  cost  among 
these  participants  has  changed  significantly. 
The  private  sector,  once  the  major  con- 
tributor, gave  10  per  cent  two  decades  ago, 
and  now  contributes  only  3 per  cent.  Input 
by  the  state  has  decreased  from  34  to  18  per 
cent.  Support  by  the  federal  government  has 
increased  from  20  to  55  per  cent.  The  por- 
tion paid  by  the  student  has  dropped  from 
17  per  cent  to  4 per  cent.  At  the  moment  we 
are  interested  in  these  last  two  sources  of 
funds. 

Most  people  agree  that  education  should 
be  supported  by  government  from  general 
revenues  because  education  is  important  to 
the  general  welfare  of  society.  Although 
there  is  still  debate  as  to  whether  this  sup- 
port should  be  by  state  or  by  federal  gov- 
ernment, the  practical  economics  of  the  na- 
tion seem  to  be  deciding  for  the  latter.  The 
argument  need  not  be  resolved  for  this  dis- 
cussion. By  a system  of  progressive  taxation 
the  wealthy  pay  more  general  revenue  than 
the  poor.  However,  since  statistically  the  low 
income  groups  do  not  participate  in  higher 
education  in  proportion  to  their  contribution 
to  the  general  revenue,  this  support  from 
general  funds  actually  subsidizes  children  of 
high  income  families.  More  important,  es- 
pecially in  higher  education,  many  benefits 
accrue  directly  to  the  student  rather  than  to 
society  as  a whole.  So,  it  is  argued  that  the 
medical  student  should  bear  a greater  pro- 
portion of  the  cost  of  his  education. 

But,  the  cost  to  the  medical  student  al- 
ready is  staggering!  Tuition  is  three  or  more 
times  what  it  was,  and  is  now  $1,000  to 
$4,000  per  year.  Board  and  room  and  other 
expenses  have  increased  at  least  five  times. 
One  who  reviews  loan  applications  of  med- 
ical students  is  astonished  at  the  indebted- 
ness— and  incidentally  continually  amazed 


at  the  courage  of  youth  and  their  inherent 
faith  in  the  future.  Plus,  the  cost  in  fore- 
gone income  (that  which  he  might  be  other- 
wise earning)  is  gigantic.  Even  if  we  agree 
that  theoretically  the  student  should  pay  a 
larger  share,  how  can  he? 

The  income  contingent  loan  is  under 
study  as  the  way.  This  method  is  the  appli- 
cation of  principles  of  long-term  investment 
in  a human  resource,  personal  education, 
comparable  to  investment  in  tangible  (mort- 
gage) or  financial  (business)  resources.  The 
investors,  those  desiring  the  education,  join 
a plan  where  they  share  the  benefits  and 
likewise  the  risks.  It  is  insurance  in  reverse 
— the  benefits  come  first  and  the  premiums 
are  paid  later.  It  would  work  like  this. 

The  student  borrows  from  a federal  loan 
fund  the  amount  he  will  need,  at  the  annual 
interest  rate  current  for  government  securi- 
ties. Repayment  begins  when  his  net  pro- 
fessional income  reaches  a certain  level  and 
continues  every  subsequent  year  that  his  in- 
come is  above  this  level.  Payment  is  col- 
lected as  a certain  per  cent  of  his  federal 
income  tax.  The  precise  per  cent  would  de- 
pend upon  the  amount  of  the  debt.  Certain 
devices,  actuarially  determined,  would  place 
a limit  on  the  maximum  amount  of  the  pay- 
ments, and  these  limits  would  be  based  on 
the  insurance  principle  that  some  would  pay 
more  and  some  would  pay  less.  The  success- 
ful doctor  in  an  active  specialty  would  pay 
more  than  the  doctor  in  a low  remunerative 
type  work  or  a doctor  who  died  before  he 
had  paid  his  debt. 

There  are  several  advantages  of  this 
method  of  payment.  No  one  is  subsidized  in 
the  loan  mechanism.  It  costs  the  government 
nothing.  It  is  available  to  every  eligible 
young  person.  It  guarantees  that  the  med- 
ical student  does  not  incur  overwhelming 
indebtedness.  Best  of  all,  if  the  government 
decides  on  socialized  medicine  with  fixed  in- 
comes for  physicians,  that  income  must  be 
high  enough  to  meet  the  contract,  or  the 
government  cannot  collect  the  student’s 
mortgage. 
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ARTICLES 


Bites  of  the  hand* 


Barbara  J.  Parks,  MD,  Leland  G.  Hawkins,  MD, 
and  Robert  L.  Horner,  MD,  Denver 


All  bite  wounds  of  the  hand  are 
considered  potentially  dangerous.  Infections 
frequently  destroy  hand  function.  Human, 
animal,  snake,  and  insect  bites  have 
unique  features  requiring  specific 
treatment.  Improperly  treated  wounds 
often  develop  complications. 


The  bitten  hand  is  a common  clinical  prob- 
lem. Each  year  in  this  country,  approx- 
imately one  million  people  are  bitten  by  do- 
mestic pets,  there  are  eight  thousand  poison- 
ous snake  bites,  no  one  has  tabulated  the 
number  of  human  bites,  and  insect  bites  are 
considered  uncountable.  When  the  mechan- 
ism of  injury  is  considered  it  is  not  surpris- 
ing that  the  hand  is  frequently  bitten.  Often 
the  victim  has  struck  a blow  to  the  oppo- 
nent’s teeth,  patted  the  disgruntled  dog,  re- 
strained the  squirming  cat,  caught  the  wild 
animal  or  handled  the  serpent. 

Like  other  forms  of  penetrating  trauma, 
bites  of  the  hand  can  cause  disruption  of 
structures  and  even  amputations.  Any  trau- 
matic wound  of  the  hand  can  become  in- 
fected. However,  bite  wounds  of  the  hand 
notoriously  produce  dangerous  infections 
which  may  permanently  impair  or  even  kill 
the  victim.  Because  hand  function  is  fre- 
quently destroyed  by  infection,  every  bite 
of  the  hand,  no  matter  how  superficial,  is 
considered  potentially  dangerous. 

♦Presented  at  the  103rd  Annual  Session  of  the  Colorado 
Medical  Society,  Colorado  Springs,  Colorado,  September 
20,  1973. 


Hand  Anatomy 

The  hand  is  compact  and  complex.  There 
are  twenty-seven  bones,  seventeen  nerves, 
eighteen  intrinsic  muscles,  and  the  inser- 
tions of  twenty-one  extrinsic  muscles.  There 
are  five  tendon  sheaths,  two  bursae,  three 
palmar  spaces  and  two  dorsal  spaces.  The 
possible  combinations  of  injury  are  immense. 

The  spread  of  infection  is  along  tissue 
planes  contaminated  by  the  injury.  The  po- 
tential spaces  enclosed  between  the  fascial 
planes  of  the  hand  are  normally  obliterated 
and  are  regarded  as  bursae  to  aid  the  gliding 
tendons.  When  infection  occurs  pus  distends 
the  spaces.  The  dorsal  subcutaneous  space 
is  superficial  to  the  extensor  tendons  and 
contains  most  of  the  lymphatic  drainage  of 
the  hand.  Thus  puffiness  of  this  area  often 
occurs  even  when  the  infection  is  located 
elsewhere  in  the  hand.  The  dorsal  subapo- 
neurotic space  lies  between  the  extensor 
tendons  and  the  metacarpals.  The  thenar, 
midpalmar  and  hypothenar  spaces  are  deep 
to  the  flexor  tendons  and  are  separated  by 
fibrous  septa.  Proximally  the  flexor  tendons 
are  enclosed  in  synovial  sheaths  known  as 
the  radial  and  ulnar  bursae.  All  the  dividing 
membranes  are  thin  and  suppurative  infec- 
tions easily  rupture  into  adjacent  compart- 
ments. 

Types  of  Bites 

The  human  mouth  has  been  called  a cess- 
pool of  organisms,  and  all  human  bites 
should  be  considered  heavily  contaminated. 
The  hand  wound  is  often  over  the  dorsum 
of  the  metacarpophalangeal  joint  resulting 
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from  a blow  to  teeth.  The  extensor  mechan- 
ism and  joint  space  may  be  involved.  With 
the  knuckle  flexed  at  the  time  of  impact, 
aerobic  and  anaerobic  bacteria  are  trans- 
ferred through  several  vital  layers.  When 
the  fingers  are  extended  the  wound  is 
sealed  by  the  sliding  layers  of  tissue,  en- 
trapping the  organisms.  Anaerobic  strepto- 
cocci and  staphylococci  seem  to  be  the  most 
vicious  mouth  organisms,  but  mixed  infec- 
tions are  common.^ 

Dog  bites  account  for  ninety  per  cent  of 
animal  bites.  Five  per  cent  of  the  bites  are 
by  cats  and  the  remaining  five  per  cent  are 
inflicted  by  a variety  of  species.  The  bac- 
terial contamination  of  the  dog  bite  wound 
has  been  debated.  There  is  a strong  conten- 
tion that  the  dog’s  mouth  is  relatively 
clean.-  However,  in  several  surveys,^*'^  thirty 
per  cent  of  dogs  were  noted  to  carry  Pas- 
teurella  multocida  in  the  nares  and  tonsillar 
areas,  and  over  fifty  per  cent  of  cats  had  the 
organism  as  normal  respiratory  flora.  The 
dog  bite  power  had  been  estimated  at  two- 
hundred  pounds  per  square  inch,  certainly 
enough  power  to  deeply  inoculate  micro- 
organisms into  even  a small  wound.  Cat 
teeth  are  sharp  puncturing  weapons  which 
inject  the  organism  into  a seemingly  trivial 
wound.  The  Pasteurella  multocida  organism 
is  a gram-negative  ovoid  bacillus  which 
causes  virulent  infections  in  lower  animals 
and  man.  Cat  scratch  disease  also  occurs  in 
cat  wounds  and  is  presumed  to  result  from 
a virus  of  the  Psittacosis-Lymphogranuloma 
venerum  group. 

The  incidence  of  rabies  in  dogs  today  is 
one  twentieth  the  incidence  in  1950.  Dog 
rabies  in  Colorado  is  extremely  rare.  The 
last  case  was  reported  in  Denver  in  1950.  At 
least  seventy  per  cent  of  the  dogs  are  im- 
munized against  rabies  each  year  and  most 
of  the  remaining  dogs  have  been  immunized 
in  the  past.  The  risk  of  cat  rabies  in  Colo- 
rado is  negligible.®  Rabies  in  wildlife  has  not 
diminished  and  skunks,  bats,  foxes,  and  rac- 
roons  account  for  eighty  per  cent  of  the  re- 
ported cases.  There  is  a low  incidence  of  rac- 
coon and  fox  rabies  in  Colorado,  however, 
bat  and  skunk  bites  occurring  in  this  state 
are  considered  rabies  prone.®  Small  rodents 
do  not  carry  rabies;  this  category  includes 


squirrels,  chipmunks,  hamsters,  mice  and 
rabbits. 

About  half  the  snake  bites  involve  the 
hand,  especially  the  fingers.  It  is  an  ex- 
tremely serious  wound  because  all  the  func- 
tioning components  of  the  hand  are  affected 
by  the  venom.  It  must  be  established  that 
the  snake  is  poisonous  and  there  has  been 
envenomation.  In  a third  of  the  strikes  of 
poisonous  snakes  venom  is  not  injected.’’  The 
snake’s  mouth  also  contains  bacteria,  includ- 
ing Clostridium  tetani. 

Arthropod  bites  of  the  hand  have  no  dis- 
tinct features  except  the  bite  of  the  brown 
recluse  spider.  The  effect  of  the  spider’s 
toxin  has  been  closely  compared  to  viper 
venom. 

Clinical  Features 

At  least  fifty  per  cent  of  patients  with 
human  bite  wounds  of  the  hand  present  for 
treatment  after  a 12  to  24  hour  delay.’  Ap- 
parently there  is  some  reluctance  to  reveal 
the  injury,  but  usually  within  24  hours  the 
infected  hand  develops  severe  wound  pain, 
accompanied  by  marked  edema,  local  and 
streaking  erythema  and  foul  wound  drain- 
age. Epitrochleal  and  axillary  nodal  tender- 
ness is  common.  Careful  assessment  of  motor 
and  sensory  function  is  necessary  to  detect 
possible  anatomical  disruptions. 

Local  pasteurella  multocida  infections  of 
the  hand  usually  develop  within  24  hours 
after  a dog  or  cat  bite.^  The  presentation  in- 
cludes severe  pain,  erythema,  swelling  and 
drainage  of  the  wound.  The  organism  can 
produce  a marked  cellulitis,  localized  ab- 
scess, or  acute  tenosynovitis  when  intro- 
duced into  a synovial  sheath.  In  cat  scratch 
disease  there  is  a 10  to  30  day  incubation 
period  followed  by  malaise,  headache,  low 
grade  fever,  and  lymphadenitis. 

The  viper  bites  present  with  fang  marks, 
immediate  pain,  discoloration,  and  rapid 
swelling.  This  reaction  begins  in  15  to  30 
minutes,  and  if  there  is  no  reaction  within 
60  minutes,  the  patient  was  either  bitten  by 
a non-poisonous  snake  or  received  an  abor- 
tive poisonous  bite. 

The  bite  site  of  the  brown  recluse  spider 
usually  becomes  extremely  painful  within  a 
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six-hour  period  and  is  marked  by  the  pro- 
gression of  local  wound  necrosis  and  even- 
tual wound  slough. 

Complications 

Suppurative  tenosynovitis,  septic  arthri- 
tis and  osteomyelitis  are  common  complica- 
tions of  human  bite  wounds  of  the  hand. 
Gas  gangrene  is  probably  the  most  poten- 
tially lethal  complication  of  human  bites  of 
the  hand. 

Acute  tenosynovitis,  septicemia,  and  os- 
teomyelitis are  also  potential  complications 
in  the  Pasteurella  multocida  infections  in- 
curred from  dog  and  cat  bites.  Rabies  re- 
mains the  most  serious  complication  of  an- 
imal bites. 

The  complications  of  poisonous  snake 
bites  range  from  local  tissue  loss  to  loss  of 
life.  Localized  abscesses  and  full  thickness 
skin  loss  have  occurred  following  insect 
bites  of  the  hand. 

Treatment 

HUMAN  BITES:  The  hand  wound  should 
be  cleansed,  surgically  debrided,  irrigated, 
cultured,  and  not  sutured  primarily.  A week’s 
course  of  antibiotics  is  given.  Penicillin  has 
been  a standby  but  recently  Clindamycin 
(Cleocin,  Upjohn)  has  been  used  because  of 
its  effectiveness  against  anaerobic  organ- 
isms. Current  tetanus  immunization  must  be 
assured. 

ANIMAL  BITES:  The  management  of 
hand  wounds  inflicted  by  animals  is  similar 
to  that  of  human  bites.  Primary  closure  is 
not  recommended  for  animal  bites  of  the 
hand.  The  bite  wounds  of  rabid  animals 
should  be  treated  promptly  since  early 
wound  care  remains  the  most  important 
means  of  preventing  rabies.  The  objective  is 
to  remove  or  inactivate  the  virus.  Fifty  per 
cent  alcohol  has  been  used  as  an  effective 
viricidal  solution  for  wound  irrigation. 

SNAKE  BITES:  A flat  tourniquet  should 
be  applied  between  the  bite  site  and  the 
heart  to  inhibit  lymphatic  and  venous  flow, 
but  not  arterial  supply.  It  must  be  placed 
within  the  first  half-hour  to  be  beneficial. 
If  swelling  is  already  present,  a tourniquet  is 
not  used.  As  swelling  increases  the  tourni- 
quet should  be  loosened,  but  never  removed 


and  reapplied  intermittently  since  this  in- 
jects venom  systemically.  It  should  not  be 
left  more  than  two  hours  and  should  be  com- 
pletely released  when  the  antivenin  is  given. 

Ideal  wound  management,  if  the  patient 
is  seen  within  a half-hour  postbite,  or  two 
hours  with  effective  tourniquet  treatment, 
is  elliptical  excision  of  the  fang  marks  and 
injection  site.'^  The  area  can  be  grafted  later. 
The  alternative  is  a linear  incision  from  one 
fang  mark  to  the  other.  Cruciate  or  cross- 
hatch  incisions  are  actually  harmful.  Four 
skin  flaps  are  created,  suction  is  less  effec- 
tive, and  the  flaps  necrose.  Suction  should 
be  applied  gently  over  a short  period  of  time. 
The  earlier  suction  is  started  the  better,  but 
it  can  be  effective  even  after  a two-hour 
delay.  About  forty  per  cent  of  the  venom 
can  be  recovered  by  suctioning. 

Local  hypothermia  is  still  regarded  as  an 
effective  first-aid  measure  to  retard  the 
spread  of  toxin.  However  the  use  of  pro- 
longed cold  as  treatment  for  snake  bite  is 
no  longer  a procedure  of  choice.  Early  fasci- 
otomy  within  six  hours  of  envenomation  is 
recommended  to  avoid  a closed  compartment 
syndrome. 

INSECT  BITES:  The  best  treatment  of 
the  brown  recluse  spider  bite  is  to  excise  the 
involved  area  initially.  If  performed  early, 
healing  usually  occurs  without  need  for  fur- 
ther surgery.  If  excision  is  delayed,  later 
grafting  might  be  required.® 

Discussion 

There  is  little  controversy  over  the  treat- 
ment of  human  bites  of  the  hand.  Open  man- 
agement of  the  wound  is  most  important. 
Although  primary  closure  of  large  animal 
bites  of  the  face  and  body  has  become  ac- 
ceptable, minor  lacerations  and  puncture 
wounds  remain  worrisome.  Most  hand  sur- 
geons still  consider  it  unwise  to  close  animal 
bites  of  the  hand  primarily.  A convincing 
study  for  open  management  of  dog  bites  of 
the  hand  was  done  a few  years  ago  at  the 
Military  Canine  Training  Center.®  In  bites 
of  the  upper  extremity  closed  primarily,  47 
per  cent  became  infected  and  the  most  fre- 
quently isolated  organism  was  Pasteurella 
multocida.  The  occurrence  of  rabies  is  not 
common  in  hand  bites  if  the  wound  is  prop- 
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erly  managed.  The  routine  use  of  rabies  vac- 
cine for  animal  bites  is  not  recommended. 

Prolonged  ice  treatment  in  poisonous 
snake  bites  has  the  deceptive  appearance  of 
preserving  normal  tissue,  but  on  thawing, 
the  tissue  becomes  necrotic  from  the  cold 
injury.  It  is  often  difficult  to  evaluate  the 
effects  of  the  ice  versus  the  effects  of  the 
venom.®  The  controversy  over  fasciotomy 
probably  stems  from  the  fact  that  it  is  often 
done  too  late  to  be  effective.  Tissue  loss  near 
the  bite  results  from  the  necrotizing  venom, 
but  more  distant  loss  is  from  ischemia  sec- 
ondary to  severe  swelling.  Contractures 
probably  develop  as  often  from  tissue 
ischemia  as  from  venom  necrotoxin.  When 
a compartment  syndrome  exists,  the  deliv- 
ery of  antivenin  to  that  area  can  be  inade- 
quate and  early  fasciotomy  will  facilitate 
neutralization. 

In  all  types  of  bites  of  the  hand  the  basic 
principles  are  these:  (1)  cleansing  and  sur- 
gical debridement,  leaving  the  wounds  open 
initially;  (2)  wound  culture;  (3)  tetanus 
prophylaxis;  (4)  antibiotics;  (5)  immobiliza- 
tion of  the  injured  part;  (6)  elevation  of  the 


extremity;  and  (7)  incision  and  drainage  of 
all  closed  space  infections. 

Since  the  time  of  Knavel  and  Koch  and 
the  advent  of  antibiotics  there  have  been  no 
dramatic  discoveries  in  this  field.  However 
the  bitten  hand  remains  a common  clinical 
problem.  Its  delicate  balance  is  often  dis- 
torted and  lost  by  the  patient’s  indifference 
or  the  doctor’s  delayed  diagnosis  or  incom- 
plete treatment. 

Summary 

The  hand  is  frequently  involved  in  bite 
injuries.  The  wounds  are  especially  hazard- 
ous because  of  the  damage  produced  by 
varied  mouth  organisms  introduced  into  the 
multiple  intricate  structures  in  the  fingers, 
hand  and  wrist.  The  proper  care  of  human 
bites  is  crucial.  Specific  organisms  can  be 
anticipated  in  dog  and  cat  bites.  Bites  of 
other  animals  also  require  special  precau- 
tion. Snake  bites  of  the  hand  involve  all 
components  and  entail  immediate  treatment. 
Complications  of  bite  injuries  must  be  rec- 
ognized early  to  preserve  hand  function.  • 
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Vulvar  carcinoma  treated  successfully 


C.  D.  Chamoun,  MD,  Virginia  Downing,  MD, 
and  R.  A.  Huseby,  MD,  Denver* 


A 62-year-old  Caucasian  woman  with 
extensive  regional  recurrence  of  squamous 
cell  carcinoma  of  the  vulva  was  treated 
with  intra-arterial,  parenteral  and 
oral  methotrexate  with  complete 
regression.  She  is  well  and  living  a normal 
life  with  no  evidence  of  malignant 
disease  eight  years  post  therapy. 


Carcinoma  of  the  vulva  is  a relatively  rare 
malignant  disease  in  women.  In  the  last 
three  decades,  remarkable  progress  in  treat- 
ment of  patients  with  this  disease  has  been 
made,  with  radical  excision  of  the  primary 
lesion  with  bilateral  femoral,  inguinal  and 
extraperitoneal  lymphadenectomy  when  in- 
dicated and  possible.^  It  is  the  patient  with 
recurrence  of  lesions  such  as  the  one  reported 
here  where  treatment  has  been  unsatisfac- 
tory. The  purpose  of  this  communication  is 
to  report  an  unusual  case  of  recurrent  vulvar 
carcinoma  which  responded  dramatically  to 
methotrexate. 

CASE  REPORT 

A 62-year-old  white  woman  was  first  admitted 
to  the  American  Medical  Center  at  Denver,  Jime 
29,  1965.  Onset  of  her  disease  was  September, 
1963  with  an  abscess  in  the  left  vulvar  area 
which  improved  on  antibiotic  and  local  treatment 
initially  but  did  not  heal.  Biopsy  of  an  ulcerated 


•From  the  American  Medical  Center,  Denver.  Dr.  Huseby 
is  Director  of  Research  and  Drs.  Downing  and  Chamoun 
are  members  of  the  Medical  Staff  of  the  Center.  This 
paper  was  presented  at  the  Annual  Meeting  of  the  Colo- 
rado Medical  Society,  1973. 


area  was  performed  October  8,  1963,  followed 
promptly  by  a radical  vulvectomy  with  bilateral 
superficial  and  deep  inguinal  node  dissection,  es- 
tablishing the  pathologic  diagnosis  of  infiltrating 
squamous  cell  carcinoma  of  the  vulva.  Skin  grafts 
to  the  groins  bilaterally  were  carried  out'  three 
weeks  later.  The  patient  did  well  until  December 
1964  when  she  developed  pruritis  and  swelling  of 
the  left  labial  area,  with  some  drainage  of  clear 
serous  fluid.  Biopsy  at  that  time  showed  only 
granulomatous  panniculitis.  By  March  1965  there 
was  a 4 cm  mass  noted  inferior  to  this  draining 
area.  Wide  excision  of  aU  visible  and  palpable 
tumor  was  carried  out  at  that  time.  This  included 
excision  of  a portion  of  the  adductor  muscle  in- 
volving the  left  leg,  with  the  pathologic  diagnosis 
of  squamous  cell  carcinoma  of  the  -vulva.  Two 
months  later  extensive  recurrence  with  extension 
into  the  thigh  was  noted.  The  patient  was  then  re- 
ferred to  this  hospital  because  of  extensive  edema 
and  pain  in  the  left  thigh,  difficulty  in  walking 
secondary  to  recurrent  ulceration  and  massive  in- 
duration in  the  area  of  the  left  labia. 

Her  past  medical  history  included  a sub-total 
hysterectomy  and  bilateral  oophorectomy  and 
salpingectomy  in  1949  for  a large  fibroma  of  the 
uterus,  weighing  23  pounds,  and  pseudo-mucinous 
cystadenoma  of  the  left  ovary,  non-malignant. 
A grandfather  died  of  carcinoma  of  the  stomach, 
the  only  known  family  history  of  malignant  dis- 
ease. 

Physical  examination  on  admission  showed  a 
well  developed  woman  of  stated  age  in  consider- 
able discomfort.  Weight  was  1571/2  pounds,  height 
was  5 feet  4 inches.  Blood  pressure  was  140/70. 
The  positive  and  pertinent  physical  findings  in- 
cluded an  ill-defined  mass  in  the  right  breast 
upper  and  outer  quadrant,  but  no  cervical  or 
axillary  lymphadenopathy.  No  organs  or  masses 
were  felt  in  the  abdomen,  but  there  were  wide 
surgical  scars  of  the  superficial  and  deep  iliac 
bilateral  node  dissection.  The  relatively  recent 
surgical  scar  in  the  left  inguinal  area  was  not 
completely  healed.  There  was  an  indurated  mass 
parallel  to  the  left  inguinal  line,  6 to  7 cm  wide 
which  extended  medially  and  downward  almost 
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Fig.  1.  Pre-treatment  I.V.P.,  July  7,  1965  demon- 
strating hydronephrosis  left  kidney  and  suggest- 
ing possible  pelvic  mass  extrinsic  left  side  of 
bladder. 

to  the  anal  region.  There  was  a tumor  about  3 
cm  to  the  left  of  the  vulvar  area  on  the  left.  In 
the  left  vulvar  area  was  a surgical,  scar  with  an 
ulcerated  mass,  lateral  region,  measuring  approx- 
imately 1.5  cm  and  draining  sero-purulent,  bloody 
fluid  from  a sinus.  The  left  vaginal  wall  was  in- 
durated. On  rectal  examination  there  were  hard 
areas  on  the  left  suggesting  involvement  of  the 
external  structures  and  muscles  around  the  left 
side  of  the  rectum.  The  left  upper  thigh  was  tre- 
mendously enlarged,  and  tender,  and  semi-flexion 
of  this  thigh  was  the  only  comfortable  position 
for  the  patient. 

Initial  laboratory  work  included  hemoglobin 
of  11.7  grams,  white  blood  count  13,800  with  nor- 
mal differential  and  platelets.  BUN,  blood  sugar 
and  bilirubin  were  within  normal  limits.  Alka- 
line phosphatase  was  slightly  elevated  to  5 BL 
units  and  the  SCOT  was  52  units.  Urinalysis 
showed  50  mg%  of  albumin  with  moderate  num- 
ber of  red  cells  and  many  white  cells  in  the  sedi- 
ment. 

Chest  x-ray  was  normal.  X-ray  of  the  pelvis 
showed  some  rarefaction  in  the  left  pelvic  bone 
near  the  junctions  of  the  descending  ramus  of  the 
left  pubic  bone  and  ascending  ramus  of  the  left 
ischium  indicating  metastatic  involvement.  IVP 
(Fig.  1)  showed  hydronephrosis  on  the  left  and  a 
defect  on  the  left  side  of  the  bladder  suggesting 
a mass  in  the  left  side  of  the  pelvis. 


Fig.  2.  X-ray,  4 days  after  completion  of  140  mg 
methotrexate  intra-arterially;  sinus  tract  with 
some  residual  radio-opaque  media  leading  into 
region  of  left  ischium  showing  bone  destruction 
and  probable  tumor  destruction. 

Initially  methotrexate  infusion  was  given 
intra-arterially  via  the  left  brachial  artery  into 
the  aorta  and  the  left  iliac  vessel  from  July  17 
through  July  25,  1965,  total  140  mg  together  with 
citrovorum  factor  15  mg  intramuscularly  in  di- 
vided doses  daily.  Toxicity  was  mild  with  a sto- 
matitis and  a moderate  drop  in  the  white  count 
to  2,550  on  July  24.  Hemoglobin  dropped  to  8.7 
grams  and  transfusions  were  given.  SCOT  rose 
to  a high  of  124  units  but  returned  to  normal. 

There  was  definite  clinical  improvement  noted 
during,  as  well  as  shortly  after,  intra-arterial 
methotrexate  was  completed,  with  measurable 
decrease  in  the  left  upper  thigh  mass  and  with 
less  pain  on  motion.  There  was  a decrease  in  the 
vaginal  sinus  drainage.  A repeat  IVP  on  July  28, 
1965  was  unchanged,  the  destructive  pubic  bone 
area  lesion  remained,  but  a “pocket  of  air”  ex- 
tending over  the  left  descending  ramus  of  the 
pubic  bone  was  noted.  For  further  evaluation  of 
the  area,  renografin  was  injected  into  this  sinus 
with  its  flow  continuing  into  the  region  of  the 
left  ischium,  (Fig.  2)  site  of  the  metastatic  lesion 
previously  noted.  This  “abscess  pocket”,  more  ap- 
parent at  this  time,  was  interpreted  as  being  sec- 
ondary to  tumor  destruction. 

On  August  4,  1965,  the  patient  was  started  on 
intravenous  methotrexate,  15  mg  three  times 
weekly,  then  20  mg  twice  a week,  with  only  mild 
toxicity  and  temporary  elevation  of  SCOT.  She 
was  discharged  essentially  asymptomatic,  ambu- 
latory, on  Sept.  14,  1965  and  followed  regularly 
in  the  outpatient  department  receiving  metho- 
trexate intravenously  twice  weekly.  The  metho- 
trexate was  changed  to  oral  route,  5 mg  daily 
with  resulting  stomatitis  which  cleared  after  with- 
drawal of  the  drug.  Thereafter  the  methotrexate 
was  given  intravenously  for  the  next  few  months 
once  or  twice  weekly  in  doses  of  5 to  15  mg. 
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There  was  further  improvement  with  diminution 
of  the  large  mass  of  left  upper  thigh  and  regres- 
sion of  the  left  hydronephrosis  to  normal  in  the 
IVP  dated  Dec.  10,  1965  (Fig.  3).  The  x-ray  of  the 
pelvis  March  8,  1966  (Fig.  4)  showed  healing  of 
the  bone  lesion  of  the  left  ischium  and  filling  in 
of  the  ulceration  and  sinus  tract  of  the  left  vulvar 
region. 

By  January,  1966  the  vulvar  carcinoma  was 
no  longer  apparent  and  attention  was  then  di- 
rected to  the  mass  in  the  right  breast  initially 
noted  on  admission  and  which  had  become  more 
defined,  being  about  3 cm  in  diameter.  A simple 
mastectomy  was  performed  establishing  the  diag- 
nosis of  infiltrating  duct  cell  carcinoma.  A right 
radical  node  dissection  was  subsequently  done 
December  1966,  and  eight  of  the  forty-five  nodes 
removed  showed  metastatic  disease.  At  no  time 
has  there  been  any  other  evidence  of  bone  me- 
tastases  in  repeat  surveys  nor  in  the  soft  tissue. 

Methotrexate  was  continued,  but  the  regime 
was  altered  from  time  to  time.  Beginning  Decem- 
ber 1968,  the  patient  received  35  mg  orally  in  a 
single  dose  once  weekly  with  occasional  omission 
because  of  stomatitis,  which  was  usually  promptly 
reversible  on  withdrawal  of  the  drug.  There  was 
some  edema  of  the  right  upper  arm  noted  in  1969 
which  subsequently  subsided  to  a moderate  de- 
gree. The  methotrexate  was  discontinued  April 
1969  for  a period  of  three  months  and  was  re-insti- 
tuted  intermittently;  it  was  discontinued  alto- 


Fig.  3.  Five  months  post  treatment  I.V.P.  demon- 
strating regression  of  hydronephrosis,  left,  Decem- 
ber 10,  1965. 


Fig.  4.  No  evidence  of  metastatic  involvement  left 
ischium,  post  beginning  treatment,  eight  months, 
March  8,  1966. 


gether  in  February  1970  as  the  patient  had  had 
no  evidence  of  active  malignant  disease,  either 
of  vulva  or  breast.  She  was  followed  closely  in 
the  outpatient  department  for  several  months, 
then  as  she  continued  to  do  well  on  no  specific 
therapy  her  checkups  have  been  at  longer  and 
longer  intervals.  She  has  had  several  brief  hos- 
pital admissions  for  other  disorders  as  pneumoni- 
tis and  twice  for  a suggestive  erysipelas.  The  pa- 
tient has  also  had  an  excess  weight  problem, 
chiefly  because  of  her  enjoyment  of  cooking  and 
eating.  On  the  whole,  however,  she  has  lived  a 
normal  life.  It  has  been  ten  years  since  the  onset 
of  the  vulvar  disease  and  eight  years  since  the 
initial  treatment  with  methotrexate. 

Discussion 

According  to  the  1968  statistics  of  the 
U.  S.  Department  of  Health  Education  and 
Welfare,  vulvar  carcinoma  comprises  some  2 
to  3.5%  of  all  cancer  involving  the  female 
reproductive  system,^®  the  incidence  being 
greater  after  age  60.  As  in  many  malignan- 
cies, with  early  diagnosis  surgery  may  be 
successfully  carried  out,  and  absolute  5-year 
survival  rates  up  to  66  per  cent  of  a series  of 
patients  so  treated  are  apparently  not  un- 
common.^ It  is  the  patient  with  recurrence  of 
lesions,  such  as  the  one  herein  reported, 
where  treatment  has  been  relatively  unsatis- 
factory. For  example,  radiation  therapy  has 
been  generally  discouraging,  the  5-year  sur- 
vival rate  ranging  from  12  to  18  per  cent.  Ag- 
gressive radiation  therapy  might  increase 
survival  rate  for  a patient  deemed  unsuitable 
for  surgery,  particularly  where  there  has 
been  recurrence  of  their  disease.'*’’ 
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Reported  instances  of  the  use  of  chemo- 
therapy in  vulvar  carcinoma  have  been  in- 
frequent and  not  encouraging.  In  the  early 
1960’s  there  was  considerable  interest  in  the 
intra-arterial  route  for  administration  of 
chemotherapeutic  agents  but  most  were  con- 
cerned with  carcinoma  of  the  cervix. In 
1965,  Rutledge’s”  article  on  cancer  of  the 
vulva  and  vagina  included  a paragraph  on 
chemotherapy  reporting  only  a small  experi- 
ence with  perfusion  technic,  with  one  of  four 
patients  greatly  improved.  This  was  rec- 
ommended only  in  patients  in  which  surgery 
was  not  feasible.  In  a review  of  206  cases, 
Frick  et  aR  found  only  three  patients  with 
disseminated  cancer  of  the  vulva  treated 
with  chemical  agents  and  all  were  complete 
failures.  Frick  with  William  Haffner®  later 
reported  intermittent  I.V.  methotrexate  in 
advanced  cancer  of  the  cervix  and  vulvo- 
vagina  also  ineffective  for  routine  therapy; 
they  had  found  no  reports  of  complete  remis- 
sion, nor  have  we.  Gorgun  and  associates 
reported  one  patient  with  epidermoid  carci- 
noma of  the  vulva  treated  with  methotrex- 
ate® who  died  of  renal  failure  and  ileus  fol- 
lowing sepsis  during  the  infusion  in  12  days. 
The  Mayo  Clinic  survey  of  literature  as  well 
as  their  patients  in  1968®  concluded  that 
drugs  presently  available  for  regional  chemo- 
therapy are  not  warranted  for  squamous  cell 
epithelioma  primary  of  the  vulva,  vagina  or 
cervix.  There  is  at  least  one  mildly  encourag- 
ing note  from  France®  regarding  bleomycin, 
one  of  the  newer  agents,  in  human  cancer 
used  systemically  or  by  arterial  perfusion. 
Vulvar  squamous  cell  carcinoma  was  among 
other  squamous  cell  carcinomas  particularly 
of  the  skin,  penis,  esophagus,  cervix,  etc.  that 
appeared  to  be  sensitive  to  this  new  agent, 
but  complete  regressions  were  observed  in 
sqaumous  cell  carcinoma  of  the  skin,  penis 
and  mycosis  fungoides  only.  Our  choice  of 
methotrexate  for  a trial  in  this  patient  was 
based  on  our  early  encouraging  results  with 
methotrexate  in  squamous  cell  carcinoma  of 
the  head  and  neck.® 

The  response  of  the  patient  reported  is 
thus  quite  unusual,  particularly  in  view  of 
the  long  survival.  She  had  had  accepted  rad- 
ical surgery,  but  unfortunately  had  recur- 


rence, and  then  had  another  wide  excision 
with  an  even  more  prompt  recurrence.  It  is 
interesting  that  this  patient  also  had  two 
primaries,  very  likely  the  second  primary, 
i.e.  of  the  breast,  developed  after  the  vulvar 
carcinoma.  Coexisting  malignancies  have 
been  noted  over  the  years  by  other  groups.^ 
Fourteen  of  ninety  patients  had  coexisting 
malignancies  and  these  authors  suggested  a 
higher  prediliction  of  involvement  of  the 
breast  and  endometrium  in  their  series,  pri- 
maries known  to  be  influenced  by  gonadal 
steroids,  indicating  a possible  steroid  hor- 
monal disorder  in  the  genesis  of  vulvar  car- 
cinoma. 


Summary 

We  have  reported  a patient  with  car- 
cinoma of  the  vulva  who  had  a radical  vul- 
vectomy with  bilateral  superficial  and  deep 
iliac  node  dissection,  usually  adequate  treat- 
ment. Unfortunately  in  a little  over  a year 
recurrence  developed,  subsequently  followed 
by  wide  excision  of  all  visible  and  palpable 
recurrent  tumor.  She,  nevertheless,  developed 
prompt  recurrence  with  extension  into  the 
thigh  as  well  as  inwardly  involving  the  left 
ischium  and  with  left  hydronephrosis.  A 
sinus  was  demonstrated  from  the  vagina  in- 
volving the  ischium. 

The  treatment  consisted  of  intra-arterial 
methotrexate  infusion  via  the  left  brachial 
artery.  There  was  actual  minimal  toxicity, 
with  a moderate  drop  in  the  white  count  and 
hemoglobin  and  a rise  in  the  SCOT.  When 
these  returned  to  normal  the  patient  was 
started  on  parenteral  methotrexate  in  dif- 
ferent dosage  and  time  schedules.  There  was 
remarkable  improvement  with  diminution 
of  the  large  mass,  left  upper  thigh,  and  grad- 
ual regression  of  the  left  hydronephrosis,  as 
well  as  healing  of  the  left  ischial  bone  lesion 
and  the  sinus  tract  area.  The  patient  was 
discharged  after  two  months  of  intensive 
therapy,  and  since  that  time  she  has  been  fol- 
lowed in  the  outpatient  department,  receiv- 
ing methotrexate  as  tolerated,  subsequently 
entirely  orally,  and  with  intermittent  omis- 
sions until  it  was  finally  discontinued  com- 
pletely in  February  1970. 


92 


Rocky  Mountain  Medical  Journal 


In  1966  when  the  vulvar  carcinoma 
seemed  to  be  adequately  controlled,  atten- 
tion was  directed  to  a mass  in  the  right 
breast  which  had  become  more  defined  since 
originally  noted  on  admission.  This  lesion 
was  treated  by  simple  mastectomy,  subse- 
quently followed  by  right  radical  axillary 
node  dissection. 

At  this  point  in  time,  10  years  following 


the  initial  signs  and  symptoms  and  diagnosis 
and  surgery  of  the  vulvar  carcinoma  and 
eight  years  following  the  initial  treatment 
with  methotrexate,  the  patient  is  enjoying  a 
normal  life.  • 
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Hormonal  basis  for  the 
dumping  syndrome 

Richard  L.  Davis,  MD,  and  Dean  L.  Girard,  MD,  La  Junta,  Colorado, 
and  R.  Philip  Eaton,  MD,  Albuquerque,  New  Mexico* 


A Case  Report  and  Revieiv  of  the 
Literature. 


The  dumping  syndrome  occurs  when  for  any 
reason  the  stomach’s  reservoir  function  is 
compromised,  and  post-prandial  gastric  con- 
tents are  propelled  too  rapidly  into  the  small 
intestine.  The  syndrome  may  be  provoked  by 
a meal  or  by  ingestion  of  hypertonic  glucose 
solution.  The  symptoms  vary  widely  in  dif- 
ferent individuals,  but  usually  appear  in 
three  phases  related  to  the  time  of  ingestion 
of  food.  The  initial  symptoms  consist  of  diz- 
ziness and  lightheadness,  tachycardia,  flush- 
ing, sweating,  with  postural  syncope,  appar- 
ently of  vasomotor  origin.  This  complex  may 
be  followed  by  intestinal  symptoms:  bor- 
borygmi,  nausea,  vomiting,  diarrhea,  and  ab- 
dominal pain.  Finally,  a small  per  cent  of 
patients  demonstrate  a delayed  weakness, 
associated  with  pallor,  sweating,  tachycardia, 
and  relief  with  ingestion  of  food. 

Various  investigators  have  suggested  that 
the  three  clinical  phases  of  the  dumping  syn- 
drome described  above  may  be  attributed  to 
augmented  secretion  of  three  intestinal  hor- 

•Drs.  Davis  and  Girard  are  in  private  practice.  Dr.  Eaton 
is  Associate  Professor  of  Medicine,  and  Chief,  Division 
of  Endocrinology  and  Metabolism,  University  of  New 
Mexico  Medical  School.  This  paper  was  presented  in  part 
at  the  Otero  County  Medical  Society,  September,  1973. 
The  investigation  was  supported  by  the  U.  S.  Public 
Health  Service  Grant  5 ROI  HE  12085,  by  Career  Develop- 
ment Award  1 K04  35843,  by  U.  S.  Public  Health  Service 
Grant  9-SR-05531-05,  and  by  the  KROC  Foundation. 


mones.  These  hormones,  (1)  bradykinin,  (2) 
serotonin,  and  (3)  gut  glucagon,  have  all 
been  shown  to  be  released  in  abnormally  in- 
creased concentration  in  patients  with  the 
dumping  syndrome. 

The  present  case  report  illustrates  a 
classic  example  of  all  three  phases  of  the 
dumping  syndrome,  and  demonstrates  the 
successful  amelioration  of  the  first  two  sets 
of  symptoms  with  an  anti-bradykinin  and 
anti-serotonin  drug,  cyproheptadine.^ 

CASE  REPORT 

A 62-year-old  man  with  a fifteen  year  history 
of  “ulcer”  disease  had  operation  in  1962  for  acute 
massive  upper  gastrointestinal  bleeding.  A sub- 
total gastric  resection  with  a Billroth  I anasto- 
mosis was  performed.  For  the  subsequent  ten 
years,  the  patient  has  been  bothered  by  episodes 
of  recurrent  distress  following  meals.  These  did 
not  occur  every  day  or  after  every  meal,  but 
tended  to  follow  every  meal  for  several  days  fol- 
lowed by  an  asyptomatic  period  lasting  for  3 to 
7 days.  The  initial  symptoms  of  tachycardia, 
sweating,  or  a facial  flush,  began  about  5 to  10 
minutes  after  beginning  to  eat.  This  symptom 
complex  would  last  for  20  minutes  to  an  hour, 
and  was  not  clearly  altered  by  substituting  fat 
or  protein  for  a high  carbohydrate  meal.  Usually, 
lying  down  at  the  onset  of  these  phenomenon  pre- 
vented subsequent  dizziness  and  syncope. 

Less  often  he  noted  a different  set  of  symp- 
toms occurring  15  to  20  minutes  following  the 
initiation  of  a meal,  characterized  by  weakness, 
a flushed  feeling  with  perspiration  and  nausea, 
often  accompanied  by  vomiting,  but  no  tremulous- 
ness, palpitations,  or  tachycardia.  He  feels  that 
these  symptoms  also  are  relieved  by  lying  down 
or  drinking  water.  Furthermore,  he  believes  that 
certain  foods  such  as  sweets,  milk,  ice  cream,  and 
sometimes  bread  will  induce  these  episodes  with 
some  regularity. 

Finally,  for  the  past  eight  years,  he  has  de- 
veloped the  habit  of  eating  every  2V2  hours  to 
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TABLE  1 

ORAL  GLUCOSE  TOLERANCE  TEST* 


Time 

Serum  Glucose 

Serum  Insulin 

(tag%) 

(mg%) 

0 

76 

12 

15  min. 

235 

37 

30 

379 

84 

1 hour 

309 

46 

2 

202 

41 

2V2 

153 

31 

3 

120 

25 

SVz 

87 

17 

4 

70 

16 

41/2 

61 

13 

5 

62 

12 

] • 100  gm  glucose  administered  as  "Glucola” 

I 

avoid  a third  set  of  symptoms.  He  discovered  that 
j more  prolonged  absence  of  food  results  in  fatigue, 
1 generalized  muscle  weakness,  giddiness,  dizziness, 
i tachycardia,  hunger,  and  a “cold  sweat”  clearly 
different  from  the  more  immediate  symptom 
* complexes. 

These  problems  had  so  disturbed  the  daily  pat- 
' tern  of  this  patient,  that  he  was  virtually  in- 
capacitated at  the  time  of  hospital  evaluation. 

j Treatment:  Recognizing  that  the  first  phase  of 
' the  dumping  syndrome  is  considered  by  some  in- 
vestigators to  be  mediated  by  bradykinin,  we 
initiated  study  with  this  concept  in  mind.  “Hyper- 
bradykininism”  is  reported  by  Streeten  et  aH  to 
be  associated  with  a unique  set  of  physical  find- 
ings characterized  by  syncope  associated  with 
; flushing,  tachycardia,  reduction  in  systolic  blood 
pressure,  and  either  elevation  or  unchanged  di- 
astolic  pressure.  To  examine  our  patient  for  this 
I,  phenomenon,  a standard  100  gram  oral/glucose 
(GTT)  tolerance  test  was  performed,  with  serial 
[*  monitoring  of  these  parameters.  The  results  of 
1 the  GTT  are  shown  in  Fig.  1,  with  the  blood 
pressure,  pulse,  and  clinical  symptoms  depicted 
! temporally  as  they  relate  to  the  simultaneous 
j blood  glucose  concentration. 

Most  striking  during  this  oral  GTT  was  the 

I faithful  reproduction  of  the  various  symptoms  de- 
scribed by  the  patient.  Within  15  minutes  of  the 
ingestion  of  glucose,  the  patient  demonstrated  a 
tachycardia  of  120/min,  a marked  postural  reduc- 
tion in  systolic  pressure,  with  little  change  in 
diastolic  pressure,  and  the  rapid  appearance  of 
facial  perspiration  and  flushing.  By  30  minutes, 
he  developed  abdominal  discomfort  and  bor- 
borygmi  with  persistent  tachycardia  and  ortho- 
static lightheadedness.  At  "IVi  hours,  his  pulse  re- 
turned to  normal  and  he  demonstrated  a frank 
syncopal  spell,  recovering  after  assiuning  the 
supine  position.  At  3 to  4 hours,  coincident  with 
a reduction  in  the  blood  glucose  concentration,  he 
developed  hunger  and  “weakness”,  demanded  a 
glass  of  juice  for  relief,  and  the  orthostatic 
changes  in  pulse  pressure  were  largely  gone. 


As  tabulated  in  Table  1,  coincident  with  these 
cardiovascular  changes,  the  patient’s  blood  glu- 
cose concentration  rose  from  76  mg%  to  379  mg% 
at  Vi  hour,  then  gradually  was  reduced  to  a low 
of  61  mg%  at  41/2  hours  following  glucose  inges- 
tion. Simultaneous  serum  insulin  concentration 
rose  from  12  y^iU/ml  to  a peak  of  84  ^U/ml  at  30 
minutes  and  returned  to  normal  prior  to  the  low- 
est blood  glucose  concentration. 

To  define  pancreatic  beta  cell  “insulin  re- 
sponsiveness”, an  intravenous  tolbutamide  toler- 
ance test  was  performed  as  tabulated  in  Table  2. 
Serum  glucose  concentration  fell  to  48  mg%  and 
was  somewhat  sluggish  in  returning  toward  nor- 
mal. However,  serum  insulin  secretion  was  not 
strikingly  elevated,  attaining  a peak  of  only  37 
^U/ml  at  10  minutes,  and  falling  steadily  there- 
after. This  type  of  response  to  tolbutamide  has 
been  previously  reported*®  in  patients  with  the 
dumping  syndrome. 

On  March  22,  1973,  treatment  was  started  with 
cyproheptadine  (Periactin®),  4 mg  four  times  a 
day  before  meals  and  at  bedtime.  During  the  first 
four  weeks  of  therapy,  the  patient  denied  any 
noticeable  change  in  frequency  or  severity  of 
symptoms.  However,  over  the  ensuing  two  months 
his  early  symptoms  of  flushing,  tachycardia,  and 
lightheadedness  became  clearly  less  frequent,  and 
his  abdominal  distress  completely  absent.  When 
it  was  suggested  that  the  dosage  be  reduced  in 
half,  the  patient  promptly  refused,  stating  that 
he  was  not  willing  to  compromise  the  “best 
month  in  the  last  eight  years”.  This  apparent  im- 


ORAL  GTT  in  DUMPING  SYNDROME  Pt  MB  {B73! 


0 1/2  1 2 3 4 

HOURS  AFTER  GLUCOSE 


Fig.  1.  Response  to  100  gram  oral  glucose  load  in 
Pt.  M.B.  with  the  Dumping  Syndrome. 
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"DUMPING  SYNDROME" 

AN  HORMONAL  MECHANISM 
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Fig.  2.  Postulated  sequence  of  hormonal  abnor- 
malities in  the  Dumping  Syndrome. 

provement  continues  to  the  time  of  the  last  visit 
(Sept.  22,  1973),  suggesting  excellent  clinical  re- 
sponse to  cyproheptadine,  a pharmacological  an- 
tagonist to  bradykinin  and  serotonin. 

Comment:  The  clinical  symptoms  of  this 
patient  were  reproduced  by  an  oral  GTT.  It 
is  of  interest  to  note  that  the  initial  tachy- 
cardia with  decreased  systolic  pressure  seen 
in  this  patient  is  strikingly  similar  to  the  ef- 
fects of  bradykinin  in  man;  i.e.,  increased 
heart  rate  and  decreased  systolic  blood  pres- 
sure.®*^® Furthermore,  the  patient  then  dem- 
onstrated a slowing  of  his  heart  rate  and 
diastolic  hypotension  with  syncope  which 
may  be  due  to  the  effects  of  serotonin  in  man 
in  reducing  heart  rate.®®  Finally,  the  hypo- 
glycemia seen  four  hours  following  the  in- 
gestion of  glucose  appears  to  explain  his  late 
symptoms  of  weakness  and  hunger. 

Discussion 

The  pathophysiology  of  the  dumping  syn- 
drome is  not  established,  though  it  persists 
as  a frequent  accompaniment  of  gastric  sur- 
gery and  can  be  readily  reproduced  in  ap- 
propriately operated  dogs.  For  the  purposes 
of  this  case  presentation,  our  focus  of  atten- 
tion is  directed  to  the  evidence  that  the  dis- 
ordered gastrointestinal  hormone  physiology 
may  be  central.  From  a survey  of  the  litera- 
ture, it  is  possible  to  gather  together  data  to 
support  a role  for  bradykinin  in  the  first 
phase,  for  serotonin  in  the  second  phase,  and 
for  gut  glucagon  in  the  third  phase  of  the 
dumping  syndrome  (Fig.  2) . Though  many 


other  intestinal  hormones  may  also  be  in- 
volved such  as  secretin,  gastrin,  pancre- 
ozymin, they  have  yet  to  be  investigated  in 
this  syndrome. 

In  1953,  Neurling  of  Sweden,  reported  en- 
couraging clinical  results  in  the  use  of  pro- 
caine in  the  treatment  of  the  dumping  syn- 
drome in  59  of  81  patients.®  This  response 
suggests  that  the  drug  suppressed  the  func- 
tion of  mucosal  cells  that  respond  to  a meal 
by  releasing  humoral  and/or  neural  medi- 
ators of  the  syndrome.  In  1961,  Johnson  and 
Jesseph'^  demonstrated  that  the  syndrome 
could  be  reproduced  by  a transfusable 
“dumping  factor”,  implicating  one  or  a group 
of  humoral  transmitters  in  this  phenomenon. 
In  1962,  several  groups  of  investigators®*®  re- 
ported elevations  in  serum  serotonin  follow- 
ing glucose  ingestion  in  subjects  with  the 
dumping  syndrome.  However,  the  elevation 
of  this  hormone  frequently  was  demonstrable 
only  after  the  initial  symptoms  were  already 
well  established.  Moreover,  serotonin  injec- 
tion causes  intestinal  hyperperistalsis  and 
diarrhea  and  peripheral  vasodilatation,  but 
heart  rate  is  reduced  and  pulse  pressure 
rises®®  in  contradistinction  to  the  tachycardia 
and  low  pulse  pressure  seen  in  the  dumping 
syndrome  (Fig.  1).  Nevertheless,  Peskin  and 
Miller’®  reported  that  eight  patients  with 
postgastrectomy  vasomotor  dumping  syn- 
dromes were  clinically  improved  after  treat- 
ment with  Sansert®  (Methyl-d-lysergic 
acid) , which  is  considered  to  be  a serotonin 
antagonist.  Thus,  as  reviewed  by  Jesseph,^  it 
is  difficult  to  implicate  this  single  hormone 
in  the  many  and  varied  manifestations  of 
this  syndrome,  though  the  gastrointestinal 
symptoms  may  be  mediated  by  it. 

TABLE  2 

TOLBUTAMTOE  TOLERANCE  TEST* 


Time 

Serum  Glucose 

Serum  Insulin 

(mg%) 

(mg%) 

0 

128 

22 

10  min. 

106 

37 

20 

91 

30 

30 

86 

29 

45 

75 

25 

60 

66 

17 

90 

50 

17 

120 

48 

14 

150 

54 

12 

180 

66 

11 

* 1 gm  tolbutamide  sodium  administered  intravenously 
over  two  minutes. 
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In  1966,  Zeitlin  and  Smith^  reported  that 
plasma  bradykinin  concentration  was  max- 
imally elevated  20  minutes  following  inges- 
tion of  glucose  in  patients  with  the  dumping 
syndrome.  Moreover,  this  peak  rise  in 
“bradykinin”  coincided  with  the  height  of 
vasomotor  symptoms  of  the  dumping  syn- 
drome and  with  a simultaneous  reduction  in 
the  kinin  precursor  level  in  the  blood.  This 
observation  was  consistent  with  earlier  re- 
ports®'*°  that  infusion  of  bradykinin  in 
healthy  individuals  reproduces  vasomotor 
symptoms  seen  in  dumping  patients — flush- 
ing, tachycardia,  and  more  importantly, 
transient  hypotension.  Moreover,  Amundsen 
and  Nustad”  in  1965,  demonstrated  the 
presence  of  kinin  forming  activity  in  cell 
homogenates  of  the  alimentary  tract  of  the 
rabbit.  Subsequently,  Zeitlin^-  reported  that 
1 kinin  forming  activity  was  especially  high  in 
the  duodenum  and  ileum  of  the  rat,  readily 
available  for  stimulation  by  food  stuffs  rap- 
j idly  delivered  by  a Billroth  gastric  anasto- 
! mosis.  In  1969,  MacDonald  et  aP^  confirmed 
the  rise  in  plasma  concentration  of  both 
bradykinin  and  serotonin  in  appropriately 
operated  “dumping  syndrome”  dogs.  More- 
over, their  data  clearly  show  a temporal  dif- 
ference between  the  secretion  of  these  two 
hormones,  with  bradykinin  concentration 
rising  between  5 to  10  minutes  after  glucose 
I administration,  and  serotonin  concentration 
I rising  between  20  and  50  minutes  post  glucose 
[ administration.  In  1967,  Blumel  et  aP^  re- 
ported similar  elevations  in  plasma  kinin  in 
dumping  patients,  and  in  1971  Cuschieri  and 
Onabanjo^®  confirmed  a rise  in  plasma  kinin 
activity  in  four  out  of  six  patients  which 
was  detected  at  the  height  of  the  vasomotor 
symptoms. 

In  addition  to  the  demonstrated  early  rise 
in  plasma  “bradykinin”  concentration  coin- 
ciding with  symptomatic  hypotension  and 
flushing,  successful  treatment  of  patients 
with  a drug  containing  anti-bradykinin  ac- 
tivity has  been  reported. Although  it  was 
not  recognized  that  cyproheptadine  (Periac- 
tin®)  contained  anti-bradykinin  activity  as 
well  as  anti-serotonin  and  anti-histamine  ac- 
tivity, nevertheless,  it  was  used  successfully 
in  twenty-five  patients  by  Sullivan  and  Pat- 
ton^* and  in  sixteen  patients  by  Johnson  et 


al.’®  This  drug  has  also  been  used  with  some 
clinical  success  in  other  gastrointestinal  dis- 
eases in  which  vasomotor  abnormalities  are 
characteristic  and  “amine”  and  serotonin 
physiology  seemingly  disturbed.  As  reviewed 
by  Warner,^^  these  include  intestinal  obstruc- 
tion, malabsorption  syndrome,  acute  gastro- 
enteritis, adynamic  ileus,  and  so-called 
“functional”  gastrointestinal  disease.  More 
recently,  Streeten  et  aP  reported  a success- 
ful response  with  cyproheptadine  in  a pa- 
tient with  orthostatic  hypotension  associated 
with  documented  idiopathic  “hyperbradykin- 
inism”  occurring  without  gastric  surgery. 
Thus,  our  additional  observation  of  ameliora- 
tion of  dumping  symptoms  following  pro- 
longed therapy  with  this  bradykinin  and 
serotonin  antagonist  lends  support  to  the  ac- 
cumulation of  data  suggesting  an  hormonal 
mechanism  underlying  the  early  phases  of 
this  syndrome. 

The  third  late  phase  of  the  dumping  syn- 
drome is  less  well  studied,  but  it  is  generally 
thought  to  coincide  with  hypoglycemia.  It 
has  been  suggested  that  this  may  be  a 
manifestation  of  exaggerated  insulin  re- 
sponse to  food  ingestion.*^  Shultz  et  al 
(1971)^®  observed  markedly  elevated  insulin 
levels  in  nine  patients  with  the  dumping 
syndrome,  and  demonstrated  that  low  carbo- 
hydrate diet  would  markedly  reduce  this  hy- 
perinsulinemic  response  to  an  oral  GTT.  This 
observation  is  extended  by  the  work  of 
Bloom  et  al  (1972) who  reported  that  gut 
glucagon  concentration  in  the  plasma  is  ab- 
normally elevated  after  oral  glucose  in  pa- 
tients with  the  dumping  syndrome.  Since 
gut  glucagon  is  thought  to  play  a role  in  di- 
rect stimulation  of  pancreatic  insulin  secre- 
tion, the  elevated  plasma  levels  of  this  hor- 
mone might  be  expected  to  augment  the 
insulin  secretion  resulting  from  simultan- 
eous hyperglycemia.  While  this  mechanism 
may  be  present  in  some  patients,  our  patient 
does  not  demonstrate  hyperinsulinemia  at 
the  time  of  minimum  blood  glucose  concen- 
tration. 

This  discussion  has  marshalled  the  avail- 
able evidence  supporting  an  hormonal  basis 
for  the  dumping  syndrome.  In  our  patient, 
treatment  with  cyproheptadine  has  improved 
the  first  two  phases  of  the  syndrome  con- 
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sistent  with  its  known  anti-bradykinin  and 
anti-serotonin  activities,  while  frequent  feed- 
ings has  reduced  the  frequency  of  the  third 
phase  of  the  syndrome.  Confirmation  of  this 
endocrine  concept  must  await  further  direct 
assay  of  the  hormones  involved  in  appropri- 
ate patients,  while  efficacy  of  cyprohepta- 
dine therapy  will  require  more  extensive 
clinical  observations  relating  the  sympto- 
matic effects  of  the  drug  to  changes  in  the 
concentration  of  bradykinin  and  serotonin. 


tachycardia  in  the  diagnosis  of  this  syn- 
drome is  demonstrated.  The  pathophysiologic 
implications  of  the  sequential  clinical  symp- 
toms and  signs  are  related  to  the  present 
knowledge  of  bradykinin,  serotonin,  and 
gut-glucagon  as  mediating  the  dumping  syn- 
drome. The  patient  was  successfully  treated 
with  cyproheptadine,  an  anti-bradykinin  and 
anti-serotonin  agent.  It  seems  possible  that 
the  previously  reported  efficiency  of  this 
drug  in  the  dumping  syndrome  may  be  due 
to  the  heretofore  unrecognized  anti-brady- 
kinin activity  of  cyproheptadine.  It  is  sug- 
gested that  the  dumping  syndrome  might 
appropriately  be  considered  an  “endocrinop- 
athy”,  and  that  diagnostic  and  therapeutic 
efforts  be  directed  toward  this  pathophysi- 
ology. • 


Summary 


A patient  with  the  post-gastrectomy 
dumping  syndrome  is  presented.  He  demon- 
strates the  three  symptomatic  phases  of  this 
clinical  entity.  The  importance  of  reduced 
systolic  blood  pressure  with  an  associated 
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Electroencephalographic  modifications 
during  administration  of  lithium* 


Edward  G.  Billings,  MD,  Denver 


This  is  a report  of  recorded  electroencepha- 
lographic (EEG)  modifications  during  pro- 
longed prophylactic  administration  of  lith- 
ium carbonate  (September  1966  - January 
1972)  to  patients  long  given  to  recurring  af- 
fective reactions^  Perhaps  the  best  that  can 
be  said  for  this  accounting  is  that  as  a con- 
tribution from  the  field  of  everyday  private 
psychiatric  practice,  it  may  add  a modicum 
to  the  many  formal  and  programmed  studies 
implicating  lithium  as  an  EEG  activating 
agent. 

In  the  past  twenty-five  years  lithium  has 
moved  from  therapeutic  empirical  status  to 
near  therapeutic  specific  usage  in  the  man- 
agement of  many  affective  disorders  of  the 
human.  Among  the  multitude  of  physico- 
chemical researches  in  the  search  for  ex- 
planations of  lithium  salt  psychoactive 
effects,  electroencephalography  sometimes 
has  demonstrated  altered  brain  functions  in 
the  animal  and  the  human. ^ In  general, 
lithium  is  considered  as  having  an  inhibitory 
effect  on  the  central  nervous  system,^'®  yet  it 
seems  that  if  latent  and/or  potential  nervous 
system  functional  discordance  exists,  lithium 
may  cause  activation  thereof  to  the  extent  of 


•Project  sponsored  and  funded  by  the  Mt.  Airy  Founda- 
tion and  in  the  main  accomplished  in  the  Mt.  Airy 
Psychiatric  Center,  Denver,  Colorado  80220. 


being  EEG  recordable.^  Up  to  now  the  rela- 
tionship of  the  effects  of  lithium  on  the  be- 
havior of  the  patient  and  his  biochemical  and 
electrophysiologic  reactivity  is  unclear.®"® 

In  September  1966  the  Mt.  Airy  Founda- 
tion, with  the  approval  of  the  Food  and 
Drug  Administration,  sponsored  a study  of 
the  efficacy  of  lithium  carbonate  in  the 
therapeutic  management  of  mood  disorders 
at  the  Mt.  Airy  Psychiatric  Center.  Initially 
the  drug  was  used  in  the  treatment  of  manic 
as  well  as  depressive  episodes  of  manic- 
depressive  disorders.  Soon  thereafter,  believ- 
ing that  the  drug  held  substantial  promise 
in  the  prevention  of  disabling  recurrences 
of  cyclic  affective  reactions,  it  was  used  as 
a prophylactic  supportive  measure  in  addi- 
tion to  various  individualized  psychothera- 
peutic transactions  in  our  private  practice 
of  psychiatry. 

Between  September  1966  and  December 
31,  1971  over  two  hundred  patients  had  been 
involved  in  the  Mt.  Airy  Psychiatric  Cen- 
ter’s treatment  programs  in  which  lithium 
was  utilized.  It  so  happened  that  twenty- 
eight  of  these  patients  (21  females  and  7 
males),  all  manifesting  documented  affec- 
tive disorders  of  manic-depressive  type,  had 
electroencephalograms  accomplished  prior 
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to  the  administration  of  lithium  carbonate. 
This  was  in  addition  to  extensive  physical, 
neurologic,  clinical  laboratory  and  psychia- 
tric-psychologic studies.  In  all  of  these 
instances  frequently  repeated  physical  ex- 
aminations, psychiatric  evaluations,  blood 
electrolyte  and  lithium  determinations  were 
done  over  the  months  and  years  during 
which  lithium  carbonate  was  administered 
to  them  prophylactically.  One  or  more  EEG 
recordings  were  made  on  these  twenty-eight 
patients  at  some  time  from  3 months  to  6 
years  after  the  institution  of  continuing 
lithium  administration. 

Review  of  the  records  of  these  twenty- 
eight  patients  disclosed  that  six  of  them, 
though  affectively  clinically  benefited  by 
the  administration  of  lithium,  should  not  be 
included  in  this  report.  One  man  obviously 
suffered  from  an  underlying  chronic  brain 
syndrome,  another,  a physician,  was  given 
to  uncontrollable  psychotropic  self  medica- 
tion, and  a third  man  and  three  women 
showed  distinctly  abnormal  electroencepha- 
lograms prior  to  being  given  lithium.  Inter- 
estingly, in  the  last-mentioned  four  patients 
maintained  on  lithium  carbonate,  there  was 
no  essential  change  in  the  EEG  of  one,  two 
actually  showed  EEG  improvement,  and  one 
required  anti-convulsant  medication  in  addi- 
tion to  lithium.  This  very  limited  experience 
is  in  concert  with  that  of  C.  W.  Erwin  et  al’’ 
which  purports  “.  . . . there  should  be  little 
hesitancy  in  giving  lithium  carbonate  to 
known  or  suspected  epileptics.  Undoubtedly, 
there  are  numerous  epileptic  patients  who 
manifest  symptoms  of  affective  disorders, 
who  would  be  potential  candidates  for 
lithium  carbonate  therapy”. 

This  report  then  is  concerned  with 
twenty-two  patients.  All  were  unequivocally 
affectively  sick  and  given  to  recurring  more 
or  less  photographic  reproductions  of  de- 
pression and/or  elation  ranging  in  severity 
from  relatively  minor  but  disabling  reactions 
to  acutely  psychotic  ones.  Ten  were  easily 
classifiable  as  “bipolar”  (9  women  and  1 
man)  and  twelve  as  “unipolar”  (9  women 
and  3 men).  These  twenty-two  patients 
ranged  in  age  from  20  to  74  years  (see  Chart 
1).  Before  the  institution  of  lithium  all  had 


required  psychiatric  hospitalization  on  one 
or  more  occasions  for  chemotherapy  and/or 
electrotherapy  and  psychotherapy.  On  a pro- 
phylactic lithium  regime  hospitalization  was 
avoidable  in  all  but  one  instance.  This  ex- 
ception was  a 74-year-old  manic-depressive 
lady  who  prior  to  the  lithium  regime  always 
required  hospitalization  for  ECT  because  all 
antidepressants  were  to  no  avail,  and  on  hos- 
pitalization she  responded  satisfactorily  to 
an  MAO  inhibiting  antidepressant  in  addi- 
tion to  the  continuation  of  lithium  carbonate. 

In  this  group  of  twenty-two  patients 
while  on  lithium  if  anlage  of  a depression 
occurred,  as  they  did  on  several  occasions, 
a short  period  of  a chemo-antidepressant  suf- 
ficed to  control  the  reactions,  or  if  signs  of 
elation  were  noted,  a temporary  increase  in 
lithium  carbonate  dosage  managed  the  prob- 
lem. 

There  was  no  uniformity  of  lithium  car- 
bonate dosage.  The  dosages  were  determined 
by  the  clinical  judgment  of  the  physician, 
the  individuality  of  the  patient,  electrolyte 
monitoring,  and  by  maintaining  serum 
lithium  levels  generally  between  0.45  and 
1.2  meq/L.  As  noted  in  Chart  1 EEG’s  were 
not  accomplished  at  a uniform  point  in  time 
after  the  administration  of  the  drug.  No 
double  blind  therapeutic  test  or  control 
group  studies  could  be  accomplished  due  to 
the  stay  in  hospital  being  no  longer  than  ab- 
solutely necessary  and  because  of  the  ac- 
countability of  the  physician  to  the  patients 
and  their  families.  In  none  of  these  cases 
was  there  a variation  from  normal  range  of 
blood  electrolytes.  Two  women,  aged  20  and 
55,  were  relatively  mildly  hypothyroid  be- 
fore lithium  was  administered.  They  were 
maintained  at  euthyroid  status  with  small 
doses  of  thyroid  extract.  In  no  instance  did 
thyroid  nodularity  occur  during  the  treat- 
ment period. 

The  instruments  used  were  the  Grass 
Models  III-D,  8 channel,  and  VI,  10  channel, 
electroencephalographs.  All  recordings  were 
surface  ones  using  bentonite  electrode  paste. 
The  electrode  placement  was  modified  in- 
ternational. The  recordings  were  monopolar, 
using  independent  ear  reference.  For  addi- 
tional information  a vertex  reference  was 
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CHART  1 


Case 

Sex 

Age* 

Uni 

Polar 

Bi 

Polar 

Time  on  Li-|- 
Before  Last 
EEG 

Interval  Pre 
& Post  Li  + 
EEG 

Post  Li-J- 
EEG 

Modification 

1 

F 

20 

-b 

30  Mos. 

30  Mos. 

2 

F 

27 

+ 

26  Mos. 

34  Mos. 
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36 

-f 

22  Mos. 

22  Mos. 
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F 

39 
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58  Mos. 

120  Mos. 
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F 

41 

-b 

14  Mos. 

102  Mos. 
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M 
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22  Mos. 

22  Mos. 
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F 
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34  Mos. 

100  Mos. 
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F 
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M 

45 
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F 
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47 

-b 
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F 
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50 
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22  Mos. 
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50 

+ 
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21  Days 
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M 
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24  Mos. 
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43  Mos. 
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21 

F 

67 

+ 

28  Mos. 

21  Years 

22 

F 

74 

+ 

50  Mos. 

19 1/4  Years 

* Age  at  which  Li+  was  administered 


sometimes  used  and  at  times  additional  bi- 
polar recordings  were  made.  In  all  instances 
both  anterior  and  posterior  temporal,  but  no 
routine  midtemporal  recordings  were  made. 
All  recordings  were  accomplished  during 
wakefulness,  natural  drowsiness  or  sleep, 
over  breathing  and  photic  stimulation  at 
various  frequencies.  No  acoustic  stimulation 
was  instituted.  Visual  analysis  of  the  record- 
ings was  made  since  no  quantitative  EEG 
analysis  technic  was  possible. 

Four  patients  only,  or  18  per  cent,  devel- 
oped demonstrably  abnormal  EEG’s.  They 
were  all  women.  One  was  aged  36,  two  47, 
and  one  56  years.  There  were  no  discernible 
clinical  manifestations  incident  to  the  abor- 
mal  EEG  findings. 

The  36-year-old  woman  patient  (Case  3),  con- 
sidered to  be  a passive-aggressive  personality, 
given  to  manic-depressive  reactions  (bipolar),  in 
the  main  recurrent  depressions,  while  taking 
Meprobamate  400mgm.  t.i.d.  had  a normal  EEG 
both  asleep  and  awake  prior  to  her  being  given 
lithium  carbonate.  Starting  on  March  25,  1970  she 
was  maintained  on  750  to  900  mgm.  of  lithium  car- 
bonate per  24  hours,  with  blood  lithium  levels 
fluctuating  between  0.51  and  0.93  meq/L.  One 
year  and  nine  months  later,  on  Jan.  6,  1972,  the 


EEG  was  repeated.  This  recording  showed  some 
temporal  asymmetry  in  the  3-7  cps  range,  a very 
few  isolated  sharp  wave  forms  of  minimal  ampli- 
tude, considerable  generalized  low  voltage  fast 
activity  all  unaffected  by  hyperventilation  and/or 
photic  stimulation. 

One  of  the  women  aged  47  (Case  2)  given  to 
schizoid  and  obsessive  thinking  and  for  years  to 
frequently  recurring  severe  (unipolar)  depres- 
sions, had  a normal  EEG  (awake  and  asleep)  on 
Aug.  6,  1971  prior  to  being  given  lithium  carbonate 
600  mgm.  per  24  hours.  This  recording  contained 
much  low  voltage  fast  activity  characteristics  of 
the  emotionally  very  tense  person.  Approximately 
five  months  later,  affectively  much  improved,  on 
Jan.  4,  1972,  a second  EEG  was  recorded.  The  low 
voltage  fast  activity  continued  evident  but  to 
some  less  degree.  This  recording  was  abnormal  on 
account  of  a minimal  number  of  short  runs  of 
theta  frequency  waves  and  increased  amplitude 
sharp  wave  forms  — mostly  from  the  left  tem- 
poral area. 

The  other  47-year-old  woman  (Case  12)  for 
years  had  manifested  frequently  occurring  severe 
depressions  between  which  often  were  moderately 
severe  hypomanic  swings  (bipolar).  Seven  and 
one-half  months  before  lithium  carbonate  was 
administered,  or  on  Jan.  26,  1971,  the  EEG  was 
considered  normal.  On  careful  scrutiny  of  the  re- 
cording there  was  a mild  intermittent  temporal 
amplitude  asymmetry,  slightly  higher  on  the 
right.  On  Aug.  16,  1971  lithium  carbonate  was 
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given  in  doses  varying  from  600  mgm.  to  750  mgm. 
per  day  depending  on  the  mood.  At  times,  when 
the  patient  was  depressed  nortriptyline  (Aventyl) 
was  periodically  given.  Her  blood  serum  lithium 
level  ranged  from  0.45  to  0.66  meq/L.  Three 
months  after  the  start  of  the  lithium  carbonate, 
on  Nov.  8,  1971,  a second  EEG  recording  was  made. 
During  drowsiness  there  appeared  a few  short 
runs  of  6 cps  positive  spikes,  a very  few  6 and 
14  cps  positive  spikes  from  the  left  temporal  elec- 
trode placement  and  once  from  the  right  posterior 
temporal  lead.  The  patient’s  medication  regime 
was  emperically  augmented  by  sodium  diphenyl- 
hydantoin  (Dilantin)  100  mgm.  twice  daily.  The 
patient’s  affective  status  has  been  maintained  at 
a much  improved  level. 

The  fourth  patient  (Case  19)  was  a woman 
aged  56  years.  She  had  experienced  semi-yearly 
alternating,  moderately  severe,  manic-depressive 
episodes  (bipolar)  since  age  37.  Just  prior  to  the 
institution  of  prophylactic  lithium  carbonate 
regime  (600  mgm.  per  day  producing  a blood 
lithium  level  from  0.54  to  0.9  meq/L  — averaging 
0.72  meq/L  — ) the  initial  pre-lithium  EEG  was 
normal  (Jan.  7,  1970).  After  two  years  of  marked 
clinical  affective  improvement,  the  second  EEG 
(Jan.  1,  1972)  was  recorded.  In  this  post  lithium 
recording  during  drowsiness  and  on  arousal  there- 
from a few  bursts  of  diffuse  5-7  cps  waves  with 
sharp  components  appeared  — not  predominantly 
from  any  particular  area. 

In  general,  then,  in  these  four  patients  all 
abnormal  tracings  were  characterized  by 
similar  slow  and  sharp  wave  activity  which 
were  in  the  4-7  cps  theta  frequency  range.  No 
clinical  psychiatric  or  neurologic  phenomena 
were  noted  in  relationship  to  the  EEG 
changes  that  occurred  while  the  patients 
were  on  lithium  carbonate.  This  is  in  con- 
currence with  the  findings  of  Gordon  John- 
son, et  al.® 

Prior  to  1969  Dr.  Samuel  Gershon  re- 
ported his  experiences  with  21  epileptics 
who,  when  given  lithium,  manifested  a clin- 
ical amelioration  of  seizures  and  improve- 
ment of  inter-ictal  excitement  and  aggres- 
sion.® Contrariwise  Bente  & ItiP®  suggested 
that  in  some  instances  lithium  might  be 
used  as  an  activating  agent  to  bring  forth 
latent  CNS  focal  changes  and  epileptic  phe- 
nomena as  years  ago  had  been  proposed  in 
the  instance  of  chlorpromazine.  The  re- 
searches of  Johnson,®  Mayfield, “ Platman^ 
and  Itil  and  Akpinar®  have  been  in  general 
accord  that  lithium  can  cause  EEG  disorgan- 
ization and  modification  of  the  background 
activity,  some  increase  of  fast  beta  waves. 


diffuse  slowing,  a widening  of  the  frequency 
spectrum,  an  inclination  to  exaggerate  focal 
abnormalities,  if  such  basically  exist,  and 
epileptic  potentials. 

Itil  and  Akpinar®  in  their  studies  of  a 
small  series  of  patients  observed  in  some 
subjects  an  appearance  of  “drowsiness-like 
EEG  patterns”  and  spindle  “sleep  ‘attacks’ 
which  differed  from  those  of  spontaneous 
drowsiness”.  They  also  noted  that  during 
lithium  produced  EEG  alterations  there  was 
a considerable  diminution  of  EEG  responses 
to  sensory  (visual  and  auditory)  stimuli. 
These  two  effects  (sleep-like  patterns  and 
responsivity  to  sensory  stimuli)  are  rather 
similar  to  the  EEG  variations  incident  to  the 
administration  of  some  of  the  tricyclic  anti- 
depressants and  anticholinergic  drugs,  but 
are  not  typical  of  the  EEG  changes  secondary 
to  most  psychotropic  drugs. 

Many  investigators  have  been  in  concur- 
rence with  the  observation  that  EEG  changes 
have  been  more  in  evidence  early  in  the  ad- 
ministration of  lithium  in  relatively  low 
dosage.  Then  as  treatment  continued  and 
the  lithium  dosage  was  increased,  the  spike 
and  sharp  waves  amplitude  and  alpha  fre- 
quency activity  diminish  as  slow  wave 
forms  especially  in  anterior  leads  and  fast 
beta  activity  increase.  When  the  drug  is  dis- 
continued EEG  alterations  gradually  dis- 
appear — perhaps  by  the  end  of  10  to  14 
days.  Wickler*-  has  offered  the  supposition 
that  lithium  affects  the  thalamic  reticular 
formation  and  orbito-frontal  cortex,  the  de- 
gree to  which  this  occurs  being  dependent 
on  individual  sensitivity  of  the  recipient  to 
the  drug  as  well  as  on  the  nature  of  the  rest- 
ing EEG  and  the  daily  and  total  dosage  of 
the  drug. 

It  is  as  yet  problematical  whether  the 
more  or  less  typical  EEG  changes  that  occur 
in  some  patients  incident  to  lithium  admin- 
istration may  constitute  clues  as  to  why 
therapeutic  improvement  occurs,  or  are 
merely  reflections  of  toxic  effects  of  the 
lithium  ion.  Despite  the  fact  that  a multitude 
of  controlled  double-blind  studies  have  con- 
firmed Schou’s^®  reports  of  the  effectiveness 
of  lithium  in  the  treatment  of  manic-depres- 
sive syndromes,  there  is  no  commonly  ac- 
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cepted  precise  mechanism  by  which  lithium 
is  thought  to  exert  its  therapeutic  effects  in 
these  disorders.  Albeit,  it  is  the  consensus 
that  lithium  does  alter  nerve  excitation, 
synaptic  transmission  and  neuronal  metab- 
olism. According  to  Singer  and  Rotenberg® 
“these  effects  may  be  produced  by  altera- 
tions of  ion  transport  or  distribution,  by 


inhibition  of  adenyl  cyclase  mediated  re- 
sponses or  by  more  direct  interference  with 
neuronal  metabolism”.  • 
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End  results  of  cancer  in  Colorado 


David  E.  Stewart,  MPH,  Denver* 


The  primary  purpose  of  a cancer  registry  is 
to  help  improve  the  care  of  cancer  patients 
through  better  diagnosis,  treatment,  and  fol- 
followup.  Areas  of  involvement  of  a cancer 
registry  include:  (1)  Providing  meaningful 
followback  to  the  medical  community  re- 
garding cancer  in  their  medical  practice  and 
hospital;  (2)  Stimulating  the  re-examination 
of  cancer  patients  on  a systematic  basis  in 
a manner  that  might  save  lives  through  ade- 
quate and  appropriate  treatment  of  recur- 
rent disease,  metastatic  sites,  and  early 
detection  of  second  primary  cancers;  (3) 
Providing  base-line  documentation  (e.g.,  site 
and  type  of  malignancy,  extent  of  disease, 
treatment,  and  survival  data)  of  cancer  pa- 
tients which  aids  in  education  and  research.^ 
This  report  summarizes  the  end  results  of 
cancer  treatment  as  reflected  by  the  hos- 
pitals participating  in  the  Colorado  Central 
Cancer  Registry,  compared  to  the  End  Re- 
sults in  Cancer  Report  No.  4,  End  Results 
Group,  National  Institutes  of  Health.^ 

History  of  Registry 

The  Colorado  Central  Cancer  Registry 
was  organized  in  late  1968  by  the  Colorado 
Department  of  Health  through  a cooperative 
effort  of  the  Colorado-Wyoming  Regional 
Medical  Program,  Colorado  Medical  Society 
and  American  Cancer  Society,  Colorado  Di- 
vision. Current  funding  is  provided  by  the 
National  Cancer  Institute.  The  purpose  of 
the  Colorado  program  is  to  provide  the  med- 
ical community,  and  particularly  the  hos- 
pitals of  Colorado,  with  a systematized  reg- 
istry system  consistent  with  the  American 
College  of  Surgeons  recommendations  and 
one  in  which  reliable,  standardized  informa- 
tion is  gathered  and  analyzed  on  a state-wide 
basis. 

•Mr.  Stewart  is  Administrative  Director,  Colorado  Cen- 
ter Cancer  Registry,  Colorado  Department  of  Health, 
Denver. 


In  the  first  four  years  of  existence,  the 
Central  Registry  has  developed  a data  base 
of  33,170  cancer  cases.  Thirty-one  participat- 
ing hospitals  provide  data  on  approximately 
55  per  cent  of  the  annual  cancer  incidence, 
which  may  very  well  be  representative  of 
the  entire  Colorado  experience.  The  partici- 
pating hospitals  vary  in  size  and  location 
throughout  Colorado.  The  extent  to  which 
the  institutions  participate  in  the  Central 
Registry  system  varies;  however,  they  do 
provide  a broad  range  of  cancer  treatment 
experiences  and  a basis  for  examining  can- 
cer therapy  trends  and  patient  survival. 

Nature  of  Data 

The  participating  institutions  submit 
data  on  a standard  abstract  form  as  each 
case  is  seen  in  their  institution.  Pertinent  in- 
formation includes  the  identification  of  the 
patient  (name,  address,  abstract  number, 
sex,  race,  age,  and  marital  status) , the  na- 
ture of  the  disease  (primary  site  and  his- 
tological type) , extent  of  the  disease  spread 
or  stage  (in  situ,  localized,  regional,  distant, 
or  unknown),  date  and  method  of  diagnosis 
(autopsy,  histology,  exfoliative  cytology, 
clinical  only,  x-ray,  unknown,  or  other  to  be 
specified),  treatment  (surgery,  radiation, 
hormone  therapy,  chemotherapy,  and  other) , 
and  the  date  of  last  contact  by  a physician. 

The  Central  Registry  maintains  a coop- 
erative relationship  with  the  Vital  Statistics 
section  of  the  Colorado  Department  of 
Health.  Death  certificates  on  all  persons 
dying  with  malignant  neoplasms  are  rou- 
tinely forwarded  to  the  Central  Registry.  The 
certificates  are  matched  against  the  Central 
Registry  records,  and  the  deceased  patients 
are  so  noted  on  the  record. 

Followup  through  death  certificates,  hos- 
pitals, and  physician  contact  is  essential  in 
validating  the  reporting  of  end  results.  A 90 
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per  cent  or  better  follow  up  rate,  recom- 
mended by  the  American  College  of  Sur- 
geons, should  be  maintained  for  reliable  cal- 
culations. The  Colorado  experience  shows 
that  the  2,500  Colorado  physicians  listed  on 
the  Central  Registry’s  roster  cooperate  with 
their  hospital-based  tumor  registries.^  A 
study  in  early  1973  showed  that  patient  fol- 
low up  on  cases  entered  in  the  Central  Reg- 
istry system  is  over  95  per  cent  using  the 
date  of  last  physician  contact  of  two  years.^ 

The  method  of  diagnosis  of  cancer  is  im- 
portant. The  cancer  cases  recorded  in  the 
Central  Registry  have  a microscopic  con- 
firmation rate  of  96  per  cent.  A case  is  con- 
sidered microscopically  confirmed  if  the 
diagnostic  procedure  falls  within  the  cate- 
gory of  autopsy,  histology,  or  exfoliative 
cytology.  The  remaining  4 per  cent  of  the 
cases  entered  were  diagnosed  by  clinical 
means,  x-ray,  unknown  means,  or  other  spe- 
cified diagnostic  procedures. 

Survival  Calculations 

The  observed  or  crude  survival  rates  are 
calculated  using  the  actuarial  life-table 
method  described  by  Berkson  and  Gage.^ 
This  method  reflects  death  from  all  causes 
and  not  just  deaths  from  the  disease  under 
study.  It  offers  the  distinct  advantage  of  per- 
mitting the  use  of  all  survival  information 
accumulated  on  each  patient.  Relative  sur- 
vival rates  adjust  for  “normal”  mortality, 
and  this  makes  possible  meaningful  com- 
parisons of  the  survival  experience  of  groups 
of  patients  who  differ  with  respect  to  sex 
and  age.  This  can  be  defined  as  the  ratio  of 
the  observ'ed  survival  rate  to  the  expected 
rate  for  a group  of  people  in  the  general 
population  similar  to  the  patient  group  with 
respect  to  sex  and  age.  It  is  reasonable  to 
compare  relative  survival  for  the  two  groups 
even  though  the  age  and  sex  ratios  differ, 
because  any  differences  in  age  and  sex  be- 
tween the  groups  under  study  are  corrected 
accordingly  during  the  computation  of  rela- 
tive survival  rates.  Standard  errors  are  cal- 
culated by  the  method  given  by  Cutler  and 
Ederer.^ 

The  survival  calculations  are  selective  in 
nature.  Only  those  cases  that  are  analytical 
are  selected  for  computation.  Analytical 
cases  are  defined  as  Colorado  residents  who 


TABLE  1 

SUMMARY  TABLE 


Colorado 

National 

Category 

(1957-1972) 

(1955-1964) 

Number  of  Cases  (Total) 

12,693 

219,493 

Male 

6,292  (50%) 

111,406  (51%) 

Female 

6,401  (50%) 

108,087  (49%) 

Age  Distribution  (Per  cent) 

Male  - Total 

100 

100 

Under  15 

1 

2 

15  - 34 

3 

3 

35  - 54 

14 

19 

55  - 64 

24 

26 

65  + 

58 

50 

Female  - Total 

100 

100 

Under  15 

1 

2 

15  - 34 

6 

5 

35  - 54 

27 

30 

55  - 64 

23 

22 

65  + 

43 

41 

Survival  Rate  (Per  cent)* 

All  Stages,  Both  Sexes 

3 - year 

50  (0.6) 

45 

5 - year 

44  (0.7) 

40 

10  - year 

38  (2.9) 

34 

Localized,  Both  Sexes 

3 - year 

77  (0.6) 

5 - year 

72  (0.8) 

67 

10  - year 

66  (3.2) 

61 

• standard  error  in  parenthesis 


have  diagnosis  after  the  hospital  participates 
in  the  Central  Registry.  Other  excluded  data 
are  basal  and  squamous  cell  carcinomas  of 
the  skin  (these  cases  are  internationally 
omitted  from  summary  and  survival  list- 
ings) and  cases  with  insufficient  informa- 
tion to  calculate  survival  data  (i.e.,  un- 
known date  of  diagnosis) . The  Colorado  data 
are  adjusted  to  conform  to  the  National  End 
Results  report.^  Consequently,  the  analysis  is 
limited  to  white  patients  only  and  excludes 
in  situ  carcinomas.  Central  Registry  survival 
calculations  for  malignancies  of  the  breast 
include  males  whereas  national  figures  re- 
flect just  female  breast  cancers;  however, 
only  nine  male  breast  cancer  cases  were  re- 
ported which  represents  less  than  1 per  cent 
of  the  total  breast  cancer  cases  entered. 
After  the  adjustments,  12,693  cases  of  the 
33,170  total  cases  are  considered  analytical 
and  are  the  basis  of  this  report. 

Results 

Table  1 provides  a summary  comparison 
of  the  Colorado  Central  Cancer  Registry 
data  with  those  reported  in  the  End  Results 
of  Cancer  No.  4.^  Examination  of  the  table 
shows  that  the  sex  distributions  are  about 
equal.  The  age  distribution  by  sex  does  not 
appear  to  differ  appreciably,  however  the 
Colorado  experience  does  reflect  more  older 
males. 

The  relative  survival  rates  for  Colorado 
patients  are  greater  than  the  corresponding 
national  figures.  Per  cent  standard  errors  are 
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TABLE  2 

PERCENTAGE  DISTRIBUTION  BY  SITE 


SITE 

COLORADO 

(1957- 

1972) 

NATIONAL 

(1955-1964) 

Total  Cases 
(12,093) 

Per  cent  of  All 
Cancer  TTases 

Per  cent  by  Sex 

Per  cent 

by  Stage 

Total  Cases 

Per  cent  of  All 

Cancer  Cases 

Per  cent  by  Sex 

Per  cent 

by  Stage 

Male 

Female 

Loc . 

Reg. 

(219,493) 

Male 

Female 

Loc . 

Reg. 

Lip 

199 

1.6 

90 

10 

94 

4 

2,580 

1.2 

92 

8 

91 

7 

colon 

1,197 

9.4 

44 

56 

40 

32 

19,461 

8.9 

45 

55 

41 

31 

Rectum 

512 

3.9 

53 

47 

42 

30 

11,515 

5.2 

55 

45 

45 

29 

Larynx 

133 

1.0 

83 

17 

71 

18 

4,405 

2.0 

90 

10 

60 

32 

Lung 

1,178 

9.3 

79 

21 

15 

19 

22,585 

10.3 

85 

15 

19 

30 

Breast 

1,908 

15.0 

< 1 

<100 

48 

37 

25,698 

11.7 

0 

100 

45 

42 

Cervix  Uteri 

381 

3.0 

0 

100 

58 

21 

10,557 

4.8 

0 

100 

52 

34 

Corpus  Uteri 

487 

3.8 

0 

100 

85 

5 

7,614 

3.5 

0 

100 

74 

12 

Prostate 

1,482 

11.7 

100 

0 

72 

7 

13,790 

6.3 

100 

0 

57 

14 

Kidney 

274 

2.2 

69 

31 

47 

23 

3,942 

1.8 

62 

38 

45 

18 

Bladder 

742 

5.8 

79 

21 

64 

9 

10,177 

4.6 

75 

25 

75 

14 

Melanoma  of  Skin 

173 

1.4 

42 

58 

63 

10 

2,862 

1.3 

49 

51 

68 

13 

Brain  & CNS 

252 

2.0 

49 

51 

88 

4 

5,762 

2.6 

52 

48 

60 

12 

Thyroid 

259 

2.0 

27 

73 

69 

24 

2,752 

1.3 

27 

73 

50 

36 

Ly  n^ho  s a r com  a 

194 

1.5 

54 

46 

21 

11 

1,962 

0.9 

56 

44 

• 

* 

Hodgkin's  Disease 

138 

1.1 

61 

39 

25 

11 

2 .414 

1.1 

58 

42 

■ 

* 

Acute  Leukemia 

196 

1.5 

51 

49 

• 

• 

3,908 

1.8 

55 

45 

• 

* 

Chronic  Leukemia 

157 

1.2 

46 

54 

* 

• 

3,891 

1.8 

61 

39 

* 

* 

All  Others 

2,831 

22.3 

48 

52 

• 

* 

63,618 

28.9 

56 

44 

• 

• 

* Rates  not  applicable  or  not  presented. 

presented  in  parentheses  adjacent  to  the 
survival  rates  in  Table  1.  Corresponding 
standard  errors  for  the  national  figures  are 
not  specifically  reported,  but  are  assumed, 
from  the  available  information,  to  be  less 
than  5 per  cent  and  probably  lower  than  the 
reported  Colorado  figures  due  to  the  larger 
number  of  cases  reported. 

To  test  the  significance  of  differences  be- 
tween the  Colorado  and  national  figures,  the 
standard  errors  of  the  national  figures  are  re- 
quired. Confidence  intervals  would  then  be 
calculated  for  each  survival  rate  to  deter- 
mine whether  they  overlap.  If  the  confidence 
intervals  overlap,  the  conclusion  to  be 
drawn  is  that  there  is  not  a significant  dif- 
ference in  the  survival  rates  of  the  two  pop- 
ulations chosen  for  study.  Conversely,  if  the 
confidence  intervals  do  not  overlap,  it  must 
be  concluded  that  the  survival  experience 
of  the  two  groups  differs. 

Ninety-five  per  cent  confidence  intervals 
were  constructed  for  the  Colorado  relative 
survival  rates  using  the  standard  errors  pre- 
sented in  Table  1.  The  confidence  intervals 
for  the  Colorado  3-  and  5-year  relative  sur- 
vival did  not  include  the  corresponding  na- 
tional relative  survival  rates  for  the  respec- 
tive years;  whereas,  the  confidence  interval 
for  the  10-year  Colorado  relative  survival 
rates  include  the  national  rates.  Since  the 


volume  of  data  available  in  the  national  re- 
port is  more  than  17  times  greater  than  the 
Colorado  experience,  it  is  reasonable  to  as- 
sume that  the  standard  errors  of  the  na- 
tional relative  survival  rates  are  less  than 
reported  in  Colorado.  Making  this  assump- 
tion, significant  differences  are  noted  be- 
tween Colorado  and  national  figures  for  3- 
and  5-year  relative  survival  rates. 

It  would  appear  from  Table  1 that  the  3- 
and  5-year  relative  survival  for  Colorado  is 
significantly  higher  than  reported  nationally, 
but  by  10  years,  the  relative  survival  of  the 
two  groups  does  not  differ.  This  conclusion 
must  be  taken  with  caution,  as  the  Colorado 
10-year  relative  survival  rates  may  be  mis- 
leading because  of  the  larger  standard  error. 
If  a larger  number  of  Colorado  cases  had 
been  available  for  analysis,  it  is  possible  that 
the  significant  differences  found  in  the  3- 
and  5-year  relative  survival  would  also  be 
found  in  the  10-year  rates. 

Table  2 reflects  the  per  cent  distribution 
of  cases  by  each  site.  The  Central  Registry 
reports  staging  of  lymphosarcoma  and 
Hodgkin’s  Disease  while  the  national  figures 
do  not.  Of  the  specific  sites  under  study,  the 
Colorado  experience  shows  a higher  per 
cent  of  the  total  number  of  cases  reflected 
in  the  study  sites  by  6.6  per  cent.  Of  the  five 
leading  sites  of  cancer  (colon-rectum  com- 
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TABLE  3 

THREE  YEAR  RELATIVE  SURVIVAL  RATES 
PER  CENT  — ALL  CASES 


Site 

Colorado 

National 

Lip 

96 

(2.0) 

91 

Colon 

49 

(1.9) 

50 

Rectum 

49 

(3.0) 

47 

Larynx 

79 

(4.7) 

61 

Lung 

11 

(4.6) 

11 

Breast 

80 

(1.1) 

73 

Cervix  Uteri 

67 

(2.5) 

64 

Corpus  Uteri 

86 

(1.2) 

75 

Prostate 

68 

(1.6) 

64 

Kidney 

40 

(5.3) 

44 

Bladder 

67 

(2.1) 

60 

Melanoma  of  Skin 

64 

(4.4) 

69 

Brain  & CNS 

23 

(7.5) 

33 

Thyroid 

85 

(1.5) 

85 

Lymphosarcoma 

47 

(5.1) 

41 

Hodgkin’s  Disease 

47 

(6.0) 

53 

Acute  Leukemia 

9 

(11.3)* 

4 

Chronic  Leukemia 

47 

(5.5) 

38 

NOTE:  Standard  error  in  parenthesis. 

* Fewer  than  10  living  cases  or  standard  error  greater 
than  10%. 

bined,  breast,  lung,  prostate,  and  urinary 
bladder) , Colorado  reports  higher  propor- 
tions of  cases  for  prostate  (5.4%),  breast 
(3.3%),  and  urinary  bladder  (1.2%).  Con- 
versely, the  national  figures  reflect  a greater 
proportion  of  cases  reported  for  lung  (1.0%), 
and  colon-rectum  combined  (0.8%). 

The  sex  distribution  for  all  sites  is  also 
reported  in  Table  2.  When  comparing  all 
sites,  the  Colorado  figures  show  a higher  fe- 
male proportion  than  national  figures  in  all 
but  three  sites  (kidney,  urinary  bladder,  and 
Hodgkin’s  Disease) . By  stage,  Colorado  re- 
ports more  localized  disease  in  10  out  of  14 
sites  excluding  lymphosarcoma  and  Hodg- 
kin’s Disease.  Additionally,  in  only  3 of  the 
14  sites  compared  (colon,  rectum,  and  kid- 
ney) does  the  Colorado  experience  show  a 
higher  per  cent  of  regional  disease. 

Table  3 compares  relative  survival  rates 
for  Colorado  with  those  reported  nationally. 
Only  three-year  rates  are  presented  since 
the  Central  Registry  does  not  have  enough 
cases  by  site  of  sufficient  duration  to  war- 
rant presentation  of  rates  for  longer  periods. 


An  initial  observation  shows  that  11  of 
the  18  sites  presented  in  Table  3 reflect 
higher  relative  survival  rates  for  Colorado. 
When  calculating  95  per  cent  confidence  in- 
tervals for  the  Colorado  relative  survival, 
12  of  the  18  sites  under  study  encompass  the 
nationally  reported  relative  survival  rates. 
The  relative  survival  rates  for  the  remaining 
six  sites  (lip,  larynx,  breast,  corpus  uteri, 
prostate,  and  urinary  bladder)  are  higher 
than  the  reported  national  figures.  This 
could  be  due  to  the  differences  in  sex  ratios 
with  female  cancers  having  the  advantage 
in  Colorado.  Female  cancer  patients  have  a 
survival  advantage  for  a given  site  and, 
therefore,  could  tend  to  elevate  the  survival 
patterns,  if  only  slightly. 

The  key  to  the  elevated  survival  patterns 
in  Colorado  may  well  lie  in  the  ratios  by 
stage.  For  all  six  sites  listed  above  the  Colo- 
rado data  shows  a higher  per  cent  of  local- 
ized disease  and  a lower  per  cent  of  regional 
disease.  Certainly,  the  fewer  metastases  a 
cancer  patient  has,  the  greater  his  chances 
are  for  prolonged  survival.  Colorado  has  the 
advantage  in  that  the  per  cent  of  localized 
disease  is  higher,  regional  disease  is  lower, 
and  in  some  cases  the  per  cent  of  female 
cancer  cases  is  higher  than  reported  nation- 
ally. Subsequently,  the  relative  survival 
rates  for  Colorado  are  higher  for  lip,  larynx, 
breast,  corpus  uteri,  prostate,  and  urinary 
bladder  when  all  stages  and  both  sexes  are 
evaluated,  while  the  other  12  sites  under 
study  can  be  said  to  have  relative  survival 
rates  not  significantly  different  from  those 
reported  nationally. 

Summary 

A means  of  collecting,  collating,  and  com- 
paring the  Colorado  experience  in  cancer 
treatment  to  national  end  results  is  pre- 
sented. Although  the  experiences  differ  as 
do  the  populations  under  study,  it  is  informa- 
tive to  examine  the  picture  that  emerges 
when  the  data  pertaining  to  several  forms  of 
cancer  are  compared.  • 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


• r 

INDlCATIONSrTfierapeut/caf/y;  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  as  in;  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  extemalir 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 

• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

.(POLYMYXIN  B-BACMN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin'S'  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg, 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  Vi,  oz.  (approx.)  foil  packets. 


Wellcoffie 


/Biurroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


If  A Disability  Closed  the  Door  on  Your  Practice... 
Would  it  also  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day. 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury. 

Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members. 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Group  rates,  helps  see  to  it  that  your  family  will  have 
something  to  fall  back  on  should  you  become  sick  or  hurt 
and  unable  to  work  because  of  a covered  sickness  or 
accident 

ACT  NOW  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan.  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need.  There's 
no  obligation. 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge.  CO  80033 


Carl  Roderick 
2627  West  10th  Street 
Greeley,  CO  80631 


Tony  Occhiuto 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs.  CO  80932 


Mutual 

9^maha.xL' 

People  Qou  can  count  on... 

Life  insurance  Affiliate:  United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE:  OMAHA.  NEBRASKA 


Colorado  Medical  Society  Insurance  Program 
Please  send  me  full  details  on  the  Disability  Income 
Protection  Plan  available  to  me  as  a member. 

NAME 

ADDRESS 

CITY STATE ZIP 


CENTRALLY  LOCATED 


For  tlie  medical  and  dental  professions 


REPUBLIC  BUILDING  CORPORATION 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facihties. 

Space  is  available.  Ask  for 
illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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A Comprehensive  Therapeutic  Pro5ram 

for  the  G.l.  patient 


Enarax®  (oxyphencyclimine  HCI/hydrox- 
yzine  HCI)  Tablets,  as  adjunctive  therapy,  can 
help  relieve  a wide  range  of  gastrointestinal 
disorders— and  their  accompanying  anxiety* 
Without  cooperation  of  the  patient,  however, 
no  medicinal  regimen  can  succeed  entirely... 
an  understanding  of  the  condition,  the  factors 
involved  in  its  development,  and  the  proper 
approach  to  self-care  are  often  basic  to  suc- 
cessful therapy. 

To  help  save  some  of  your  valuable  time  in 
providing  this  background  information,  this 
specially  designed  G.l.  Patient  Relief  Kit  is 
available  on  request— a valuable  addition  to 
your  overall  therapeutic  program. 

In  addition  to  a complimentary  introductory 
prescription  for  Enarax  Tablets,  this  hand- 


some kit  contains  the  information  and  appro- 
priate stimuli  to  start  the  patient  on  a program 
of  proper  self-care: 

Patient  Information  Booklet,  “You  and  Your 
Digestive  System”— easy-to-swal low  advice 
on  how  to  take  care  of  the  gastrointestinal 
tract,  including  diet  information. 

Sanka®  Decaffeinated  Coffee  sample  pack- 
ets to  provide  an  alternative  to  regular  coffee 
with  caffeine. 

Gelusil®  Liquid  to  help  relieve  heartburn, 
dyspepsia,  gas,  and  flatulence  between  meals. 

Money-saving  coupon  for  future  purchase. 

You  can  obtain  a quantity  of  these  kits  pack- 
aged for  easy  office  storage  by  filling  out  the 
attached  Prepaid  Business  Reply  Card. 

ROORIG  vISp 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


*Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council, 
F.D.A.  has  classified  this  indication  as  "possibly"  effective. 


Please  see  following  page  for  prescribing  information, 
including  adverse  reactions,  contraindications  and  warnings. 


To  help  control 

G.I.  distress/calm  psychic  tension' 

Enaraxfabiets 

(oxyphencyclimine  HCl/ hydroxyzine  HCl) 

• Combination  provides  for  effective  1 2-hours  antispasmodic/anti- 
cholinergic  action  of  oxyphencyclimine  with  the  calming  action  of 
Atarax®  (hydroxyzine  HCl). 

• As  adjunctive  therapy  helps  relieve  a wide  range  of  gastrointes- 
tinal disorders,  and  their  accompanying  anxiety— simultaneously 
However,  it  should  be  used  with  caution  in  patients  with  ulcerative 
colitis. 

• Avoids  the  confusion  and  expense  of  two  medication  schedules. 

• Convenient  b.i.d.  dosage. 

• Individualized  therapy— Enarax®  5 (oxyphencyclimine  HCl 
5 mg. /hydroxyzine  HCl  25  mg.).  Enarax®  10  (oxyphencyclimine 
HCl  10  mg. /hydroxyzine  HCl  25  mg.). 

• Usually  well  tolerated;  drowsiness  or  blurred  vision  may  occur. 

More  detailed  professional  information  available  on  request. 

SEE  REVERSE  FOR  FREE  OFFER. 


Composition 

Each  Enarax  5 tablet  contains: 

oxyphencyclimine  HCl  5 mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Each  Enarax  10  tablet  contains: 

oxyphencyclimine  HCl 10  mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Description.  Enarax  is  a combination  of  oxyphencyclimine  HCl  and 
hydroxyzine  HCl.  Oxyphencyclimine  HCl  is  a crystalline  substance  char- 
acterized by  the  chemical  formula:  (1-methyl-1 .4,5,6  tetrahydro-2- 
pyrim idyl-methyl  alpha-cyclohexyl-alpha-phenylglycolate  hydrochloride). 
It  is  soluble  and  stable  in  aqueous  solutions. 

Hydroxyzine  HCl  is  designated  chemically  as  1-(p-chlorobenzhydryl)-4- 
[2-(2-hydroxyethoxy)-ethyl]  piperazine  dihydrochloride. 

Actions.  Oxyphencyclimine  HCl  provides  long  acting  suppression  of  gas- 
tric secretion  through  its  anticholinergic  action.  The  mechanism  of  this 
action  is  the  inhibition  of  acetylcholine  at  postganglionic  cholinergic 
sites  in  structures  innervated  by  postganglionic  parasympathetic  nerves 
and  on  smooth  muscle  not  so  innervated  but  responsive  to  acetylcholine. 

Hydroxyzine  HCl,  marketed  under  the  trade  name,  Atarax®,  has  been 
shown  clinically  to  be  an  effective  anti-anxiety  agent.  It  induces  a calm- 
ing effect  in  anxious,  tense  individuals  without  impairing  mental  alert- 
ness. It  is  not  a cortical  depressant,  but  its  action  may  be  due  to  a sup- 
pression of  activity  on  certain  key  regions  of  the  subcortical  area  of  the 
central  nervous  system. 


# Indications.  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective:  As  adjunctive  therapy  in  peptic  ulcer;  irri- 
table bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  coli- 
tis, functional  gastrointestinal  disorders);  functional  diarrhea;  drug 
induced  diarrhea;  ulcerative  colitis,  and  urinary  bladder  spasm  and 
ureteral  spasm  (i.e.  smooth  muscle  spasm). 

Final  classification  of  these  less  than  effective  indications  re- 
quires further  investigation. 


Contraindications.  Because  of  its  anticholinergic  activity.  Enarax  is  con- 
traindicated in  the  presence  of  glaucoma,  obstructive  uropathy  (i.e.  blad- 
der neck  obstruction  due  to  prostatic  hypertrophy),  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal  stenosis, 
etc.);  paralytic  ileus;  intestinal  atony  of  the  elderly  or  debilitated  patient; 
unstable  cardiovascular  status  in  acute  hemorrhage;  severe  ulcerative 
colitis;  toxic  megacolon  complicating  ulcerative  colitis;  myasthenia  gravis. 
Warnings.  Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  substantially 
above  the  human  therapeutic  range.  Clinical  data  in  human  beings  are 
inadequate  to  establish  safety  in  early  pregnancy.  Until  such  data  are 
available,  hydroxyzine-containing  drugs  are  not  advised  in  early  pregnancy. 

In  the  presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heatstroke  due  to  decreased  sweating). 

Diarrhea  may  be  an  early  symptom  of  incomplete  intestinal  obstruction, 
especially  in  patients  with  ileostomy  or  colostomy.  In  this  instance  treat- 
ment with  this  drug  would  be  inappropriate  and  possibly  harmful. 


Enarax  may  produce  drowsiness  or  blurred  vision.  In  this  event,  the 
patient  should  be  warned  not  to  engage  in  activities  requiring  mental 
alertness  such  as  operating  a motor  vehicle  or  other  machinery,  or  per- 
form hazardous  work  while  taking  this  drug. 

Precautions.  Anticholinergics  should  be  used  with  caution  in  patients  with: 

autonomic  neuropathy, 

hepatic  or  renal  disease. 

ulcerative  colitis— Large  doses  may  suppress  intestinal  motility  to  the 
point  of  producing  a paralytic  ileus  and  the  use  of  this  drug  may  precipi- 
tate or  aggravate  the  serious  complication  of  toxic  megacolon. 

hyperthyroidism,  coronary  heart  disease,  congestive  heart  failure,  car- 
diac arrhythmias,  hypertension  and  nonobstructing  prostatic  hypertrophy; 
hiatal  hernia  associated  with  reflux  esophagitis,  since  anticholinergic 
drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic  drugs  in  the  treat- 
ment of  gastric  ulcer  may  produce  a delay  in  gastric  emptying  time  and 
may  complicate  such  therapy  (antral  stasis). 

The  use  of  this  drug  in  the  presence  of  complication  of  biliary  tract 
disease  should  not  be  relied  upon. 

Tachycardia  should  be  thoroughly  investigated  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  increase  the  heart  rate. 

With  overdosage,  a curare-like  action  may  occur. 

Adverse  Reactions.  As  with  other  anticholinergics,  oxyphencyclimine  HCl 
produces  certain  effects  which  may  be  physiologic  or  toxic  depending 
upon  the  individual-patient’s  response.  The  physician  must  delineate  these. 

Adverse  reactions  may  include  xerostomia;  urinary  hesitancy  and  re- 
tention; blurred  vision  and  tachycardia;  palpitations;  mydriasis,  dilatation 
of  the  pupil;  cycloplegia,  increased  ocular  tension;  loss  of  taste;  head- 
aches; nervousness;  drowsiness;  weakness;  dizziness;  insomnia;  nausea; 
vomiting;  impotence;  suppression  of  lactation;  constipation;  bloated 
feeling;  severe  allergic  reaction  or  drug  idiosyncrasies  including  ana- 
phylaxis. urticaria  and  other  dermal  manifestation;  some  degree  of  men- 
tal confusion  and/or  excitement  especially  in  elderly  persons. 

Decreased  sweating  is  another  adverse  reaction  that  may  occur.  It 
should  be  noted  that  adrenergic  innervation  of  the  eccrine  sweat  glands 
on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 

An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses 
of  drug  would  be  required,  and  this  would  produce  severe  side  effects 
from  parasympathetic  paralysis. 

Side  effects  which  occasionally  occur  with  hydroxyzine  HCl  (Atarax)® 
are  drowsiness,  xerostomia,  and,  at  extremely  high  doses,  involuntary 
motor  activity,  all  of  which  may  be  controlled  by  reduction  of  the  dosage 
or  discontinuation  of  the  medication. 

Dosage  and  Administration.  The  recommended  adult  dose  is  usually  one 
Enarax  5 or  one  Enarax  10  tablet  two  times  a day  or  three  times  a day, 
depending  on  individual  response.  Proper  diet  and  antacids  should  be 
used  where  indicated  as  concomitant  therapy.  The  safe  use  of  Enarax 
in  children  has  not  been  established;  therefore,  the  drug  should  not  be 
used  in  children. 

Drug  Interactions.  The  potentiating  action  of  hydroxyzine  must  be  con- 
sidered when  the  drug  is  used  in  combination  with  central  nervous  sys- 
tem depressants. 

How  Supplied.  Enarax  5 is  available  as 

white  scored  tablets  in  bottles  of  60.  ■ 

Enarax  10  is  available  as  black  and  A division  of  Pfizer  Pharmaceuticals 

white  scored  tablets  in  bottles  of  60.  New  York.  New  York  10017 
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ORGANIZATION 


James  G.  Price,  M.D.,  of  Brush,  Colorado, 
President  of  the  American  Academy  of  Family 
Physicians,  will  speak  at  the  38th  International 
Medical  Assembly  in  San  Antonio,  Texas  Febru- 
ary 28  and  March  1,  1974. 

9):  * * * 4: 

Among  the  eighteen  new  family  practice  resi- 
dencies approved  by  the  Residency  Review  Com- 
mittee for  Family  Practice  of  the  AAFP  in  mid- 
December  is  one  at  the  Weld  County  General 
Hospital,  Greeley,  Colorado.  This  brings  a total  of 
191  approved  FP  training  programs  in  the  United 
States. 

* * * * « 

Robert  G.  Chapman,  M.D.,  F.A.C.P.,  has  joined 
the  staff  of  the  Belle  Bonfils  Memorial  Blood 
Center  as  Associate  Director.  A native  of  Colo- 
rado Springs,  he  was  graduated  in  medicine  from 
Harvard  in  1951,  and  served  his  internship  and 
the  initial  portion  of  his  residency  at  Hartford 
Hospital,  Conn.  In  1955  he  came  to  the  University 
of  Colorado  as  a resident  in  medicine,  and  in  1958 
he  was  awarded  the  degree  of  MSc.  From  1958 
until  1960  he  was  a research  fellow  of  the  USPHS 
in  hematology  at  the  University  of  Washington. 
In  1960  he  returned  to  the  University  of  Colorado 
teaching  staff,  and  he  presently  is  Associate  Pro- 
fessor of  Medicine  on  the  Hematology  Service.  He 
has  served  both  at  the  Mt.  Sinai  Hospital  Blood 
Bank  and  the  New  York  Blood  Center  in  New 
York  City. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


University  of  New  Mexico 
School  of  Medicine 

Technics  researched,  and  now  available  at  the 
University  of  New  Mexico  School  of  Medicine, 
which  allow  a surgeon  to  remove  a diseased  kid- 
ney, attach  it  to  a preservation  machine,  and  work 
on  it  out  of  the  body,  were  reported  at  a recent 
meeting  of  the  American  Urological  Association 
in  New  York  by  Thomas  A.  Borden,  M.D.,  chief 
of  the  Division  of  Urology  at  UNM. 

The  same  technic  can  be  used  for  patients  with 
large  kidney  stones,  or  where  other  diagnostic 
tests  cannot  determine  the  presence  of  kidney 
stones.  The  machine  can  repair  faulty  kidneys. 
More  than  35  operations  to  transplant  kidneys 
have  been  carried  out  since  March  1970  at  UNM. 

* * * * * 

A cooperative  effort  by  the  Los  Alamos  Scien- 
tific Laboratory  and  the  University  of  New  Mex- 
ico School  of  Medicine  has  resulted  in  a possible 
new  treatment  method  for  malignant  tumors. 

Congressman  Manuel  Lujan  Jr.,  R-N.M.,  an- 
nounced recently  that  $24,350  has  been  released 
to  the  medical  school  by  the  National  Cancer  In- 
stitute, with  equal  funds  anticipated  for  next 
year. 

Principal  investigator  is  Dr.  W.  Sterling  Ed- 
wards, chairman  of  cardio-thoracic  surgery  and 
assistant  dean  for  graduate  medical  education  at 
UNM. 

The  new  technic  involves  literally  killing  the 
tumor  with  fever,  through  the  use  of  radio  fre- 
quency current. 

James  D.  Doss,  electrical  engineer  at  Los 
Alamos,  developed  the  technic  for  localizing 
heat  in  a tumor.  An  electronical  radio  frequency 
generator  passes  a cimrent  between  implanted 
electrodes  to  develop  heat,  typically  about  110 
degrees  fahrenheit,  to  one  part  of  the  body.  The 
rest  of  the  body  remains  at  its  normal  body  tem- 
perature level. 

Other  members  of  the  medical  faculty  work- 
ing on  the  project  are  Dr.  Gerald  K.  Weiss,  asso- 
ciate professor  of  physiology;  Dr.  Charles  R.  Key, 
associate  professor  of  pathology  and  director  of 
the  New  Mexico  Tumor  Registry;  and  Dr.  Phillip 
W.  Day,  director  of  the  UNM  Animal  Resource 
Facility  and  an  assistant  professor  of  pathology. 

“A  number  of  animals  already  have  been  suc- 
cessfully treated  with  the  new  heat  technic, 
and  several  are  showing  very  encouraging  prog- 
ress,” Doss  said. 
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“We  are  asking  the  cooperation  of  veterinari- 
ans and  citizens  throughout  the  state  with  this 
project,”  Dr.  Edwards  said.  “If  they  have  a pet 
with  a tumor,  we  are  asking  them  to  ask  their 
veterinarian  if  this  new  type  of  treatment  might 

be  appropriate  for  their  pet.  The  animal  can  be 

sent  to  us  for  treatment,  and  then  returned 
home.” 

“The  success  of  this  project  will  result  from 
the  close  cooperation  of  the  Los  Alamos  Scien- 
tific Laboratory  and  the  UNM  School  of  Med- 
icine,” Doss  said.  “It’s  something  that  neither  of 
us  could  have  done  alone.” 

« * * 4:  4: 

University  of  Colorado  Medical  Center 

Dr.  James  A.  Yeckley,  a resident  at  the  Uni- 
versity of  Colorado  Medical  Center,  was  presented 
the  fourth  annual  Stelwagon  Prize  by  the  Col- 
lege of  Physicians  of  Philadelphia  during  the  re- 
cent annual  meeting  of  the  American  Academy 
of  Dermatology  which  was  held  in  Chicago. 

Dr.  Yeckley  placed  first  in  a competition 
among  other  residents  in  dermatology  with  a 
paper  entitled,  “Sezary  Cell  Production  From  Nor- 
mal Human  Lymphocytes.” 

« * * * * 

An  International  Office,  designed  to  serve  as 
an  orientation  unit  and  “problem  solver”  for  ap- 
proximately 100  foreign  students,  housestaff,  fel- 
lows and  faculty  members,  has  been  established 
at  the  University  of  Colorado  Medical  Center. 


Directed  by  Dr.  Christopher  A.  Paterson,  as- 
sistant professor  of  ophthalmology,  the  office  staff 
also  will  help  administer  student  and  faculty  ex- 
change programs,  cooperate  with  various  inter- 
national educational  and  medical  organizations, 
and  assist  foreign  patients  and  answer  inquiries 
on  foreign  drugs.  In  addition,  the  office  will  main- 
tain a roster  of  interpreters. 

Dr.  Kurt  Von  Kaulla,  a professor  of  medicine, 
is  the  associate  director.  Ms.  Barbara  Nosanchuk 
is  the  program  coordinator. 

4:  4:  4;  4e  4: 

A $5,000  grant  for  research  into  the  preven- 
tion and  treatment  of  blinding  diseases  has  been 
given  to  the  University  of  Colorado  Medical  Cen- 
ter by  Research  to  Prevent  Blindness,  Inc.,  a na- 
tional voluntary  foundation.  This  is  the  tenth  year 
in  which  an  RPB  grant  has  been  given  to  the  uni- 
versity, which  has  received  a total  of  $50,000  in 
RPB  unrestricted  funds. 

The  money  will  be  used  to  study  certain  en- 
zyme systems  important  in  the  regeneration  of 
photoreceptor  cells  in  the  retina  and  the  effects 
of  certain  drugs  known  to  produce  retinal  de- 
terioration. 

In  presenting  the  grant.  Dr.  Jules  Stein,  RPB 
chairman,  noted  that  UCMC  is  part  of  a fast- 
growing effort  to  find  new  ways  to  combat  dis- 
eases which  are  responsible  for  more  than  95  per 
cent  of  all  blindness.  RPB  gives  some  financial 
support  to  almost  50  medical  institutions. 
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Summary  of  the  Actions  of 
House  of  Delegates 
American  Medical  Association 
27tli  Clinical  Convention 
Anaheim,  California 
December  1-5,  1973 

The  AMA  House  of  Delegates  elaborated  on 
its  policy  position  on  Professional  Standard  Re- 
view Organizations  (PSRO)  during  the  27th  Clin- 
ical Convention  of  the  AMA  in  Anaheim,  Dec.  1-5. 
The  House  also  addressed  itself  to  problems  aris- 
ing from  federal  wage  and  price  controls  over 
health  care  providers,  as  well  as  numerous  other 
issues  of  concern  to  physicians  and  the  public. 

Meeting  for  a total  of  14  hours  and  36  minutes, 
the  House  acted  on  67  reports  and  81  resolutions 
for  a total  of  148  items  of  business,  the  biggest 
agenda  for  a Clinical  Session  in  recent  years. 

Other  issues  considered  ranged  from  malprac- 
tice problems  to  proposed  improvements  in  health 
care  delivery  for  migrant  workers,  and  the  method 
of  election — and  terms  of  service — of  members  of 
the  Board  of  Trustees. 

A total  of  10  resolutions  concerning  the  PSRO 
Law  were  introduced  during  the  clinical  session, 
more  than  for  any  other  item  of  business;  this 
indicates  the  high  degree  of  concern  over  the  is- 
sues surrounding  PSRO  and  professional  peer  re- 
view. 

PSRO’s 

Reference  Committee  A,  which  began  its  hear- 
ings on  PSRO  shortly  before  noon  Monday,  Dec. 
3,  heard  more  than  four  hours  of  testimony  from 
physicians  expressing  various  shades  of  opinion, 
and  did  not  complete  its  preliminary  report  until 
the  early  morning  hours  of  Tuesday. 

After  more  than  two  hours  of  additional  dis- 
cussion on  PSRO’s  on  Wednesday,  the  House  of 
Delegates  adopted  Report  EE  of  the  Board  of 
Trustees,  as  amended,  in  lieu  of  the  various  reso- 
lutions which  had  been  submitted.  The  report 
summarized  PSRO  developments  to  date,  and  out- 
lined previous  AMA  policy  in  confronting  the 
PSRO  issue. 

The  House  adopted  the  following  amendment 
to  be  inserted  on  page  3,  line  16,  of  Report  EE  of 
the  Board  of  Trustees  and  Council  on  Medical 
Service: 

The  AMA  affirms  the  following  principles: 

1.  That  the  medical  profession  remains  firmly  com- 
mitted to  the  principle  of  peer  review,  under  professional 
direction,  and 


2.  That  medical  society  programs  of  proven  effective- 
ness should  not  be  dismantled  by  PSRO  implementation, 
and 

3.  That  the  Association  suggests  that  each  hospital 
medical  staff,  working  with  the  local  medical  society, 
continue  to  develop  its  own  peer  review,  based  upon 
principles  of  sound  medical  practice  and  documentable 
objective  criteria,  so  as  to  certify  that  objective  review 
of  quality  and  utilization  does  take  place;  to  make  these 
rev'iew  procedures  sufficiently  strong  as  to  be  unassail- 
able by  any  outside  party  or  parties:  and  that  the  local 
and  state  medical  societies  take  all  legal  steps  to  resist 
the  intrusion  of  any  third  party  into  the  practice  of 
medicine,  and 

4.  That  this  House  of  Delegates,  as  individual  physi- 
cians and  through  the  Board  of  Trustees  and  its  Coun- 
cil on  Legislation,  work  to  inform  the  public  and  legis- 
lators as  to  the  potential  deleterious  effects  of  this  law 
on  the  quality,  confidentiality  and  cost  of  medical  care; 
and  the  hope  that  the  Congress  in  their  wisdom  will  re- 
spond by  either  repeal,  modification,  or  interpretation 
of  rules  which  will  protect  the  public. 

The  considered  opinion  of  this  House  of  Dele- 
gates is  that  the  best  interests  of  the  American 
people,  our  patients,  would  be  served  by  the  re- 
peal of  the  present  PSRO  legislation.  It  is  also 
believed  that  this  is  consistent  with  our  long- 
standing policy  and  opposition  to  this  legislation 
prior  to  passage. 

In  adopting  the  above  amendment,  the  House 
made  special  note  that  the  last  paragraph  of  Re- 
port EE  remains  the  same.  The  last  paragraph 
reads: 

The  considered  opinion  of  the  Board  of  Trustees  and 
the  Council  on  Medical  Service  is  to  recommend  to  the 
House  of  Delegates  that  the  AMA  continue  to  exert  its 
leadership  and  support  constructive  amendments  to  the 
PSRO  law,  coupled  with  continuation  of  the  effort  to 
develop  appropriate  rules  and  regulations.  {Report  EE 
adopted  as  amended) 


Phase  IV  Wage-Price  Controls 

Four  resolutions  and  two  reports  were  intro- 
duced dealing  with  discriminatory  Phase  IV 
Wage-Price  Controls  on  health  care  providers  and 
institutions.  The  House  approved  a Board  of  Trus- 
tees Report  announcing  AMA  support  for  the 
American  Hospital  Association  in  its  battle  against 
proposed  controls  over  acute  care  hospitals.  Dele- 
gates also  adopted  a substitute  resolution  which 
directs  the  AMA  to  continue,  “as  a matter  of  high 
priority,”  to  seek  relief  for  physicians  from  wage- 
price  controls  “using  all  available  administrative 
resources,”  and  that  “the  Board  of  Trustees  be 
authorized  to  institute  appropriate  legal  action 
when  so  advised  by  legal  counsel.” 


Address  of  the  President,  Russell  B.  Roth 

In  opening-day  remarks  which  drew  a stand- 
ing ovation  from  the  House,  Dr.  Russell  B.  Roth, 
President  of  the  AMA,  discussed  some  of  the  com- 
plex issues  surrounding  peer  review  and  Profes- 
sional Standards  Review  Organizations. 

The  only  way  to  effectively  assure  high  qual- 
ity care  is  through  professional  peer  review.  Dr. 
Roth  said,  because  “ultimately,  excellence  of  med- 
ical care  is  determined  by  the  competence,  the 
motivation,  and  the  integrity  of  the  physician  who 
provides  it.” 
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The  problem  with  most  lay-initiated  peer  re- 
view proposals  is  that  they  are  based  on  the  mis- 
taken premise  that  good  health  care  can  be  pro- 
vided through  improved  delivery  systems  or 
institutionalization,  according  to  Dr.  Roth. 

Since  the  delivery  of  most  medical  care  takes 
place  outside  the  hospital,  and  because  the  qual- 
ity of  care  is  not  something  that  can  be  measured 
in  dollars  of  cost  or  hours  of  time,  however,  peer 
review  standards  such  as  those  proposed  under 
PSRO  will  be  difficult  to  establish,  he  said. 

“Regardless  of  how  one  may  derive  standards 
and  norms,  the  matter  of  judging  conformity  and 
of  evaluating  exceptions  and  divergencies  is  a 
peer  professional  problem. 

“We  should  reflect  that  a medical  school  is 
regarded  as  good  because  it  is  adjudged  to  be  so 
by  physician  graduates,  physician  faculty  mem- 
bers, and  physician  contemporaries.” 

Dr.  Roth  added  that  more  attention  will  be 
paid  to  evidence  that  physicians  are  keeping 
abreast  of  medical  progress  and  are  maintaining 
their  medical  competence,  but  he  said  that,  “This 
too  will  undoubtedly  be  accomplished  by  peer 
evaluation.” 

Dr.  Roth  did  not  take  sides  on  the  PSRO  ques- 
tion, but  spoke  for  the  “good  and  useful  things 
which  we  may  do  to  identify  high  quality  of  care, 
and  of  the  immense  difficulties  in  doing  this 
well.” 

But  Dr.  Roth  concluded  that,  ‘.‘If  solutions  were 
to  come  easily  it  would  not  be  a challenge — and 
challenge  it  is.  In  the  meantime  the  nation  will 
be  well  advised  to  put  its  confidence  in  the  com- 
petence, the  integrity  and  the  motivation  of  the 
medical  profession.” 

Remarks  of  Charles  C.  Edwards,  M.D.,  Assistant 
Secretary  for  Health,  Dept,  of  HEW 

The  leadership  of  organized  medicine  is  in- 
dispensable to  the  resolution  of  today’s  pressing 
health  care  problems,  according  to  Dr.  Charles  C. 
Edwards,  Assistant  Secretary  for  Health,  U.S.  De- 
partment of  Health,  Education  and  Welfare,  who 
addressed  the  House  at  the  opening  of  its  Tuesday 
session. 

The  AMA’s  Medicredit  Bill,  and  its  national 
policy  proposal  for  the  collection  and  distribution 
of  blood  (a  policy  endorsed  by  the  House  during 
the  Tusday  session)  are  evidence  of  AMA  initia- 
tive and  leadership.  Dr.  Edwards  said. 

Discussing  PSRO,  he  said  that  many  of  the 
complex  problems  created  by  the  law  can  be 
solved  if  the  government  has  the  continued  sup- 
port of  the  PSRO  Council,  the  AMA,  and  a num- 
ber of  other  professional  organizations  that  recog- 
nize both  the  problems  and  the  potential  of  PSRO. 


He  pointed  out  that  virtually  every  institution 
— governmental  or  private — is  being  subjected  to 
the  scrutiny  of  the  public,  and  that  significant 
changes  are  taking  place  in  our  society. 

According  to  Dr.  Edwards,  the  message  im- 
plicit in  PSRO  is  clear:  “The  medical  profession 
is  being  asked  to  solve  its  own  problems,  to  work 
collaboratively  with  government  when  their  joint 
efforts  are  needed,  but  to  maintain  the  independ- 
ence that  has  permitted  it  to  make  a great  con- 
tribution to  the  health  of  the  American  people.” 

To  completely  turn  back  from  this  course,  he 
said,  would  be  to  give  up  by  default  “the  oppor- 
tunity to  help  determine  the  future  of  the  Amer- 
ican system  of  health  care.” 

Summary  of  Actions  of  the  House  of  Delegates 

Because  of  the  wide-ranging  nature  of  the  ac- 
tions taken  by  the  House  of  Delegates,  and  for 
the  sake  of  clarity,  this  summary  will  be  divided 
into  four  subject  areas  with  appropriate  sub- 
headings; Physicians  and  Hospitals  and  Medical 
Schools;  Physicians  and  the  Public;  Association 
and  Internal  Matters  of  the  House;  and  Miscel- 
laneous. (Note:  The  items  mentioned  under  each 
subject  area  are  not  all-inclusive,  but  include  only 
the  more  significant  actions  taken.) 

Physicians  and  Hospitals  and  Medical  Schools 

Pre-Admission  Certification — The  House  con- 
sidered two  resolutions  dealing  with  proposed 
government  regulations  which  would  impose  a 
hospital  pre-admission  certification  program  for 
patients  under  Medicare.  Resolution  48,  adopted 
by  the  House,  directs  the  AMA  to  take  all  steps 
necessary  to  prevent  enactment  of  regulations 
mandating  hospital  pre-admission  certification, 
and  to  determine  whether  such  regulations  would 
be  in  violation  of  Medicare  law. 

Another  Resolution,  #68,  which  would  have 
the  AMA  request  the  Secretary  of  HEW  not  to 
allow  the  publishing  of  pre-admission  certifica- 
tions in  the  Federal  Register,  and  also  would  have 
the  AMA  seek  Congressional  support  for  this  posi- 
tion, was  referred  to  the  Board  of  Trustees  and 
the  Council  on  Legislation. 

Funding  Medical  Education — Report  C of  the 
Board  of  Trustees,  which  outlines  continuing  AMA 
efforts  to  secure  balanced  funding  for  medical  ed- 
ucation and  research,  was  adopted  by  the  Dele- 
gates. The  report  describes  several  studies  of  the 
cost  of  medical  education  and  its  relation  to  the 
cost  of  medical  care  that  are  presently  underway, 
and  points  out  that  the  Council  on  Medical  Ed- 
ucation is  closely  monitoring  the  results  of  such 
studies  with  a view  toward  future  action^. 

Quality  Assurance  Program — After  consider- 
able discussion,  the  House  adopted  a resolution 
that  offers  the  American  Hospital  Association  the 
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cooperation  of  the  AMA  in  deliberations  on  the 
AHA’s  Quality  Assurance  Program.  The  AMA 
will  seek  the  elimination  of  features  it  considers 
undesirable.  A final  resolve  puts  the  AMA  on 
record  as  disapproving  of  QAP  in  its  present 
form. 

Problems  with  Third-Party  Rounds — A report 
of  the  Council  on  Medical  Education  and  the 
Council  on  Medical  Service  with  suggestions  to 
minimize  problems  arising  from  the  use  of  pri- 
vate patients  in  teaching  programs  was  adopted 
by  the  House,  and  referred  to  the  Judicial  Coun- 
cil and  the  AMA  Legal  Department,  with  instruc- 
tions to  file  a report  through  the  Board  of  Trus- 
tees for  the  1974  Annual  Meeting. 

Intern  and  Resident  Matching  Program — The 
House  adopted  Report  F of  the  Board  of  Trustees 
which  recommends  that  the  present  National  In- 
tern and  Resident  Matching  Program  remain  in 
effect.  Two  resolutions  introduced  at  the  1973  An- 
nual Session  had  proposed  that  the  National 
Matching  Program  abandon  its  “all  or  nothing” 
policy.  Testimony  before  Reference  Committee  C, 
which  considered  the  matter,  indicated  students 
endorsed  the  Board  Report.  The  committee  added 
that  further  study  of  the  matching  program  is 
being  conducted  by  the  Liaison  Committee  on 
Graduate  Medical  Education  and  the  Coordinating 
Council  on  Medical  Education. 


Physicians  and  the  Public 

Health  of  Migrant  Workers — Development  of 
a possible  nationwide  health  insurance  program 
for  migrant  workers  is  one  of  several  proposals 
contained  in  Council  on  Medical  Service  Report 
C approved  by  the  House. 

The  report  states  that  such  an  insurance  pro- 
gram is  possible,  and  adds  that  there  is  a need  for 
migrant  health  advocates,  who  would  be  paid  for 
their  services  rather  than  be  volunteers. 

Under  action  taken  by  the  House,  the  Council 
on  Medical  Service  is  instructed  to  develop  a ver- 
sion of  such  an  insurance  program. 

Confidentiality  of  Records — The  House  adopted 
Report  D of  the  Council  on  Medical  Service  which 
describes  efforts  to  find  practical  solutions  to 
problems  related  to  maintaining  the  confidential- 
ity of  patient  records.  The  House  further  in- 
structed the  Council  to  prepare  model  legislation 
to  preserve  confidentiality  as  a guide  to  possible 
state  legislation.  Also  adopted  was  Resolution  41 
which  puts  the  AMA  on  record  in  opposition  to 
violation  of  the  confidentiality  of  patient  records 
by  government  agencies  under  all  circumstances. 

Alcoholism — Under  Resolution  30  adopted  by 
the  House,  the  medical  treatment  and  admission 
of  alcoholics  would  be  improved.  The  resolution 
recommends  to  the  American  Hospital  Association 


that  it  urge  member-hospitals  to  liberalize  ad- 
mission policies  for  alcoholics  where  necessary; 
urges  physicians  to  abstain  from  using  the  names 
of  other  pathological  conditions  in  lieu  of  alcohol- 
ism, urges  the  Joint  Commission  on  Accreditation 
of  Hospitals  to  implement  the  intent  of  the  Reso- 
lution as  one  of  its  requirements  for  approval, 
and  urges  insurance  companies  and  pre-payment 
plans  to  remove  unrealistic  coverage  limitations 
for  treatment  of  alcoholics. 

Health  Care  of  the  American  Indian — The 
House  adopted  and  referred  to  the  Board  of 
Trustees  for  further  action  a Report  by  the 
Council  on  Medical  Service  and  its  Committee  on 
Health  Care  of  the  Poor  regarding  proposed  im- 
provements in  the  Indian  Health  Service.  The  re- 
port summarized  the  total  picture  of  Indian 
health,  and  contained  recommendations  on  how 
to  improve  the  Indian  Health  Service  programs 
of  the  federal  government. 

National  Blood  Program — The  concept  of  the 
proposed  AMA  plan  to  implement  the  govern- 
ment’s National  Blood  Policy  by  organizing  blood 
banks  and  transfusion  facilities  within  a national 
system  that  retains  regional  and  local  responsibil- 
ities and  authority  was  endorsed  by  the  House. 
The  AMA  plan  was  contained  in  Board  of  Trus- 
tees Report  Z adopted  by  the  Delegates. 

Definition  on  Death — Because  of  complex  legal 
ramifications,  the  House  adopted  a policy  posi- 
tion that  at  present  the  statutory  definition  of 
death  is  not  desirable  or  necessary,  that  state  med- 
ical associations  urge  their  legislators  to  postpone 
enactment  of  definition  of  death  statutes.  The 
House  also  affirmed  the  following  statement: 
“Death  shall  be  determined  by  the  clinical  judg- 
ment of  the  physician  using  the  necessary  avail- 
able and  currently  accepted  criteria.” 

The  Dying  Patient — The  House  adopted  the 
following  statement  to  serve  as  a guideline  for 
physicians  confronted  with  ethical  problems  re- 
lated to  euthanasia  (mercy  killing)  and  death 
with  dignity: 

“The  intentional  termination  of  the  life  of  one  human 
being  by  another — mercy  killing — is  contra^  to  that  for 
which  the  medical  profession  stands  and  is  contrary  to 
the  policy  of  the  American  Medical  Association. 

“The  cessation  of  the  employment  of  extraordinary 
means  to  prolong  the  life  of  the  body  when  there  is  ir- 
refutable evidence  that  biological  death  is  imminent  is 
the  decision  of  the  patient  and/or  his  immediate  family. 
The  advice  and  judgment  of  the  physician  should  be 
freely  available  to  the  patient  and/or  his  immediate 
family.” 


Association  and  Internal  Matters  of  the  House 

Terms  of  Service  of  Trustees — Proposed 
amendments  to  the  by-laws  which  would  have 
limited  members  of  the  Board  of  Trustees  to  a 
maximum  of  two  full  terms  of  three  years  each 
were  not  adopted  by  the  House.  The  action  re- 
tains the  present  provision  allowing  trustees  to 
serve  three  full  terms  of  three  years  each. 
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Method  of  Electing  Trustees — In  a related  ac- 
tion, the  Delegates  approved  two  other  resolu- 
tions which  will  allow  candidates  for  the  Amer- 
ican Medical  Association  Board  of  Trustees  to  run 
at  large  rather  than  for  designated  “slot”  posi- 
tions as  is  presently  done.  One  of  the  resolutions 
adopted  outlines  the  methods  to  be  followed  in 
at-large  election  of  trustees,  while  the  other  deals 
with  any  necessary  changes  in  the  by-laws.  Ap- 
propriate by-laws  will  be  presented  and  consid- 
ered at  the  1974  Annual  Meeting. 

Specialty  Representation  in  House — The  House 
took  several  actions  related  to  direct  representa- 
tion of  national  medical  specialty  societies  in  the 
House  of  Delegates.  The  House  adopted  a report 
of  the  Council  on  Constitution  and  Bylaws  calling 
for  a thorough  study  of  the  proposal,  including 
an  open  hearing  at  the  1974  Annual  Meeting.  Two 
resolutions,  both  calling  for  the  rejection  of  di- 
rect representation  by  the  specialty  societies,  were 
referred  to  the  Council  on  Constitution  for  con- 
sideration in  its  study. 

Professional  Liability — Report  DD  of  the 
Board  of  Trustees,  which  summarizes  the  develop- 
ment of  the  new  Medical  Liability  Commission 
formed  by  the  AMA,  and  AHA,  and  several  na- 
tional medical  specialty  organizations,  was  en- 
dorsed by  the  House.  Delegates  further  directed 
that  the  Board  of  Trustees  “grant  the  highest  pri- 
ority for  financial  and  organizational  support” 
for  the  commission. 

The  Board  of  Trustees  will  request  that  the 
Commission  give  some  priority  to  basic  research 
in  the  field  of  medical  liability,  and  will  urge  the 
present  Secretary  of  HEW  to  consult  and  coop- 
erate with  the  commission. 

The  action  also  puts  the  House  on  record  as 
urging  all  delegates,  state  and  local  medical  as- 
sociations, and  other  medical  organizations  to  sup- 
port the  new  commission,  and  to  submit  to  it  any 
appropriate  comments,  suggestions  or  ideas  for 
easing  malpractice  problems. 

Renal  Dialysis — Acting  on  Report  J of  the 
Council  on  Medical  Service  and  on  several  resolu-. 
tions,  the  House  adopted  a strong  policy  position 
on  renal  dialysis  and  transplant  procedures  under 
Medicare.  The  report  and  resolutions  objected  to 
the  “interim  regulations”  issued  by  the  federal 
government  in  respect  to  renal  dialysis  and  trans- 
plant under  Medicare,  since  the  regulations  es- 
tablish what  is  tantamount  to  a maximum  fee 
schedule  on  a national  basis  for  professional  serv- 
ices, and  in  effect  dictate  on  a national  scale  the 
method  by  which  certain  kinds  of  medical  care 
are  rendered. 

Under  actions  taken  by  the  House,  the  AMA 
will  strongly  protest — and  seek  to  rescind — the  in- 
terim regulations;  request  that  the  federal  gov- 
ernment return  to  existing  systems  of  determin- 
ing medical  necessity  for  treatment  and  setting 
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fees;  and — with  consultation  from  concerned  med- 
ical specialty  societies — work  with  the  govern- 
ment in  redrawing  the  interim  regulations. 

Miscellaneous  Actions  of  the  House 

In  miscellaneous  actions,  the  House: 

— Referred  to  the  Council  on  Medical  Service 
a resolution  urging  the  AMA  to  oppose  wide  dif- 
ferences in  fees  for  medical  services  performed 
by  equally  qualified  physicians  who  practice  in 
different  geographic  areas  of  a state  . . . 

— Adopted  a report  recommending  that  sum- 
maries of  court  decisions  on  informed  consent  be 
made  available  to  physicians  on  request,  rather 
than  the  compilation  of  model  guidelines  since 
court  interpretations  of  informed  consent  vary 
from  one  jurisdiction  to  another  . . . 

— Adopted  a substitute  resolution  calling  for 
the  Board  of  Trustees,  the  Interns  and  Residents 
Business  Section,  the  Council  on  Medical  Serv- 
ice, and  the  Council  on  Medical  Education,  to 
develop  principles  and  guidelines  for  agreements 
between  House  staff  and  their  institutions,  and 
to  explore  the  development  of  a model  contract  for 
use  by  institutions  with  graduate  medical  educa- 
tion programs  . . . 

— Approved  a proposal  that  the  1977  Annual 
Meeting  be  held  in  San  Francisco  and  the  1977 
Clinical  Session  in  Chicago  . . . 

— Adopted  a report  of  the  Council  on  Medical 
Service  outlining  progress  made  in  persauding 
the  Aetna  Life  and  Casualty  Company  to  limit 
the  use  of  its  surgical  predetermination  form  . . . 

— Endorsed  Board  of  Trustees  action  in  sup- 
porting the  enactment  of  legislation  for  medical 
devices  . . . 

— Referred  to  the  Officers  of  the  Interns  and 
Residents  Business  Section  and  the  Board  of 
Trustees  a resolution  seeking  AMA  support  for 
an  exemption  from  federal  taxes  of  the  first 
$3,600  of  annual  income  paid  post-doctoral  train- 
ees by  institutions  accredited  by  the  AMA  Coun- 
cil on  Medical  Education  . . . 

— Filed  a report  stressing  the  record  growth 
of  the  American  Medical  Association  Education 
and  Research  Foundation  . . . 

— Adopted  a substitute  resolution  encouraging 
the  observance  of  due  process  in  disputes  involv- 
ing interns  and  residents  and  the  institutions  in 
which  they  work. 

Ray  G.  Witham,  M.D. 

John  M.  Wood,  M.D. 

Robert  E.  McCurdy,  M.D. 
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American  College  of  Chest  Physicians 
University  of  Hawaii  School  of  Medicine 


RESPIRATORY  CARE  IN  SHOCK  SYNDROMES 

Hilton  Hawaiian  Village  Hotel 

Honolulu,  Hawaii  ^ 


March  4-6,  1974 


Contact:  Bradford  W.  Claxton,  M.Ed.,  112  East 
Chestnut  St.,  Chicago,  Illinois  60611. 


Beth  Israel  Hospital 

FOURTH  ANNUAL  RADIOLOGY  CONFERENCE 
Aspen  Institute  for  Humanistic  Studies 
Aspen,  Colorado 

March  4-8,  1974 

Contact:  Maurice  O’Connor,  M.D.,  Division  of 
Radiology,  Denver  General  Hospital,  Denver, 
Colorado  80204. 


Cortical  Function  Laboratories 


FIFTH  ANNUAL  CEREBRAL 
FUNCTION  SYMPOSIUM 


Del  Coronado  Hotel,  Coronado,  California 


March  7-8,  1974 


Contact:  Lynn  Smith,  Ph.D.,  Porter  Memorial 
Hospital,  2525  S.  Downing  St.,  Denver,  Colorado 
80210. 


Nevada  Cancer  Control  Institute 


FIRST  SPRING  CONFERENCE  ON 
CANCER  CONTROL 


Nevada  Cancer  Control  Institute 
Las  Vegas,  Nevada 

March  8,  1974 


Contact:  Mrs.  Irene  Peacock,  1800  W.  Charles- 
ton Blvd.,  Las  Vegas,  Nevada  89102. 


Colorado  Medical  Society 
WINTER  CLINICS 

St.  Anthony’s  Hospital,  Nurses’  Auditorium 
Denver 

March  8-10,  1974 

Contact:  Mrs.  Shirlee  Myers:  (303)  534-8580. 


The  Children’s  Hospital 

COLORADO  CONFERENCE  ON 
PEDIATRIC  NEPHROLOGY 

Given  Institute  of  Pathobiology,  Aspen,  Colorado 
March  11-13,  1974 

Fee:  $40.00  by  March  1,  1974. 

Contact:  Larry  G.  McLain,  M.D.,  Children’s 
Hospital,  1056  East  19th  Avenue,  Denver,  Colorado 
80218. 


Wyoming  Slate  Medical  Society 
WINTER  SEMINAR 
Outlaw  Inn,  Rock  Springs,  Wyoming 
March  14-15,  1974 

Contact:  Robert  Smith,  Wyoming  State  Med- 
ical Society,  P.O.  Box  1387,  Cheyenne,  Wyoming 
82001. 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 
25TH  WESTERN  INSTITUTE  ON  EPILEPSY 
Cosmopolitan  Hotel,  Denver 
March  19-20,  1974 

Colorado  Epilepsy  Association 

WESTERN  AND  MIDWESTERN  EEG 
SOCIETIES  SYMPOSIUM 

Cosmopolitan  Hotel,  Denver 
March  21-23,  1974 

Further  information  concerning  these  meetings 
may  be  obtained  by  writing  the  Office  of  Con- 
tinuing Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  Ninth  Avenue,  Den- 
ver, Colorado  80220. 


American  College  of  Chest  Physicians 
Nevada  Tuberculosis  and  Respiratory 
Disease  Association 


OFFICE  MANAGEMENT  OF 
RESPIRATORY  DISEASE 


Las  Vegas,  Nevada 
March  27-29,  1974 


Contact:  Bradford  W.  Claxton,  M.Ed.,  112  East 
Chestnut  St.,  Chicago,  Illinois  60611. 


it'«y 


Sun  Break 


for  February  1974 


119 


Colorado  Heart  Association 
Colorado  Society  for 
Cardiovascular  Medicine 

DILEMMAS  IN  CARDIAC  DIAGNOSIS 
AND  THERAPY  CIRCA  1974 

Snowmass-at-Aspen,  Colorado 

March  21-23,  1974 

Contact:  Colorado  Heart  Association,  1375 
Delaware  Street,  Denver,  Colorado  80204. 


Rondomycin 

(methacycline  HCI) 


Montana  Medical  Association 
27TH  INTERIM  MEETING 
Colonial  Hilton,  Helena,  Montana 
April  5-6,  1974 

Contact:  G.  Brian  Zins,  2021  11th  Ave.,  Suite 
12,  Helena,  Montana  59601. 


Society  of  Nuclear  Medicine 

Society  of  Nuclear  Medical  Technologists 

NUCLEAR  MEDICINE  1974-UPDATE  SEMINAR 
April  4-6,  1974 

Stouffer’s  Denver  Inn,  3203  Quebec  St. 

Denver,  Colorado 

Contact:  Nuclear  Medicine  1974,  Box  18589, 
Denver,  Colorado  80218. 


Intermountain  Pediatric  Society  & Utah 
Chapter,  American  Academy  of  Pediatrics 


19TH  ANNUAL  INTERMOUNTAIN 
CLINICAL  CONVENTION 

Caesar’s  Palace,  Las  Vegas,  Nevada 

April  8-10,  1974 


Contact:  Anthony  R.  Temple,  M.D.,  50  North 
Medical  Drive,  Salt  Lake  City,  Utah  84112. 


National  Council  on  Alcoholism 

FIFTH  ANNUAL  MEDICAL-SCIENTIFIC 
CONFERENCE 

Denver  Hilton  Hotel 

April  29-May  1,  1974 

Contact:  Frank  Seixas,  M.D.,  National  Council 
on  Alcoholism,  2 Park  Avenue,  NYC,  NY  10016. 


u'ov 


to  a Sun  Break 


CONTRAINDICATIONS;  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  inlants.  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone- forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS;  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms),  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapularand  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  lull  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections;  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule.  900  mg  initially,  followed  by  300  mg 
q.i.d.  foratotal of5.4grams. 

For  Ireatment  of  syphilis,  when  penicillin  is  conlraindicated.  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children-  3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  conlinued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy;  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI).  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consul!  package  circular  or  latest  PDR  information. 

Rev.  6/73 

WALLACE  PHARMACEUTICALS 
Vki  CRANBURY.  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomvcin  300.e 

[melihacvcline  HCI] 


Delivers  from  the  very  first  dose: 

itudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Book  Revietv 

The  Victim  is  Always  the  Same,  by  I.  S.  Cooper, 
M.D.,  160  pages,  with  illus.  $6.95,  Harper  & Row, 
1973. 

Dystonia  musculorum  deformans,  due  to  a de- 
fective gene  which  is  not  apparent  at  birth,  but 
becomes  evident  gradually  between  the  ages  of 
five  to  ten  years,  is  described  most  movingly  in 
this  very  beautiful  book  written  with  consum- 
mate literary  skill. 

Dr.  Cooper  records  the  devastating  details  of 
the  suffering  and  frustration  of  two  girls  of  11 
and  14  years — and  their  families — undiagnosed 


for  five  and  eight  years,  and  a brilliant  young 
man  of  24  undiagnosed  for  17  years.  With  modern 
precision  instruments,  with  the  patients  fully 
conscious,  a tiny  portion  of  the  brain  was  frozen, 
and  the  painful  spasm  and  deformities  released. 

The  book  is  a gem  of  the  publishing  art,  the 
photographs  are  as  moving  as  the  text,  and  the 
dust  jacket  bears  a charming  water  color  by  the 
author’s  son. 

This  reviewer  had  never  heard  of  this  disease, 
and  by  way  of  penance  has  appended  several  of 
the  outstanding  references. 

1.  Arch.  Neurol.  7:132-145,  (Aug.)  1962. 

2.  Jour.  Pediatrics  74:585-592,  (Apr.)  1969. 

3.  JAMA  210:705-708,  (Oct.  27)  1969. 

4.  Neurology  20:  (Nov.  Part  2,  154  pages)  1970. 

5.  Involuntary  Movement  Disorders.  Hoeber  Med- 
ical Division,  Harper  & Row,  1969. 

Horace  E.  Campbell,  MD 


Library  Notes 

SERIAL  HOLDINGS  OF  THE  DENVER  MEDICAL  SOCIETY  LIBRARY 

Beginning  volume  and  beginning  year  are  shown  in  the  columns  following  the  names  of  the  holdings, 
and  where  the  title  is  no  longer  available  ending  volume  and  year  are  indicated.  The  holdings  are  generally 
complete  for  the  period  shown  but  in  some  cases  the  holdings  may  be  scattered. 


SPECIALTY 

PSYCHIATRY  AXD  XECROTOGY 


Acta  Neurologica  Scandinavica 

Acta  Xeurologica  Scandinavica  Supplements 

Acta  Psychiatrica  Scandinavica 

Acta  Psychiatrica  Scandinavica  Supplements 

American  Journal  of  Clinical  Hypnosis 

American  Journal  of  Insanity 

American  Journal  of  Mental  Deficiency 

American  Journal  of  Orthopsychiatry 

American  Journal  of  Psychiatry 

American  Journal  of  Psychotherapy 

Annual  Survey  of  Psychoanalysis 

Archives  of  General  Psychiatry 

Archives  of  Neurology 

Archives  of  Neurology  and  Psychiatry 

Association  for  Research  in  Nervous  and  Mental  Diseases 
Brain 

British  Journal  of  Medical  Psychology 
British  Journal  of  Psychiatry 

Bulletin  of  the  Los  Angeles  Neurological  Society 
Bulletin  of  the  Menninger  Clinic 
Developmental  Medicine  and  Child  Neurology 
Diseases  of  the  Nervous  System 

International  Journal  of  Clinical  and  Experiment  Hypnosis 

International  Journal  of  Psychiatry 

International  Journal  of  Psychoanalysis 

International  Psychiatry  Clinics 

Journal  of  Abnormal  and  Social  Psychology 

Journal  of  Abnormal  Psychology 

Journal  of  the  American  Psychoanalytical  Association 

Journal  of  Nervous  and  Mental  Diseases 

Journal  of  Neurology,  Neurosurgery,  and  Psychiatry 

Journal  of  Neuropathology  and  Experimental  Neurology 

Journal  of  Religion  and  Health 

Medical  Aspects  of  Human  Sexuality 

Mental  Hygiene 

Neurology 

Progress  in  Neurology  and  Psychiatry 
Progress  in  Psychotherapy 
Psychiatric  Quarterly 
Psychiatric  Research  Reports 
Psychiatry 

Psychoanalytic  Forum 
Psychoanalytic  Quarterly 
Psychoanalytic  Study  of  the  Child 
Psychosomatic  Medicine 
Psych  osomatics 

Transactions  of  the  American  Neurological  Association 
Year  Book  of  Neurology 
Year  Book  of  Psychiatry 
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1967- 

26- 

1967- 

43- 

1967- 

195- 

1967- 

1- 

1958- 

22-77 

1855-1920 

45- 

1940- 

16- 

1946- 

1- 

1922- 

7- 
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1- 
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1- 
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1- 

1959- 
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1919-1959 
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1921- 

1- 

1878- 

40- 
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1963- 

34- 

1965- 

1- 

1936- 

4- 

1962- 

3- 

1942- 

19- 
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1- 

1965- 

1- 

1920- 

1-8 

1964-1971 

38-70 

1943-1965 
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1965-1970 

1- 
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3- 

1876- 

9- 
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1- 

1942- 

1-11 

1961-1971 

1- 
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1- 
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2- 

1947- 

1- 

1956- 

17- 
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1- 
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17- 

1948- 
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7- 

1945- 

8- 
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10  years 
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BASIC  SCIENCES 


Acta  Cytologica 

Acta  Endocrinologica 

Acta  Endocrinologica  Supplements 

Advances  in  Clinical  Chemistry 

American  Journal  of  Anatomy 

American  Journal  of  Human  Genetics 

American  Journal  of  Physiology 

Antimicrobial  Agents  and  Chemotherapy 

Antimicrobial  Agents  and  Chemotherapy — new  series 

Bacteriological  Reviews 

Biochemical  Journal 

Birth  Defects  Original  Article  Series 

Clinica  Chimica  Acta 

Clinical  Research 

CIBA  Clinical  Symposia 

Clinics  in  Endocrinology  and  Metabolism 

Endocrinology 

Genetics 

Journal  of  Applied  Physiology 
Journal  of  Bacteriology 
Journal  of  Biological  Chemistry 
Journal  of  Endocrinology 

Journal  of  Baboratory  and  Clinical  Medicine 

Journal  of  Pharmacology  and  Experimental  Therapeutics 

Journal  of  Surgical  Research 

Journal  of  Virology 

Baboratory  Investigation 

Metabolism 

Methods  of  Biochemical  Analysis 
Physiological  Reviews 

Proceedings  of  the  Society  for  Experimental  Biology  and 
Medicine 

Progress  in  Chemical  Toxicology 

Recent  Advances  in  Biological  Psychiatry 

Science 

Scientific  American 

Texas  Reports  in  Biology  and  Medicine 
Tohoku  Journal  of  Experimental  Medicine 
Transactions  of  the  New  York  Academy  of  Science 
Yale  Journal  of  Biology  and  Medicine 


ONCOLOGY 


Advances  in  Cancer  Research 
American  Journal  of  Cancer 
CA:  A Journal  for  Clinicians 
Cancer 

Cancer  Chemotherapy  Abstracts 

Cancer  Chemotherapy  Reports 

Cancer  Progress 

Cancer  Research 

International  Journal  of  Cancer 

Proceedings  of  the  National  Cancer  Conference 

Progress  in  Clinical  Cancer 

Recent  Results  in  Cancer  Research 

Year  Book  of  Cancer 


5- 

1961- 

51- 

1966- 

103- 

1966- 

7- 

1964- 
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1901-1954 
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1- 
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1- 
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17- 
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1- 
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1- 
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1- 
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1- 

1967- 

1- 
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1- 
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1- 
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1- 
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4- 
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1- 
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1- 
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1959- 

8-43 
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2- 
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15-40 

10  years 
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1- 

1948- 

10  years 

10  years 

1- 

1965- 

1- 

1941- 

1- 

1966- 

1- 

1952- 

1- 

1965- 

1-25 

10  years 

1965-1970 

CARDIOLOGY 


American  Journal  of  Cardiology 

British  Heart  Journal 

Cardiovascular  Clinics 

Circulation 

Circulation  Research 

Heart 

Modern  Concepts  in  Cardiovascular  Disease 
Progress  in  Cardiovascular  Disease 


1- 

1958- 

3- 

1941- 

1- 

1969- 

1- 

1950- 

1- 

1953- 

1-14 

1909-1927 

9- 

1940- 

3- 

1960- 

GASTROENTEROLOGY 


American  Journal  of  Digestive  Diseases  1- 

American  Journal  of  Gastroenterology  21- 

Clinics  in  Gastroenterology  1- 

Gastroenterology  1- 

Gastroenterological  Endoscopy  12- 

Gut  1- 


1934- 

1954- 

1972- 

1943- 

1965- 

1960- 


HEMATOLOGY 


Blood 

British  Journal  of  Haematology 
Clinics  in  Hematology 
Progress  in  Hematology 
Seminars  in  Hematology 
Transfusion 


1- 

1946 

6- 

1960 

1- 

1972 

1- 

1956 

9- 

1972 

1- 

1961 

THORACIC  SURGERY 


Annals  of  Thoracic  Surgery  1- 

Chest  57- 

Journal  of  Thoracic  Surgery  1-37 

Journal  of  Thoracic  and  Cardiovascular  Surgery  38- 

Scandinavian  Journal  of  Thoracic  and  Cardiovascular 

Surgery  1- 

Thorax  4- 


1965- 

1970- 

1931-1959 

1959- 

1967- 

1949- 


UROLOGY 


American  Journal  of  Urology 
British  Journal  of  Urology 
Investigative  Urology 
Journal  of  Urology 

Scandinavian  Journal  of  Urology  and  Nephrology 
Transaction  of  the  American  Association  of  Genito- 
urinary Surgeons 
Urological  Survey 
Year  Book  of  Urology 


1-13 

1904-1917 

4- 

1932- 

1-7 

1963-1970 

1- 

1917- 

1- 

20  years 

1967- 

21- 

10  years 

1971- 
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Montana 

Lee  Richard  Alderson,  MD,  Missoula,  Mon- 
tana, died  Tuesday,  October  30,  1973.  He  was  born 
January  5,  1902  in  Rochester,  Minnesota,  and  at- 
tended Rochester  Junior  College  and  Carlton  Col- 
lege, where  he  received  his  Bachelor  of  Science 
degree  in  1927.  In  1930  he  received  his  Doctor  of 
Medicine  degree  from  the  University  of  Minnesota 
Medical  School. 

Doctor  Alderson  came  to  Missoula  in  1936  to 
join  the  Western  Montana  Clinic  where  he  re- 
mained until  his  death  in  October. 

On  December  28,  1931  he  married  Mildred 
Berkins  who  died  on  February  4,  1973.  A son, 
Richard,  and  a brother,  Anthony  Donald  Aider- 
son,  Minneapolis,  Minnesota,  survive. 

John  G.  Kane,  MD,  Butte,  Montana,  died  Octo- 
ber 8,  1973.  A native  of  Butte,  he  was  born  No- 
vember 14,  1923,  and  received  his  pre-medical 
education  at  Carroll  College.  In  1947  he  received 
his  medical  degree  at  St.  Louis  University  Col- 
lege of  Medicine. 

Doctor  Kane  served  with  the  Air  Force  and 
the  Navy  from  1951-53,  returning  to  Butte  in  1957 
to  practice. 

He  is  survived  by  his  widow,  Dorothy,  his 
mother,  Mrs.  Isabelle  Rae  Kane,  and  a brother, 
Dan  Kane,  all  of  Butte. 

Colorado 

James  R.  Hurley,  MD,  Alamosa,  died  Dec.  16, 
1973  (his  eighty-fourth  birthday)  in  Saint 
Joseph’s  Hospital,  Albuquerque,  New  Mexico.  He 
had  been  in  practice  in  the  San  Luis  Valley  for 
56  years,  having  first  opened  practice  in  Monte 
Vista  in  1919.  Later  he  practiced  in  Antonito, 
then  in  1933  moved  to  Alamosa  where  he  re- 
mained until  his  death. 

Born  in  Glenco,  Ontario,  Canada,  in  1889,  he 
moved,  with  his  family,  to  Michigan  in  his  early 
childhood.  He  was  educated  in  the  public  schools 
of  that  state,  and  attended  the  University  of 
Michigan  where  he  took  his  pre-medical  courses. 
He  elected  the  University  of  Colorado  for  his 
medical  studies,  and  was  awarded  his  medical 
degree  in  1917.  After  a year  of  internship  in  Den- 
ver General  Hospital  he  served  with  the  armed 
forces  in  World  War  I.  Following  this,  he  opened 
a general  practice  in  Monte  Vista,  Colorado  in 
1919. 

Doctor  Hurley  held  membership  in  the  San 
Luis  Valley  and  Colorado  Medical  Societies  and 
the  American  Medical  Association.  He  belonged 
to  the  Rotary  Club,  the  Alamosa  Chamber  of 
Commerce,  the  American  Legion,  and  was  a 
Thirty-Second  Degree  Mason,  being  a Shriner. 


He  was  honored  by  the  Alamosa  County 
Chamber  of  Commerce  in  December  1968  with  a 
certificate  honoring  his  fifty  years  of  service  to 
the  people  of  the  Valley. 

He  was  married  to  Hester  McKim  of  Cass 
City,  Michigan,  Nov.  26,  1921.  Mrs.  Hurley  sur- 
vives the  doctor  as  do  four  sons,  James  M.  of 
Sterling,  Colo.;  Doctor  Grant  W.  of  Pueblo,  Colo.; 
Doctor  Lloyd  A.  of  Albuquerque,  N.M.,  and 
Robert  S.  of  College  Station,  Texas;  two  sisters, 
Mrs.  C.  N.  Wallace  of  Cass  City,  Michigan,  and 
Miss  Caroline  Hurley  of  Tucson,  Arizona,  also 
survive. 

During  the  last  year  of  his  life.  Doctor  Hurley 
wrote  an  essay  on  “Getting  Older.”  Quoting  from 
this  composition  gives  one  a much  better  insight 
into  this  remarkable  man’s  soul  than  would  any 
laudatory  comments  of  which  this  writer  is  capa- 
ble. “We  are  as  young  as  our  faith,  self-confi- 
dence, and  hope,  and  as  old  as  our  doubt,  fear, 
and  despair”.  To  further  quote,  “In  the  Central 
Place  of  our  heart  is  a wireless  station.  So  long 
as  it  receives  messages  of  hope,  cheer,  beauty, 
grandeur,  courage,  comfort  and  power  from  God 
and  our  fellowman,  so  long  are  we  yet  young.” 

* * * * * 

Fritz  Rosenberg,  MD,  of  Boulder,  Colorado, 
died  November  21,  1973.  Born  in  Frankfurt,  Ger- 
many, February  26,  1890,  educated  in  the  schools 
of  that  country,  he  attended  the  medical  school 
of  the  University  of  Heidelberg,  Heidelberg,  Ger- 
many, from  which  he  received  his  medical  de- 
gree in  June  1913.  He  interned  in  the  hospital  of 
that  institution  and  in  the  German  Hospital,  Lon- 
don, England. 

He  was  married  to  Margaret  Berkhardt  in 
Frankfurt,  Germany,  May  18,  1919.  She  preceded 
him  in  death. 

While  Doctor  Rosenberg  and  his  immediate 
family  escaped  the  Hitlerian  persecution,  some  of 
the  members  of  his  family  were  less  fortimate, 
and  met  the  fate  of  many  thousands  in  the  Ger- 
man concentration  camps.  He  fled  to  the  United 
States  and  arrived  in  Denver  in  1938.  Though  he 
escaped  Hitler,  he  didn’t  escape  the  hardships  en- 
countered in  this  country  by  the  great  number  of 
physician-refugees,  namely  the  problem  of  li- 
censure and  making  a living  until  licensure  was 
accomplished.  From  1938  until  he  was  allowed  to 
take  the  Colorado  State  Board  examination  in 
1947,  he  was  employed  by  the  National  Jewish 
Hospital. 

After  licensure  in  1947,  he  established  prac- 
tice in  San  Luis,  Colorado.  He  remained  there 
until  1959  when  he  moved  to  Boulder. 

Doctor  Rosenberg  stated  that  his  years  in  San 
Luis,  though  extremely  strenuous,  were  the  most 
gratifying  years  of  his  life. 

A daughter,  Mrs.  Thea  Adler  of  San  Acacio, 
Colorado,  survives  him. 
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Colorado  Medical  Society 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Kenneth  A.  Kahn,  Boulder. 

President-elect:  Howard  T.  Robertson,  Denver. 

Vice  President:  Harlan  B Huskey,  Fruita. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 
Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  A.M.A.:  Ray  G.  Witham,  Craig,  Dec.  31, 
1974;  John  M.  Wood,  Englewood,  Dec.  31,  1975;  Robert  E. 
McCurdy,  Denver,  Dec.  31.  1975. 

Alternate  Delegates  to  the  A.M.A.:  Clyde  E.  Stanfield,  Dec. 
31.  1974;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1975; 
Kenneth  A.  Platt,  Westminster,  Dec.  31,  1975. 

Speaker,  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Vice  Speaker,  House  of  Delegates:  Robert  S.  Brittain,  Engle- 
wood. 

Foundation  Advocate:  H.  Sol  Cersonsky,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 
Douglas  W.  Macomber,  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  80218.  Telephone  (303)  534-8580. 


Montana  Medical  Association 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  of  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1974  Annual  Meeting. 

President:  John  R.  Burgess,  Jr.,  Helena. 

President-elect:  John  R.  Halseth,  Great  Falls. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  James  E.  Elliott,  Havre. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  BUlings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Executive  Committee:  John  R.  Burgess,  Jr.,  Helena;  John  R. 
Halseth,  Great  Falls;  David  Gregory,  Glasgow;  Robert  P. 
Yost.  Missoula;  James  E.  Elliott,  Havre;  Herbert  T.  Caraway, 
Billings;  Mark  B.  Listerud,  Wolf  Point;  Hollis  K.  Lefever, 
Lewistown;  A.  L.  Vadheim,  Bozeman. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal:  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  G. 
Brian  Zins,  Helena. 

Executive  Director:  Mr.  G.  Brian  Zins,  2021  11th  Avenue, 
Suite  12,  Helena,  Montana  59601,  Telephone  (406)  443-4000. 


Nevada  State  Medical  Association 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Thomas  K.  Hood,  Elko. 

President-elect:  William  K.  Stephan,  Las  Vegas. 
Secretary-Treasurer:  John  L.  Holmes,  Las  Vegas. 

Immediate  Past  President:  John  P.  Sande,  Reno. 

Delegate  to  A.M.A.:  Hugh  C.  FoUmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Bernard  K.  Guerin.  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Richard 
G.  Pugh,  Reno. 

Executive  Director:  Mr.  Richard  G.  Pugh,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  825-6788. 


New  Mexico  Metlical  Society 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Armin  T.  Keil  Raton. 

President-elect:  U.  G.  Hodgin,  Jr.,  Albuquerque. 

Vice  President:  Robert  E.  Cutler,  Espanola. 

Secretary-Treasurer:  Ronald  V.  Dorn,  Jr.,  Albuquerque. 
Immediate  Past  President:  Don  R.  Clark,  Roswell. 

Speaker.  House  of  Delegates:  William  J.  Hossley,  Doming. 

Vice  Speaker,  House  of  Delegates:  John  D.  Abrums, 
Albuquerque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis. 

Alternate  Delegate  to  A.M.A.:  Emmit  M.  Jennings,  Roswell. 
Couneilors  for  Three  Years:  William  C.  CJorman,  Albuquerque; 
Jerome  P.  Pucelick,  Las  Cruces. 

Councilors  for  Two  Years:  Samuel  E.  Neff,  Clovis;  Walter  J. 
Hopkins,  Lovington;  Jack  L.  Coats.  Farmington. 

Councilors  for  One  Year;  Adrian  H.  Bodelson,  Santa  Fe;  John 
J.  Smoker.  Raton. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medioai 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Mediral 
Journal;  Mr.  Ralph  R.  Marshall.  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 
Assistant  Executive  Director:  Mr.  Thomas  A.  Bodnar, 
Albuquerque. 

Utah  State  Medical  Association 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  Indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1974  Annual  Session. 

President:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 
President-elect:  Howard  G.  McQuarrie,  Murray. 

Past  President;  William  R.  Christensen.  Granger. 

Honorary  President:  George  S.  Diumenti,  Bountiful. 
Secretary  ’74:  Dale  G.  Johnson,  Salt  Lake  City. 

Treasurer  ’74:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’74;  Wm.  Knox  Fitzpatrick,  Salt  Lake 
City. 

Delegate  to  A.M.A.  ’75;  Drew  M.  Petersen,  Salt  Lake  City. 
Alternate  Delegate  to  A.M.A.  ’74:  Richard  H.  Keller,  Mur- 
ray. 

Alternate  Delegate  to  A.M.A.  ’75:  Alan  R.  Nelson,  Salt  Lake 
City. 

Chairman  of  the  Board,  Blue  Shield  of  Utah:  George  H. 
Lowe,  Ogden. 

Speaker,  House  of  Delegates,  ’75:  Wm.  Knox  Fitzpatrick, 
Salt  Lake  City. 

Vice  Speaker,  House  of  Delegates  ’75:  Harold  V.  Liddle,  Salt 
Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal; 
Lewis  J.  Barton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director;  Mr.  Hoyt  W Brewster,  42  South  Fifth 
East  Street,  Salt  Lake  City,  Utah  84102.  (Telephone  (801) 
355-7477. 

Wyoming  State  Medical  Society 

OFICERS — 1974 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31.  1974.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  A.M.A.)  expire  at 
the  end  of  the  calendar  year  rather  than  at  the  Annual 
Session. 

President;  Paul  R.  Yedinak,  Rock  Springs. 

President-elect:  Donald  B.  Hunton,  Cheyenne. 

Vice  President:  Patrick  D.  Nolan,  Buffalo. 

Secretary:  James  E.  Stoetzel,  Pine  Bluffs. 

Treasurer;  Archie  P.  Kirsch,  Rawlins. 

Delegate  to  A.M.A.;  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 
Vice-Speaker  of  the  House:  (currently  vacant). 

Immediate  Past  President:  Donald  F.  Mahnke,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal;  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal;  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307)  634-7305. 
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WANT  ADS 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver) . (303)  922-3525. 

873-5-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(303)  922-3525  (Southwest  Denver).  873-6-TFB 


FOR  SALE — 2-Doctor  building  plus  dental  office,  4 patient 
rooms,  business  office,  reception  room,  laboratory.  X-ray 
and  developing  room.  Air  conditioned,  3 baths  (one  private), 
all  equipment  inc.  EKG.  North  area — ready  to  go.  Call  Mrs. 
McLaughlin,  MCLAUGHLIN  & CO.,  INC.  6411  E.  Colfax 
Ave.,  Denver,  Colorado  80220.  (303)  377-2771.  1273-7-TFB 


FOR  lease: — Front  Range  Medical  Arts  Building.  84th  and 
Bryant,  adjacent  to  St.  Anthony’s  North  Hospital.  Two  610 
sq.  ft.  suites  available  now.  8 suites  ready  to  be  built  to 
specification.  Call  Mrs.  McLaughlin,  MCLAUGHLIN  & CO., 
INC.,  6411  E.  Colfax  Ave.,  Denver,  Colorado  80220.  (303)  377- 
2771.  1273-8-TFB 


NEEDED:  FAMILY  PRACTITIONER  Northwest  Colorado. 

Pop.  2,500.  Smog-free  and  problem-free  environment,  ex- 
cellent schools,  K-Junior  college  (Flight  Training  and  Den- 
tal Hygiene).  Furnished  office  and  clinic  in  28-bed  hospital 
with  surgery,  obstetrics,  and  C.C.U.  Hunting  and  fishing 
nearby.  Contact:  Administrator.  Rangely  District  Hospital. 
Rangely,  Colorado  81648.  Tel:  (303)  675-2211,  Collect. 

174-1-3B 


INTERNIST/GENERAL  SURGEON/GENERAL  PRACTITION- 
ER wanted  to  share  office  space  in  growing  community. 
CJood  location,  plenty  of  room.  X-ray  and  lab  facilities  avail- 
able. Call  or  write:  Eugene  J.  Hesse,  M.D.,  1220  11th  Avenue, 
Greeley,  Colorado  80631.  (303)  353-5634.  174-2-1 


SPACE  IN  QUALITY  BUILDING  in  Boulder,  Colorado.  308 
square  feet  of  office  space,  ideal  for  psychiatrist,  surgical 
examinations,  etc.,  in  Boulder  Medical  Arts  Building,  1136 
Alpine  Avenue.  Write  David  R.  Williams,  M.D.,  at  this  ad- 
dress, in  Boulder.  Colorado  80302,  or  call"  (303  ) 444-1960. 

174-3-3B 


PRIME  MEDICAL  AREA.  DENVER.  Space  available  m mod- 
ern professional  building  across  from  St.  Luke’s  Hospital. 
X-ray  laboratory,  optical  and  pharmacy  services  in  budding. 
Attractive  rental  rates  include  off-street  parking  for  em- 
ployees and  patients,  security,  full  time  maintenance  man, 
etc.  Call  238-6433  for  information.  174-4-3B 


BLACK  HILLS— FAMILY  PRACTITIONERS  NEEDED  for 
rural  community,  3,000  population.  16  bed  general  hospital, 
80  bed  nursing  home,  good  schools,  40  minutes  from  larger 
medical  center,  18  miles  from  Mt.  Rushmore.  Located  in  the 
heart  of  vacation  land,  in  the  Black  Hills.  Contact:  D.  C. 
Kanwischer,  Administrator.  Custer  Community  Hospital, 
Box  272,  Custer,  South  Dakota  57730,  or  call:  (605)  673-2229. 

274-1-4B 


WANTED:  ELECTRICAL  STAIR  LIFT.  Chair  and  elevator 
assembly  required.  Used  preferable.  Must  be  functional 
out-of-doors.  Write  Box  274-2-1,  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Avenue,  Denver  Colorado  80218. 

274-2-1 


INTERNIST — Board  eligible  or  certified.  Needed  for  active 
96  bed  GM  & S Veterans  Administration  Hospital  with  new 
ICU  and  Nuclear  Medicine  units,  excellent  laboratory,  radi- 
ology anl  physical  therapy  support.  Annual  starting  salary 
$26,000  to  $30,000  depending  upon  training  and  experience. 
Excellent  fringe  benefits.  WUl  pay  costs  for  travel  and  ship- 
ment of  household  goods.  Equal  opportunity  employer.  Li- 
censure required  in  one  of  the  fifty  states  or  District  of 
Columbia.  Abundant  outdoor  recreation;  pleasant  climate 
with  clean  air  in  attractive  Western  city  of  10,000.  Inquire: 
Frank  R.  Mohs,  Chief  of  Staff,  VA  Hospital,  Miles  City,  MT 
59301  or  call  collect  (460  ) 232-3060,  Extension  11.  274-3-2B 


FOR  RENT:  OFFICE  SPACE,  Lutheran  Medical  Building,  ad- 
jacent to  Lutheran  Hospital  in  Denver  suburb.  Designed 
specifically  for  psychiatrists  or  psychologists  in  conjunction 
with  three  other  psychiatric  office  units.  Large  group  room 
available.  CaU  Dr.  Cline,  (303)  674-5503.  274-4-2B 


ESTABLISHED  PRACTICE  AVAILABLE  in  Colorado’s  ma- 
jestic South  Park.  Dual-office  practice  in  Fairplay  and 
Bailey,  with  modern  offices  in  each  community.  Fairplay’s 
McNamara  Memorial  Hospital  is  fully  accredited,  modern, 
small.  Write  Box  1273-2-3,  Rocky  Mountain  Medical  Journal, 
1601  East  19th  Avenue,  Denver,  Colorado  80218.  1273-2-3 


PRACTICE  AVAILABLE  immediately  in  Gunnison.  College 
of  3.(X)0  located  here.  Close  to  ski  areas.  Above  average 
income.  Will  lease  building  and  sell  equipment,  plus  com- 
plete surgical  and  orthopedic  instruments.  Ready  to  move 
into  at  once.  Donald  M.  Petersen,  M.D..  321  North  Main 
Street,  Gunnison.  Colorado  81230.  Phones:  (303)  641-1771  or 
641-1334.  1273-3-3 


FAMILY  PRACTICE  OPPORTUNITY.  Reluctantly  leaving 
Family  Practice  after  seven  years  because  of  personal  and 
health  reasons  only.  Extremely  active,  well  balanced  Family 
Practice  located  across  from  expanding  hospital.  Practice  is 
one  of  largest  in  area;  due  to  high  quality  of  patients  can 
be  assumed  by  right  person.  Office  one-year  old,  1500  square 
feet,  fully  equipped.  Coverage  shared  equally  by  seven  FP’s, 
all  in  solo  practice.  Excellent  ER  and  specialty  coverage. 
Longmont,  progressive  community  of  approximately  30,000. 
Golden  opportunity  for  energetic  physician.  1273-4-3 


OPENINGS  FOR  A FAMLY  PRACTITIONER  AND  GEN- 
ERAL INTERNIST  in  SE  Denver  medical  group.  12  full- 
time physicians  including  1 fulltime  family  practitioner  and 
five  internists.  Guaranteed  income  1st  year,  followed  by 
partnership  if  mutually  satisfactory.  Write  or  call  Dr. 
’Theodore  K.  Gleichman,  University  Park  Medical  Clinic, 
1919  South  University  Boulevard,  80210,  (303)  744-2701. 

1273-5-3 


EXCELLENT  MEDICAL  AND  DENTAL  OPTIONS  AVAIL- 
ABLE. Up  to  7,500  square  feet.  Partitioned,  carpeted,  and 
decorated  as  you  like.  Air-conditioning,  heat  and  adequate 
parking.  New  building.  Grosser  Building,  2760  - 29th  Street, 
Boulder,  Colorado  80301.  Phone  (303)  443-4983.  174-5-3B 


WANTED:  PHYSICIAN  to  take  over  General  Practice.  Across 
street  from  100-bed  hospital.  Alternate  calls  with  six  GP’s. 
Equipment  optional.  Write:  B.  E.  Peterson,  M.D.,  1850  Moun- 
tain View,  Longmont,  Colorado  80501,  or  call  (303)  776-5172. 

174-6-3 


ORTHOPEDIST:  Orthopedic  surgeon  opening  with  ten  doctor 
multi-specialty  group  in  mountain  community,  western  Colo- 
rado. Salary  for  first  2 months,  then  payment  on  formula. 
Contact:  Business  Manager,  Glenwood  Medical  Associates, 
1905  Blake  Avenue,  Glenwood  Springs,  Colorado  81601,  or 
call  (303)  945-5441.  274-5-lB 


GENERAL  PRACTITIONER,  28,  desires  full-time  practice 
with  solo  MD  or  group  for  12  months  starting  July  1974. 
Paul  S.  Weinberg,  M.D.,  4133  Abner  Street,  Los  Angeles, 
California  90032.  Call:  (213)  223-8111.  274-6-lB 


OB/GYN  - General  Surgery  - Internist  - Board  eligible  or 
certified.  Join  multi-specialty  group  of  9.  Share  calls.  Guar- 
antee and  percentage  the  first  year.  Partnership  in  the  2nd 
year.  Excellent  hunting  and  fishing.  Family-oriented  commu- 
nity in  Yellowstone  Valley.  Write:  Ernest  Holkesvig,  Busi- 
ness Manager,  (larberson  Clinic,  Miles  City,  Montana  59301 
or  call:  (406)  232-0790.  274-7-lB 


WANTED:  EMERGENCY  ROOM  PHYSICIAN  for  established 
Emergency  Room  in  Denver  area.  Low  workload,  great 
recreational  opportunities.  Part-time  and  fuD-time.  Send 
resume  to  Box  274-8-3B,  Rocky  Mountain  Medical  Journal, 
1601  East  19th  Avenue,  Denver,  Colorado  80218.  274-8-3B 


WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN,  IN- 
TERNIST for  new,  fully-equipped  40-bed  hospital  in  small 
community.  Write  Dr.  Reece  Boone,  Mooreland,  Oklahoma 
73852.  274-9-lB 


FOR  RENT— COLORADO  SPRINGS.  800  sq.  ft.  street  level 
suite  in  established  Medical/Dental  Building,  two  blocks 
from  Penrose  Hospital.  Write  2520  No.  Tejon,  Inc.,  2221  No. 
Meade  Avenue,  Colorado  Springs,  Colorado  80907,  or  call: 
(303)  632-4559  or  (303)  632-6862.  274-10-3B 


NEUROLOGICAL  SURGEON,  32,  desires  practice  in  Rocky 
Mountain  area.  Completing  university  residency  July,  1974. 
Experienced  in  pediatric  and  micro-neurosurgery.  Married, 
military  satisfied.  Write  Box  274-11-lB.  Rocky  Mountam 
Medical  Journal,  1601  East  19th  Avenue,  Denver,  Colorado 
80218.  274-11-lB 
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ASTHMA-HAYFEVER-ALLERGY  SUFFERERS 

Protect  Yourself  and  Your  Family  Against  Irritating  Pollens,  Bacteria,  Smoke  and  other  Pollutants. 

BREATHE  FRESH,  PURE  AIR... 

Remove  Air  Pollution  in  Your  HOME  With  a . . . 


TAX  DEDUCTIBLE 

When  prescribed  by  your  Doctor 

• Absolute  filter — high  efficiency,  long  life — no  bothersome 
cleaning. 

• No  cracking  or  popping — no  toxic  ozone  emissions. 

• Gentle  oir  flow — no  drafts. 


CLEAN 

^IR 

PURIFIER 

(NON  ELECTROSTATIC) 

Removes  up  to  99%  of  foreign  particles  in 
room  air.  Smoke,  dust,  pollens,  bacteria  and 
other  contaminants  are  eliminated.  Developed 
for  NASA  for  use  in  the  space  program.  Tested 
by  the  National  Bureau  of  Standards. 


CLEANER  AIR  FOR  BETTER  LIVING 


COMMERCIAL  UNITS 
AVAILABLE 

Master  Charge 


Clean  Air  Distributors,  Inc. 

10100  W.  27th  Avenue 
Lakewood,  Co.  80215 
(303)  232-4616 


Clean  Air  Purifiers  are  quality  built, 
using  top  grade  materials  and  the  fin- 
est construction.  Designed  for  long 
life,  they  are  sold  on  a performance 
guaranteed  basis. 
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TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  Is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  carelul  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO. 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications, warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Cther  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  inciude  flushing,  lethargy  or  coma,  hy- 
potonic refiexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  ol  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
suifate  per  5 mi.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


takes  care  of  the  gut  issue 
in  irritable  colon 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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Sign  of  a cold  sufferer 
Time  for  Omade 


Fast  relief  of 

upper  respiratory  congestion 

ana  hypersecretion 

with  convenient  b.i.d.  dosage. 


Each  capsule  contains  8 mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 
2.5  mg.  isopropamide.  as  the  iodide. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F 
literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hypersecrebon  associated 
with:  the  common  cold;  acute  and  chronic  sinusitis;  vasomotor  rhinitis; 
allergic  rhinitis  (hay  fever,  “rose  fever."  etc.). 

Contraindications:  Hypersensitivity  to  any  component;  concurrent 
MAO  inhibitor  therapy:  severe  hypertension;  bronchial  asthma:  coronary 
artery  disease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck 
obstruction.  Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring  alertness  (e  g., 
operating  vehicles  or  machinery).  Warn  patients  of  possible  additive 
effects  with  alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy  In  pregnancy,  nursing  mothers  and  women  who 
might  bear  children,  weigh  potential  benefits  against  hazards  Inhibition 
of  lactation  may  occur. 

Effect  on  PBI  Determination  and  Uptake:  Isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  uptake.  Substitute  thyroid  tests 
unaffected  by  exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease, 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or 
mouth;  nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric 
distress,  diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain, 
abdominal  pain,  irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria.  difficulty  in  urination,  thrombocytopenia,  leukopenia,  convul- 
sions, hypertension,  hypotension,  anorexia,  constipation,  visual  distur- 
bances. iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 


SK&F 

Smith  Kline  & French  Laboratories 

Division  of  SmithKline  Corp.,  Philadelphia,  Pa.  19101 
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Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ; abrupt  withdrawal  i ly 
be  associated  with  temporary  in- 
crease in  frequency  and/or  sevei  y 
of  seizures.  Advise  against  simul 
taneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdra  *! 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discoi 
tinuance  (convulsions,  tremor,  al 
dominal  andmusclecramps,  voming 
and  sweating).  Keep  addiction-p]ne 
individuals  under  careful  survei 
lance  because  of  their  predisposion 
to  habituation  and  dependence,  li 
pregnancy,  lactation  or  women  o 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Vahum  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequendy,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations.  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


)ymptom  complex 

0 Wium*  (diazepam) 


Precautions:  If  combined  with 
ler  psychotropics  or  anticonvul- 
its,  consider  carefully  pharma- 
ogy  of  agents  employed;  drugs 
:h  as  phenothiazines,  narcotics, 
rbiturates,  MAO  inhibitors  and 
ler  antidepressants  may  poten- 
te  its  action.  Usual  precautions 
licated  in  patients  severely  de- 
:ssed,  or  with  latent  depression, 
with  suicidal  tendencies.  Observe 
lal  precautions  in  impaired  renal 


ROCHE 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Vdium' 

(diazepam) 


2-mg,  5-mg,  lo-mg  tablets 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 
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Virginia  City,  like  all  other  ghost  towns 
that  were  gusty,  thriving,  money-making 
communities  before  changing  monetary 
patterns  made  them  obsolete,  still  stands 
nobly  on  this  Nevada  hillside.  When  the 
Comstock  Lode  was  found  in  1859,  the  area 
exploded  in  silver  and  gold  mining.  By 
1870  its  population  was  30,000,  its  social 
life  vigorously  centering  around  its  100 
saloons  and  occasionally  around  its  six 
churches.  Samuel  Langhorne  Clemens  cut 
his  journalistic  teeth  here.  He  came  to 
Virginia  City  after  the  1864  Nevada  con- 
stitutional convention  to  describe  the  phe- 
nomenon of  the  new  frontier.  While  he 
wag  there  he  concluded  that  he  needed 
more  of  a moniker  than  his  own  prosaic 
one,  and  so  Mark  Twain  was  bom. 
Credit:  Reno  News  Bureau. 
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Doctor’s  view: 

I From  where  you  sit,  it’s  important  that  safflower 
oil  is  30%  higher  in  poly-unsaturates  than  corn  oil. 
That  means  that  margarine, cooking  oil,  and  may- 
onnaise are  higher  in  poly-unsaturates  when  made 
, from  safflower  oil  than  when  made  from  corn  oil. 


Patient’s  view: 

From  where  he  sits,  a low  saturated  fat  diet  is  easier 
to  follow  because  Saffola  tastes  as  good  as  butter 
or  any  premium  margarine  (corn  oil  included). 


Usually  there  are  two  sides  to  a low  cholesterol 
diet— the  clinical  side  and  the  human  side.  Happily,  in  the  case 
of  Saffola,  you  and  your  patients  don’t  have  to  take  sides. 


Saffola 


*in  conjunction  with  a low  saturated  fat  diet 
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Puts  comfort  in  your  prescription 

for  nicotinic  acid 
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Ifs  time  for  action  to  defend  the  lawi 
and  regulations  that  protect  your 
patients  against  drug  substitution,  i 

These  professional  and  trade  organizations  are  united  | I 
in  supporting  antisubstitution  statutes  and  regulation:  i 

I i 

The  American  Academy  of  Dermatolc|;'>j 

The  Board  of  Directors  of  the  ( I 

American  Academy  of  Family  s 
Physicians  i I 

The  Executive  Board  of  the  I I 

American  Academy  of  Neurology  j 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the  ! 
American  College  of  Obstetricians  1 
and  Gynecologists  I ' 

The  Board  of  Regents  of  the  ^ 

American  College  of  Physicians  j 

The  Board  of  Trustees  of  the  [ 

American  Dental  Association 

The  Board  of  T rustees  of  the  j 

American  Medical  Association  | 

The  American  Psychiatric  Associatn 

The  Executive  Committee  of  the  [ 
National  Association  of  Retail  ! 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’  | 
Association  i 


( 


aint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
) affirm  the  support  of  the  participat- 
iig  organizations  for  the  laws,  regula- 
; onsand  professional  traditions  which 
i rohibit  the  unauthorized  substitution 
|f  drug  products. 

Traditionally,  physicians,  den- 
■ sts  and  pharmacists  have  worked 
; ooperatively  to  serve  the  best  inter- 
sts  of  patients.  Productive  coopera- 
on  has  been  achieved  through 
mutual  respect  as  well  as  a common 
oncern  for  the  ideals  of  public 
ervice.  This  mutual  respect  has  been 
efiected,  in  part,  by  joint  support 
'ver  the  years  for  the  adoption  and 
nforcement  of  laws  and  regulations 
pecifically  prohibiting  unauthorized 
ubstitution  and  encouraging  joint 
liscussion  and  selection  of  the 
ource  of  supply  of  drug  products, 
he  basic  principles  of  medical,  den- 
al  and  pharmacy  practice  are  thus 
itilized  and  preserved  in  the  interest 
*)f  patient  welfare. 

The  antisubstitution  laws  have 
lot  obstructed  enhancement  of  the 
irofessional  status  of  pharmacy  any 
nore  than  they  have  in  and  of  them- 
ielves  guaranteed  absolute  protec- 
ion  from  unsafe  drugs,  or  freed 
)hysicians,  dentists  and  pharmacists 
' rom  their  responsibilities  to  patients. 
\sa  practical  matter,  however,  such 
aws  and  regulations  encourage  inter- 
professional communications  regard- 
ng  drug  product  selection  and  assure 
5ach  profession  the  opportunity  to 
ixercise  fully  its  expertise  in  drug 
jsage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
oe  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
oharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. , Washington,  D.  C.  20005 


Kids'SluS 

Triaminic  Syrup 
fhe  orange  medicine  from  Dorsey 


Division  of  Sandoz-Wander,  Inc. 
LINCOLN.  NEBRASKA  68501 


A Comprehensive  Therapeutic  Program 

for  the  G.l.  patient 


Enarax®  (oxyphencyclimine  HCI/hydrox- 
yzine  HCI)  Tablets,  as  adjunctive  therapy,  can 
help  relieve  a wide  range  of  gastrointestinal 
disorders— and  their  accompanying  anxiety* 
Without  cooperation  of  the  patient,  however, 
no  medicinal  regimen  can  succeed  entirely... 
an  understanding  of  the  condition,  the  factors 
involved  in  its  development,  and  the  proper 
approach  to  self-care  are  often  basic  to  suc- 
cessful therapy. 

To  help  save  some  of  your  valuable  time  in 
providing  this  background  information,  this 
specially  designed  G.l.  Patient  Relief  Kit  is 
available  on  request— a valuable  addition  to 
your  overall  therapeutic  program. 

In  addition  to  a complimentary  introductory 
prescription  for  Enarax  Tablets,  this  hand- 


some kit  contains  the  information  and  appro- 
priate stimuli  to  start  the  patient  on  a program 
of  proper  self-care: 

Patient  Information  Booklet,  “You  and  Your 
Digestive  System”— easy-to-swallow  advice 
on  how  to  take  care  of  the  gastrointestinal 
tract,  including  diet  information. 

Sanka®  Decaffeinated  Coffee  sample  pack- 
ets to  provide  an  alternative  to  regular  coffee 
with  caffeine. 

Gelusil®  Liquid  to  help  relieve  heartburn, 
dyspepsia,  gas,  and  flatulence  between  meals. 

Money-saving  coupon  for  future  purchase. 

You  can  obtain  a quantity  of  these  kits  pack- 
aged for  easy  office  storage  by  filling  out  the 
attached  Prepaid  Business  Reply  Card. 

ROeRIG 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


* Based  on  a review  of  th  is  drug  by  the 
National  Academy  of  Sciences— National  Research  Council, 
F.D.A.  has  classified  this  indication  as  "possibly”  effective. 

Please  see  following  page  for  prescribing  information, 
including  adverse  reactions,  contraindications  and  warnings. 


lb  help  control 

G.l.  distress/calm  psychic  tension’' 

Enara)^abiets 

(oxyphencyclimine  HCl/ hydroxyzine  HCl) 

• Combination  provides  for  effective  1 2-hours  antispasmodic/anti- 
cholinergic  action  of  oxyphencyclimine  with  the  calming  action  of 
Atarax®  (hydroxyzine  HCl). 

• As  adjunctive  therapy,  helps  relieve  a wide  range  of  gastrointes- 
tinal disorders,  and  their  accompanying  anxiety— simultaneously. 
However,  it  should  be  used  with  caution  in  patients  with  ulcerative 
colitis. 

• Avoids  the  confusion  and  expense  of  two  medication  schedules. 

• Convenient  b.i.d.  dosage. 

• Individualized  therapy— Enarax®  5 (oxyphencyclimine  HCl 
5 mg. /hydroxyzine  HCl  25  mg.).  Enarax®  10  (oxyphencyclimine 
HCl  10  mg. /hydroxyzine  HCl  25  mg.). 

• Usually  well  tolerated:  drowsiness  or  blurred  vision  may  occur. 

More  detailed  professional  Information  available  on  request. 

SEE  REVERSE  FOR  FREE  OFFER. 


Composition 

Each  Enarax  5 tablet  contains: 

oxyphencyclimine  HCl  5 mg. 

hydroxyzine  HCl  N.F.  (Atarax)®  ...  .25  mg. 

Each  Enarax  10  tablet  contains: 

oxyphencyclimine  HCl 10  mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 


Description.  Enarax  is  a combination  of  oxyphencyclimine  HCl  and 
hydroxyzine  HCl.  Oxyphencyclimine  HCl  is  a crystalline  substance  char- 
acterized by  the  chemical  formula:  (1-methyl-1 ,4,5,6  tetrahydro-2- 
pyrimidyl-methyl  alpha-cyclohexyl-alpha-phenylglycolate  hydrochloride). 
It  is  soluble  and  stable  in  aqueous  solutions. 

Hydroxyzine  HCl  is  designated  chemically  as  1-(p-chlorobenzhydryl)-4- 
(2-(2-hydroxyethoxy)-ethyl]  piperazine  dihydrochloride. 

Actions.  Oxyphencyclimine  HCl  provides  long  acting  suppression  of  gas- 
tric secretion  through  its  anticholinergic  action.  The  mechanism  of  this 
action  is  the  inhibition  of  acetylcholine  at  postganglionic  cholinergic 
sites  in  structures  innervated  by  postganglionic  parasympathetic  nerves 
and  on  smooth  muscle  not  so  innervated  but  responsive  to  acetylcholine. 

Hydroxyzine  HCl,  marketed  under  the  trade  name.  Atarax®,  has  been 
shown  clinically  to  be  an  effective  anti-anxiety  agent.  It  induces  a calm- 
ing effect  in  anxious,  tense  individuals  without  impairing  mental  alert- 
ness. It  is  not  a cortical  depressant,  but  its  action  may  be  due  to  a sup- 
pression of  activity  on  certain  key  regions  of  the  subcortical  area  of  the 
central  nervous  system. 


iji  Indications.  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective:  As  adjunctive  therapy  in  peptic  ulcer;  irri- 
table bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  coli- 
tis. functional  gastrointestinal  disorders);  functional  diarrhea;  drug 
induced  diarrhea;  ulcerative  colitis,  and  urinary  bladder  spasm  and 
ureteral  spasm  (i.e.  smooth  muscle  spasm). 

Final  classification  of  these  less  than  effective  indications  re- 
quires further  investigation. 


Contraindications.  Because  of  its  anticholinergic  activity,  Enarax  is  con- 
traindicated in  the  presence  of  glaucoma,  obstructive  uropathy  (i.e.  blad- 
der neck  obstruction  due  to  prostatic  hypertrophy),  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal  stenosis, 
etc.);  paralytic  ileus;  intestinal  atony  of  the  elderly  or  debilitated  patient; 
unstable  cardiovascular  status  in  acute  hemorrhage;  severe  ulcerative 
colitis;  toxic  megacolon  complicating  ulcerative  colitis;  myasthenia  gravis. 
Warnings.  Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  substantially 
above  the  human  therapeutic  range.  Clinical  data  in  human  beings  are 
inadequate  to  establish  safety  in  early  pregnancy.  Until  such  data  are 
available,  hydroxyzine-containing  drugs  are  not  advised  in  early  pregnancy. 

In  the  presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heatstroke  due  to  decreased  sweating). 

Diarrhea  may  be  an  early  symptom  of  incomplete  intestinal  obstruction, 
especially  in  patients  with  ileostomy  or  colostomy.  In  this  instance  treat- 
ment with  this  drug  would  be  inappropriate  and  possibly  harmful. 


Enarax  may  produce  drowsiness  or  blurred  vision.  In  this  event,  the 
patient  should  be  warned  not  to  engage  in  activities  requiring  mental 
alertness  such  as  operating  a motor  vehicle  or  other  machinery,  or  per- 
form hazardous  work  while  taking  this  drug. 

Precautions.  Antichoiinergics  shouid  be  used  with  caution  in  patients  with; 

jutonomic  neuropathy, 

hepatic  or  renal  disease, 

ulcerative  colitis— Large  doses  may  suppress  intestinal  motility  to  the 
point  of  producing  a paralytic  ileus  and  the  use  of  this  drug  may  precipi- 
tate or  aggravate  the  serious  complication  of  toxic  megacolon. 

hyperthyroidism,  coronary  heart  disease,  congestive  heart  faiiure,  car- 
diac arrhythmias,  hypertension  and  nonobstructing  prostatic  hypertrophy; 
hiatal  hernia  associated  with  reflux  esophagitis,  since  anticholinergic 
drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic  drugs  in  the  treat- 
ment of  gastric  uicer  may  produce  a delay  in  gastric  emptying  time  and 
may  complicate  such  therapy  (antral  stasis). 

The  use  of  this  drug  in  the  presence  of  complication  of  biliary  tract 
disease  should  not  be  relied  upon. 

Tachycardia  should  be  thoroughly  investigated  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  increase  the  heart  rate. 

With  overdosage,  a curare-like  action  may  occur. 

Adverse  Reactions.  As  with  other  anticholinergics,  oxyphencyclimine  HCl 
produces  certain  effects  which  may  be  physiologic  or  toxic  depending 
upon  the  individual  patient's  response.  The  physician  must  delineate  these. 

Adverse  reactions  may  include  xerostomia;  urinary  hesitancy  and  re- 
tention; blurred  vision  and  tachycardia;  palpitations;  mydriasis,  dilatation 
of  the  pupil:  cycloplegia,  increased  ocular  tension:  loss  of  taste;  head- 
aches; nervousness;  drowsiness;  weakness;  dizziness:  insomnia:  nausea: 
vomiting:  impotence;  suppression  of  lactation;  constipation;  bloated 
feeling:  severe  allergic  reaction  or  drug  idiosyncrasies  including  ana- 
phylaxis, urticaria  and  other  dermal  manifestation;  some  degree  of  men- 
tal confusion  and/or  excitement  especially  in  elderly  persons. 

Decreased  sweating  is  another  adverse  reaction  that  may  occur.  It 
should  be  noted  that  adrenergic  innervation  of  the  eccrine  sweat  glands 
on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 

An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses 
of  drug  would  be  required,  and  this  would  produce  severe  side  effects 
from  parasympathetic  paralysis. 

Side  effects  which  occasionally  occur  with  hydroxyzine  HCl  (Atarax)® 
are  drowsiness,  xerostomia,  and,  at  extremely  high  doses,  involuntary 
motor  activity,  all  of  which  may  be  controlled  by  reduction  of  the  dosage 
or  discontinuation  of  the  medication. 

Dosage  and  Administration.  The  recommended  adult  dose  Is  usually  one 
Enarax  5 or  one  Enarax  10  tablet  two  times  a day  or  three  times  a day, 
depending  on  individual  response.  Proper  diet  and  antacids  should  be 
used  where  indicated  as  concomitant  therapy.  The  safe  use  of  Enarax 
in  children  has  not  been  established;  therefore,  the  drug  should  not  be 
used  in  children. 

Drug  Interactions.  The  potentiating  action  of  hydroxyzine  must  be  con- 
sidered when  the  drug  is  used  in  combination  with  central  nervous  sys- 
tem depressants. 

How  Supplied.  Enarax  5 is  available  as  mUrBn 

white  scored  tablets  in  bottles  of  60.  ‘ 

Enarax  10  is  available  as  black  and  A division  of  Pfizer  Pharmaceuticals 

white  scored  tablets  in  bottles  of  60.  New  York.  New  York  1001 7 
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A monthly  news  summary  from  the  nation’s 
Capitol  by  the  Washington  Office  of  the  AMA. 


The  American  Medical  Association  has 
branded  as  “wrong  medically,  wrong  morally, 
and  wrong  legally”  the  Health,  Education,  and 
Welfare  Department’s  proposed  regulation  re- 
quiring pre-hospital-admission  certification  for 
Medicare  and  Medicaid  patients. 

In  what  appeared  as  an  ending  to  a “deliberate 
effort  on  the  part  of  the  AMA  over  the  past  four 
or  five  years  to  cooperate  with  HEW,”  the  Asso- 
ciation announced  that  if  the  pre-admission  cer- 
tification regulation  and  the  Professional  Stand- 
ards Review  Organizations  area  designations  were 
placed  into  effect,  HEW  Secretary  Caspar  Wein- 
berger would  be  taken  into  court. 

AMA  President  Russell  B.  Roth,  M.D.  and 
Board  Chairman  James  H.  Sammons,  M.D.  at  a 
press  conference  in  Chicago  made  the  following 
statement: 

“We  are  here  today  to  serve  notice  on  Secre- 
tary Weinberger  that  if  he  proceeds  with  two 
proposed  actions,  we  are  going  to  take  him  to 
court. 

“Earlier  this  month,  the  Secretary  of  the  De- 
partment of  Health,  Education,  and  Welfare  is- 
sued a set  of  proposed  regulations  that  would  re- 
quire pre-admission  certification  for  Medicare 
and  Medicaid.  If  adopted  as  proposed  they  would 
require  that  every  Medicare  and  Medicaid  patient 
be  cleared  by  a Utilization  Review  Committee  be- 
fore admission  to  a hospital.  The  only  exception 
would  be  emergency  cases. 

“These  regulations  are  a direct  threat  to  the 
medical  care  of  the  35  million  or  so  patients  who 
are  served  by  Medicare  and  Medicaid.  For  most  of 
them,  the  withholding  of  Medicare  or  Medicaid 
hospital  benefits  will  mean  that  the  individual 
will  be  denied  hospitalization  because  they  have 
no  other  means  to  pay  for  their  care. 

“Furthermore,  such  decisions  would  not  be 
made  on  the  basis  of  an  examination  of  the  pa- 
tient by  physicians.  Rather,  they  would  be  paper 
decisions.  The  verdict  would  be  rendered  on  the 
basis  of  what  the  patient’s  doctor  put  down  on 
the  record.  It  is  likely  that,  as  a practical  matter 
in  many  instances,  the  decision  would  not  be 
made  by  a committee  of  physicians  or  even  a 
single  physician  but  by  an  admitting  nurse  or 
other  hospital  administrative  personnel. 

“Any  such  denial  of  medical  care  represents 
a clear  violation  of  both  the  spirit  and  the  letter 
of  the  Medicare-Medicaid  law.  Congress  clearly 
established  the  programs  to  provide  medical  care 
for  the  elderly  and  the  poor.  What  the  Congress 


has  given,  the  Secretary  now  seeks  to  take  away. 
The  Secretary  has  no  authority  under  the  guise 
of  regulations  to  amend  the  law  and  reduce  bene- 
fits. He  has  no  moral  or  legal  right  or  authority 
to  do  so.  Indeed,  his  action  is  as  illegal  as  it  is 
reprehensible.  The  Medicare-Medicaid  law  pro- 
vides for  pre-admission  certification  by  the  pa- 
tient’s physician  and  for  post-admission  review 
by  hospital  utilization  review  committees.  The 
Congress  did  not  intend  that  a committee  substi- 
tute a paper  decision  for  the  judgment  of  a pa- 
tient’s physician.  The  Secretary’s  proposal  is  a 
direct  and  clear  violation  of  Section  1801  of  the 
Medicare-Medicaid  law. 

“We  intend  to  fight  Mr.  Weinberger  on  this. 
His  proposed  regulations  are  wrong  medically, 
wrong  morally,  and  wrong  legally.  We  are  here 
to  serve  notice  on  the  Secretary  that  if  he  per- 
sists in  putting  the  regulations  into  effect,  the 
AMA  will  seek  an  injunction  on  that  very  same 
day  to  stop  him. 

“We  would  welcome  support  from  all  inter- 
ested parties,  such  as  senior  citizen  organizations 
and  consumer  groups.  We  would  hope  they  would 
join  in  our  action.  But  with  them  or  without 
them,  we  will  be  in  court  on  the  day  those  reg- 
ulations are  promulgated. 

“While  we  are  in  a suing  mood,  let  me  men- 
tion that  we  are  also  going  to  take  on  Mr.  Wein- 
berger in  another  area. 

“This  involves  his  gerrymandering  of  the 
PSRO  district.  Without  getting  too  involved,  let 
me  say  for  those  of  you  who  don’t  know,  PSRO 
stands  for  Professional  Standards  Review  Organ- 
izations. These  are  supposed  to  be  groups  of 
doctors  set  up  to  review  the  quality  and  medical 
necessity  of  care  given  under  Medicare  and  Medi- 
caid. 

“The  AMA  originally  opposed  PSRO.  But  once 
it  became  law,  we  decided  that  if  such  review  was 
going  to  be  done  it  would  be  better  for  all  con- 
cerned if  it  were  done  by  physicians. 

“We  decided  to  cooperate  with  HEW  in  the 
implementation  of  the  law.  I can  tell  you,  we’ve 
had  very  little  cooperation  in  return. 

“Peer  review  — the  concept  on  which  PSRO 
is  based  — was  invented  by  the  medical  profes- 
sion and  was  in  existence  long  before  the  gov- 
ernment ever  heard  of  the  idea.  There  are  many 
excellent  and  functioning  peer  review  programs 
now  in  effect  in  this  country,  and  we  asked  the 
Secretary  to  set  up  the  PSRO  designated  areas 
(regional  units)  so  as  not  to  disturb  them. 

“This  plea  apparently  fell  on  deaf  ears.  I 
won’t  hazard  a guess  as  to  the  reason  behind  the 
Secretary’s  area  designations.  I don’t  think  there 
were  any.  I think  the  decision  was  simply  capri- 
cious and  arbitrary. 

“Our  Board  of  Trustees  has  voted  to  join  with 
any  of  our  state  organizations  who  want  to  go  to 
court  to  upset  the  area  designation  in  their  state. 
Our  preliminary  indications  are  that  seven  or 
eight  may  do  so.” 
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Help  relieve  pain,  restore  mobility  with 

PARAFON  FORTEi^bi^ 


PARAFLEX®  (chlorzoxazone]t  250  mg  ; TYLENOL®  (acetaminophen)  300  mg 

This  drug  has  been  evaluated  as  possibly  ' effective  for  this  indication. 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 
Contraindications,  Warnings,  Precautions  and  Adverse  Reactions, 


When  low  back  pain 
interferes... 


PARAFON  FORTE  Tablets 
help  relieve  pain, 
restore  mobility  and 
stop  paimspasm 
feedback  by  providing: 

a non  salicylate  analgesic  equal  to 
aspirin  for  relief  of  pain,^’^  yet  unlikely 
to  cause  the  gastric  irritation,2>3 
allergic  reactions^  or  increased  bleeding 
time'^  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant 
shown  in  extensive  clinical  studies  to  be 
useful  in  a variety  of  low  back 
disorders^''^*  but  which  is  not  an 
antihistamine  or  tranquilizer  derivative 
and  is  unlikely  to  produce  a 
tranquilizing  or  sedative  effect.® 


'Indications  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 

Possibly " effective  for  the  relief  of  severe  skeletal  muscle  pain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  (including  acute  exacerbations  of  chronic  conditions). 


Contraindications;  Sensitivity  to  either  component. 

Warnings;  Usage  in  Pregnancy-Use  in  woman  of  child-bearing 
potential  only  when  potential  benefits  outweigh  possible  risks. 
Precautions;  Exercise  caution  in  patients  with  known  allergies  or 
history  of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
be  stopped 

Adverse  Reactions;  Occasionally,  drowsiness,  dizziness,  lighthead- 
edness.  malaise,  overstimulation  or  gastrointestinal  disturbances 
may  be  noted:  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
moses,  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
stances, Paraflex  (chlorzoxazone)  may  possibly  have  been  associ- 
ated with  gastrointestinal  bleeding.  While  Paraflex  (chlorzoxazone) 
and  chlorzoxazone-containing  products  have  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
tients. It  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
drug  induced. 

Usual  Adult  Dosage:  Two  tablets  q i d 

Supplied:  Scored,  light  green  tablets,  imprinted  McNEIL  — 

bottles  of  too. 

References:  1.  Batlerman.  RC,,  and  Grossman,  A.J  Fed  Proc.  J4  316, 
1955  2.  Goodman.  L S . and  Gilman,  A . ed  The  Pharmacological  Basis  of 
Therapeutics,  ed  4 New  York,  The  Macmillan  Company.  1970  3.  Vickers, 
F N Gastroint  Endosc  14  94,  1967  4.  Mielke.  C H , Jr,  and  Britten  A F.H.: 
New  Engl  J Med  282  1270.  1 970  (Corresp  t 5.  Vernon,  WG  Curr  Therap. 
Res  14  801.  1972  6.  Schemer.  J J.:  Curr  Therap  Res  74  168,  1972  7. 
Walker.  JM  Curr  Therap  Res  75  248.  1973  8.  Friend,  D G Clin.  Pharma- 
col The  r 5 871.  1964 
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THE  LODGE  AT  VAIL 

VAIL.  COLORADO 

Topics; 

Diagnosis 

Therapy:  Leukemia 

Solid  Tumors 

Current  Research  in  Oncology 
Supportive  Care:  Management  of  the 
Child  With  Potentially  Fatal  Disease 

Faculty  includes: 
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Medical  Director 
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Lucius  Sinks,  M.D. 
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The  Oncology  Center  and  the  Depart- 
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Children's  Hospital,  Denver,  Colorado 
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Tuition  is  provided  by  a Grant  from  the 
National  Cancer  Institute. 
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Not  too  little,  not  too  much... 
but  just  right! 


“Just  right”  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg.  erythromycin  per  5-m(.  teaspoonful) 


Additional  information  available  to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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EDITORIAL  S 


D. 


OCTORS  IN  MEDICINE  are  used  to  encoun- 
tering emergencies  and  crises  requiring 
prompt  and  strong  measures  of  action.  Lives 
depend  on  our  ability  to  react  quickly  and 
correctly.  Sometimes  our  judgment  is  not 
correct,  but  usually  in 
Action  these  cases  faint  and 

Vs.  faltering  heart  would 

Reaction  have  availed  little. 

Most  times  the  man 
of  medicine  is  faulted  for  inaction  and  sins 
of  omission  rather  than  for  incorrect  action 
or  overreaction.  The  doctor,  by  and  large,  is 
dealing  with  acute  emergencies  requiring 
drastic  action.  Although  such  situations  are 
encountered  more  frequently  by  those  of  us 
engaged  in  the  phases  of  acute  care,  to  a 
certain  extent  this  philosophy  pervades  in 
all  fields  of  medicine.  Drastic  situations  re- 
quire drastic  reactions. 


However,  immediate  and  drastic  action 
is  not  always  the  most  advisable  in  the  socio- 
economic world  in  which  we  find  ourselves. 
Overreaction,  without  due  consideration  of 
the  consequences,  may  bring  about  results 
opposite  those  intended.  Deeds  initiated  from 
fear  or  anger  are  not  well  planned  nor  are 
they  well  executed.  Ofttimes  considered 
delay  or  complete  temporary  inaction  will 
produce  more  desirable  results  than  pre- 
cipitous reaction.  While  in  the  field  of  med- 
ical practice  one  is  usually  combating  physi- 
cal conditions  with  predictable  responses  to 


a particular  treatment,  the  outcome  has  an 
excellent  chance  of  being  successful.  In  the 
world  of  today  the  problems  facing  us  as  a 
profession  are  engendered  by  actions  of 
thoughtful  individuals  who,  without  the 
benefit  of  medical  insight,  believe  they  are 
correct  in  their  judgment  and  who  have  no 
particular  maliciousness  toward  the  medical 
community.  An  immediate  and  not  well- 
planned  counterpunch  may  well  align  well- 
meaning  individuals  in  groups  against  the 
profession  at  a time  when  allies  are  vitally 
needed.  It  must  be  realized  that  all  of  the 
medical  profession  and  allied  fields  make  up 
but  a small  segment  of  our  population  and 
that  in  our  democracy  one  needs  friends. 
There  are  many  aligned  in  the  allegiance 
that  would  have  the  practice  of  medicine 
under  control  of  powers  other  than  those  of 
the  medical  profession.  Further  addition  to 
these  forces  can  ill  be  afforded  by  organized 
medicine. 

The  issues  of  today  which  face  the  aver- 
age practicing  physician  seem  most  formid- 
able and  at  times  incomprehensible.  To  some 
it  appears  that  the  government,  the  courts, 
the  insurance  carriers,  the  hospital  govern- 
ing boards,  and  the  public  in  general  are 
aligned  in  a massive  conspiracy  to  sink  our 
noble  profession;  but  as  we  all  realize,  the 
world  today  is  filled  with  many  crises  and 
enigmas.  To  assume  that  all  actions  detri- 
mental to  us  arise  in  minds  bent  on  malice 
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toward  the  medical  profession  is  naive. 
Granted,  there  are  those  who  would  gladly 
see  us  shackled  with  regulations  and  reduced 
to  an  ineffective,  subservient  group.  Still,  the 
medical  profession,  by  and  large,  is  held  in 
great  respect  by  the  population  in  general. 
Polls  disclose  that  doctors  are  held  in  high 
regard  by  the  public.  This  image  will  not  be 
enhanced  by  vitriolic  pronouncements  that 
bring  on  resentment  and  isolation  to  the  pro- 
fession. 

Certainly,  the  last  thing  to  be  suggested 
is  that  we  lie  down  and  accept  all  that  is 
planned  for  us.  Some  situations  require 
strong,  positive,  and  immediate  reaction. 
However,  to  react  in  an  offensive  manner 
toward  every  condition  that  appears  a threat 
without  due  consideration  of  the  conse- 
quences is  imprudent. 

Citizen’s  committees  set  up  by  law  to  for- 
mulate policies  in  health  care  often  come 
under  the  grievous  criticisms  of  members  of 
the  profession.  Well-meaning,  intelligent 
members  are  at  times  abused  by  blanket 
criticism  of  all  members.  These  people  are 
likely  to  become  alienated.  The  committee 
then  becomes  just  what  it  was  accused  of 
being.  A more  judicious  approach  with  offer 
of  cordial  advice  and  an  expression  for  co-- 
operation  would  result  in  a better  image  of 
the  medical  community  and  an  opportunity 
to  use  our  influence  in  preventing  poor  pro- 
grams and  supporting  good  ones.  We,  as  doc- 
tors, at  times  assume  that  in  such  situations 
it  is  a matter  of  the  majority  of  the  group 
lining  up  against  us.  In  actuality,  at  least  in 
the  rural  areas,  the  M.D.’s  serving  on  a com- 
mission or  committee  with  lay  people  are 
greatly  respected  and  exert  much  influence. 
The  quickest  way  to  lose  this  influence  is  to 
damn  everyone  opposing  with  immoderate 
criticism.  Although  disagreeing  violently 
with  our  adversaries  on  particular  subjects, 
none  of  us  are  omnipotent  with  knowledge, 
and  our  influence  can  be  better  maintained 
by  carefully  and  considerately  listening  to 
the  arguments  of  those  opposing  us. 

The  one  thing  I certainly  am  not  advo- 
cating is  to  give  up  any  stand  on  vital  issues 
which  we  think  important.  The  medical  com- 
munity must  make  its  views  on  PSRO,  gov- 
ernment welfare  programs,  price  controls. 


rural  health  care,  and  other  important  issues 
known;  and  we  must  work  for  satisfactory 
solutions  of  these  problems.  However,  let’s 
not  weaken  our  position  by  personal  and 
group  attacks  on  the  individuals  involved  in 
these.  The  public  image  of  the  medical  pro- 
fession cannot  stand  further  depredation  by 
such  pronouncements. 

Thomas  K.  Hood,  MD 

President, 

Nevada  State  Medical  Association 


Having  had  the  opportunity  to  review 
President  Tom  Hood’s  editorial,  several 
thoughts  have  come  to  mind.  First,  its  basic 
tenets  are  quite  true  and  unassailable — that 
we  can  ill  afford  additional  opposition  at 

this  time  to  our  aims. 
Secondly,  the  national 
disenchantment  that 
derives  from  Water- 
gate and  its  sequellae, 
offers  us  as  a medical  profession  an  unpar- 
alleled opportunity  to  seize  the  initiative  in 
creating  ultimate  believability  and  accept- 
ance of  our  attitudes,  particularly  as  con- 
trasted with  our  adversaries,  the  politicians. 
Carefully  planned  as  Dr.  Hood  has  suggested, 
our  approach  should  take  advantage  of  pub- 
lic disenchantment  with  the  people  who 
would  enslave  us,  to  fracture  the  chains. 
Asking  simply,  are  these  people  capable  or 
worthy  of  deciding  what — how  or  wherever 
medical  decisions  should  be  made?  We  can 
measure  against  their  record  our  own  im- 
pressive record  of  performance  with  in-house 
control  in  every  qualified  hospital  in  the 
United  States. 

I rise  at  this  time  to  exhort  each  reader 
to  reach  out  to  the  people,  our  patients;  for 
they  are  our  strength,  and  to  convince  them 
that  we  have  greater  truth  to  tell  than  do 
the  planners  and  the  politicians  who  have 
only  jobs  to  gain  or  retain.  Now  is  the  time 
for  a great  effort  by  organized  medicine  and 
by  each  of  us  as  individuals  to  regain  at. 
least  some  of  the  ground  we  have  lost. 

Harry  J.  McKinnon,  Jr,  MD 


The 
Time 
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ARTICLES 


Granular  cell  myoblastoma 

of  the  esophagus 

Hugh  S.  Collett,  MD,  Elko,  Nevada 


Granular  cell  myoblastoma  is  a rare 
tumor  of  the  esophagus.  It  may  be  sus- 
pected pre-operatively  by  the  long  history 
of  gradually  increasing  dysphagia  and  ob- 
struction, the  absence  of  mucosal  involve- 
ment on  esophagoscopic  examination,  and 
the  characteristic  roentgen  appearance.  Local 
excision  is  the  treatment  of  choice. 

Granular  cell  myoblastoma  is  known  to 
occur  in  many  tissues,  primarily  in  the 
tongue  and  skin.  Its  occurrence  in  the 
esophagus  is  rare  and  only  eleven  cases  have 
previously  been  reported.  This  twelfth  case 
is  typical  of  those  tumors  that  occur  in  the 
proximal  esophagus.  As  more  cases  are  re- 
ported, we  begin  to  understand  that  it  is  a 
slow-growing,  usually  benign  tumor  which 
has  a characteristic  roentgenographic  ap- 
pearance and  can  be  treated  by  conservative 
local  excision. 

CASE  REPORT 

A 48-year-old  woman  had  had  progressive  dif- 
ficulty swallowing  for  at  least  ten  years.  Al- 
though she  could  swallow  liquids,  solid  food,  even 
lettuce,  would  tend  to  obstruct,  forcing  her  to 
gag  herself  for  relief.  When  the  food  would  catch 
she  would  hear  a gurgling  noise  in  the  upper 
sternal  region.  Roentgenographic  examination 
(Fig.  1)  demonstrated  a soft  tissue  tumor  approx- 
imately 2 cm.  long  and  1 cm.  thick  that  formed 
a concave  impression  on  the  ventral  surface  of 
the  cervical  esophagus  near  the  C6-C7  level.  The 
tumor  appeared  to  be  extra-mural  and  extra- 
mucosal.  No  mucosal  destruction  was  seen  and 
there  was  no  fixation  nor  invasion  to  suggest 
malignancy.  Only  normal  mucosa  was  visualized 
during  esophagoscopy.  It  was  not  possible  to  pass 
the  esophagoscope  beyond  the  area  of  obstruction 
because  of  the  firm  tumor  which  narrowed  the 
lumen. 

Surgical  exploration  on  January  5,  1970,  dem- 
onstrated a firm,  hard,  cartilaginous-feeling  mass 
in  the  esophageal  wall.  It  was  localized  in  the 
muscularis.  Removal  by  sharp  dissection  left  ap- 


parently uninvolved  underlying  mucosa.  Follow- 
ing removal  of  the  tumor,  the  mucous  membrane 
bulged  into  the  defect  in  the  muscularis.  One  small 
piece  of  tumor,  superiorly  and  medially,  was  not 
removed  because  of  its  inaccessability  and  be- 
cause its  presence  was  not  believed  to  be  harm- 
ful. 

The  specimen  measured  3.5  cm.  by  1.5  cm.  by 
0.7  cm.  in  size.  It  was  light  yellow  in  color  and 
felt  nodular  and  fibrous.  Microscopic  sections 
(Fig.  2)  showed  a fairly  well  circumscribed  mass 
made  up  of  skeletal  muscle  fibers  arranged  in  a 
whorling  and  intertwining  fashion,  and  separated 
by  bands  of  dense  fibrous  connective  tissue.  Scat- 
tered centrally  within  this  tissue  were  numerous 
large,  fairly  uniform  cells  with  small  central  hy- 
perchromatic  nuclei  and  foamy  cytoplasm  that 
was  stippled  with  eosinophilic  staining  granules. 
Many  of  the  skeletal  muscle  fibers  adjacent  to 
the  area  of  cellular  infiltrate  showed  degenera- 
tive change.  These  granular  cells  appeared  to  be 
freely  infiltrating  the  adjacent  muscularis  and 
surrounded  paraesophageal  glands  and  nerve 
fibers.  In  some  areas  these  cells  showed  a con- 
siderable degree  of  cellular  pleomorphism,  with 
larger  irregular  hyperchromatic  nuclei.  No  mi- 
totic figures  were  seen. 

The  patient  was  discharged  on  the  fifth  post- 
operative day.  Roentgenograms  taken  one  week 
after  surgical  excision  demonstrated  improvement 
in  the  appearance  of  the  upper  esophagus,  but 
some  mild  residual  narrowing  of  the  lumen.  An 
upper  gastrointestinal  series  in  October  1971, 
demonstrated  a saccular  deformity  of  the  mus- 
cular coat  and  some  herniation  of  the  mucosa.  No 
filling  defect  was  noted.  Esophagoscopy  Novem- 
ber 1,  1971,  demonstrated  no  narrowing  of  the 
lumen  and  no  mucosal  abnormality.  The  patient 
was  asymptomatic. 

Historical  Background 

Abrikossoff^  in  1926,  first  reported  a pea- 
size  nodule  in  the  upper  esophagus  found 
during  the  autopsy  of  a 19-year-old  woman. 
He  assumed  its  origin  to  be  striated  muscle. 
Its  origin  is  still  uncertain,  but  Fischer  and 
Wechsler,^  on  the  basis  of  electron  micros- 
copy study,  believe  that  it  is  of  neural 
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origin.  Schwann  cells  in  a severed  nerve  cell 
preparation,  methodologically  and  enzymat- 
ically resembled  the  tumor.  They  also  re- 
ported virus-like  particles  in  the  cells  of  all 
granular  cell  myoblastomas  studied. 

Four^'®  of  the  eleven  cases  previously  re- 
ported occurred  in  the  distal  esophagus.  One 
lesion  was  large,  but  the  other  three  were 
small.  They  produced  substernal  pain,  but 
none  produced  obstruction.  Surgical  excision, 
either  by  biopsy  forcep  at  esophagoscopy,  or 
thoracotomy  was  easily  done  and  apparently 
curative.  Five’’”  of  the  seven  tumors  occur- 
ring in  the  upper  esophagus  were  large  and 
produced  obstruction.  The  only  exceptions 
were  the  original  tumor  reported  by  Ab- 
rikossoff  and  a patient  reported  by  Ke- 
shishian  and  Alford."  This  latter  patient  had 
two  lesions,  one  was  a 3 cm.  lesion  at  18  cm. 
and  the  other  a 5 mm.  lesion  on  the  posterior 
pharyngeal  wall.  Also,  this  tumor  is  the  only 
one  of  the  eleven  that  involved  the  mucosa; 
it  was  reported  to  be  limited  to  the  mucosa 
and  not  to  involve  the  underlying  muscularis. 


Fig.  1.  Characteristics  roentgen  appearance  of 
granular  cell  myoblastoma  of  proximal  esophagus. 


N, 


Fig.  2 High  power,  photomicrograph  showing 
large  uniform  cells  with  central  hyperchromatic 
nuclei  and  foamy  cytoplasm  stippled  with 
eosinophilic  staining  granules  (H&E;  X 1000). 

All  the  other  cases  spared  the  mucosa  and 
involved  the  muscularis.  None  of  these 
showed  any  mucosal  involvement  on  esopha- 
goscopy. Ten  of  the  eleven  were  benign.  The 
case  reported  by  Obiditsch-Mayer®  was  ma- 
lignant and  invaded  the  trachea  and  re- 
gional lymph  nodes.  Roentgenographs  of 
all  of  the  large  upper  esophageal  lesions 
were  similar.  All  formed  a concave  impres- 
sion on  the  ventral  surface  of  the  cervical 
esophagus  and  appeared  intramural  and 
extra-mucosal  with  no  evidence  of  mucosal 
destruction. 

Discussion 

Eleven  of  the  twelve  patients  were 
women  and  although  their  ages  were  from 
19  to  48  years,  seven  were  in  their  forties. 
Duration  of  symptoms  was  six  months  to 
ten  years.  Treatment  of  all  lesions  which  oc- 
curred in  the  distal  esophagus  was  by  ex- 
cision or  resection.  The  proximal  esophageal 
tumors  presented  more  difficult  surgical 
problems  and  they  were  handled  in  several 
different  ways.  The  patient  of  Obiditsch- 
Mayer  died  of  complications  of  a tracheos- 
tomy. Wypkema’s®  patient  died  14  days  after 
esophageal  bypass.  Crawford  and  DeBakey® 
performed  an  esophageal  resection  plus  re- 
moval of  a small  portion  of  trachea  and  cri- 
coid cartilage.  Rela'“  performed  esophagec- 
tomy and  total  laryngectomy  and  subsequent 
esophageal  reconstruction  utilizing  bilateral 
cervical  full-thickness  skin  flaps.  DeGou- 
veia“  resected  the  tumor  while  preserving 
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the  esophageal  mucosa.  The  patient  survived, 
although  she  developed  an  esophageal  fis- 
tula and  mediastinal  abscess.  The  present 
case  was  treated  by  excision  of  as  much  of 
the  tumor  as  could  be  safely  removed  while 
preserving  the  mucosa.  Although  these 
tumors  invade  the  muscularis  of  the  eso- 
phagus, they  are  rarely  malignant.  To  be 
certain  that  the  tumor  was  completely  re- 
moved, it  would  be  necessary  to  do  an  en 
bloc  resection  of  the  esophagus  and  larynx. 
Since  these  tumors  are  usually  benign,  and 
very  slow  growing,  this  deforming  radical 
surgical  approach  seems  unwarranted.  The 


conservative  removal  of  the  gross  tumor 
seems  adequate. 

Summary 

The  twelfth  reported  case  of  granular 
cell  myoblastoma  of  the  esophagus  has  been 
presented.  The  literature  has  been  reviewed 
emphasizing  the  location  of  the  tumors,  the 
symptoms  produced,  diagnostic  roentgeno- 
graphic  and  esophagoscopic  findings  and 
treatment.  • 
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The  world  s oldest  recipient 


On  September  13,  1971,  a Medtronic  demand 
pacemaker  was  implanted  in  an  elderly  In- 
dian woman,  Mary  Silver,  for  treatment  of 
complete  heart  block.  On  December  11,  1973, 
the  battery  was  replaced.  As  with  many 
elderly  Indian  people,  Mary  Silver  did  not 
know  her  age.  It  had  been  previously  esti- 
mated at  between  88  and  100  years. 

Recently,  Dr.  Paul  J.  Nicholls  of  the  Pub- 
lic Health  Service  Hospital  at  Owyhee,  Ne- 
vada, visited  Mary  Silver  in  her  home  in 
Wendover,  Utah.  She  related  to  him  that  she 


of  a pacemaker? 

Paul  J.  Nicholls,  MD,  Owyhee,  Nevada, 
and  Hugh  S.  Collett,  MD,  Elko,  Nevada 


was  a young  girl  when  the  Mormons  first 
came  into  the  Salt  Lake  Valley.  Prior  to  that 
she  said  there  was  no  one  living  in  the  val- 
ley. She  stated  that  she  saw  them  build  the 
tabernacle.  Since  it  was  constructed  in  1847, 
this  would  indicate  that  she  is  now  approx- 
imately 135  years  old.  She  is  alert  and  inde- 
pendent. There  is  no  reason  to  doubt  the 
truth  of  her  statement. 

To  our  knowledge,  this  is  the  oldest  per- 
son in  whom  a pacemaker  has  been  im- 
planted. • 
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Ancillary  studies  in  neurology 


A review 


Frederick  T.  Boulware,  Jr,  MD,  Las  Vegas,  Nevada 


The  effective  utilization  of  any  test  or  pro- 
cedure in  medicine  presupposes  that  the  per- 
son ordering  the  test  has  some  understand- 
ing of  what  is  being  measured  and  thus  what 
kind  of  information  is  expected.  The  infor- 
mation can  then  be  integrated  with  the  his- 
tory, examination,  and  other  tests  to  assist 
in  evaluation  and  treatment.  An  understand- 
ing of  the  procedures  is  especially  important 
in  neurology  because  of  the  limited  exposure 
most  physicians  have  had  to  neurologic  tests,, 
and  because  of  terminology  sometimes  used 
to  describe  central  nervous  system  function. 

This  article  is  not  a detailed  review.  It  is 
intended  to  give  an  overview  of  some  of  the 
ancillary  diagnostic  studies  used  in  neurol- 
ogy. The  areas  reviewed  include  electro- 
encephalography, electromyography,  echo- 
encephalography,  and  brain  scan.  Roentgen- 
ography of  the  head  will  not  be  discussed. 
Procedures  which  are  involved  (viz.,  angiog- 
raphy, pneumoencephalography,  ventriculog- 
raphy, and  myelography)  and  which  should 
require  formal  neurologic  or  neurosurgic 
consultation  will  likewise  not  be  discussed. 

Electroencephalography 

The  electroencephalogram  is  a diagnostic 
tool  which  in  recent  years  has  become  in- 
creasingly of  value  to  the  physician.  Basi- 
cally, this  instrument  amplifies  small  elec- 
trical discharges  from  the  brain  surface  and 
the  resulting  recording  provides  physiologic 
assessment  of  cerebral  activity — a parameter 
not  assessed  by  any  other  test. 


A recording  is  made  by  applying  small 
electrodes  to  the  scalp.  The  electrodes  are 
arranged  in  combinations  which  permit  the 
recording  of  the  various  head  regions.  The 
potentials  recorded  by  these  electrodes  are 
very  minute  and  have  to  be  amplified  about 
one  million  times  before  being  recorded.  The 
amplified  activity  is  then  recorded  on  a con- 
tinuously moving  paper  sheet.  The  recorded 
electrical  activity  is  the  result  of  synchro- 
nized activity  of  millions  of  cells  or  neurons. 
A review  of  the  activity  generated  by  these 
cells  reveals  certain  frequency  ranges  and 
special  discharges  (Table  1).  An  interpreta- 
tion of  the  record  requires  the  understand- 
ing of  the  distribution  of  this  activity  and 
the  recognition  of  the  varying  patterns  in 
which  they  occur. 

The  most  characteristic  rhythm  of  a nor- 
mal electroencephalogram  during  alert  re- 
laxation is  the  alpha  rhythm.  This  rhythm 
has  a frequency  of  8 to  12  cycles  per  second 
in  an  adult  and  its  maximal  activity  is  in  the 
posterior  head  region.  Cerebral  dysfunction 
might  be  signalled  by  asymmetry  of  rhythm 
which  would  include  amplitude  asymmetry 
as  well  as  asymmetries  of  frequency.  A sup- 
pression or  decreased  amplitude  of  a rhythm, 
for  example,  might  indicate  acute  destruc- 
tive lesions,  replacement  of  or  absence  of 
cerebral  tissue.  The  frequency  may  become 
slower,  and  generally,  the  slower  the  fre- 
quency, the  greater  the  abnormality  so  that 
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delta  activity  in  an  area  would  indicate  a 
much  greater  degree  of  dysfunction  than 
localized  theta  activity.  Any  focal  abnormal- 
ity, however,  should  be  viewed  with  concern 
and  explained.  Disturbances  may  be  further 
described  as  to  their  diffuseness  or  whether 
they  are  focal  or  projected  from  deeper  brain 
structures.  Abnormal  activity  then  is  eval- 
uated in  terms  of  wave  characteristics  and 
their  distribution  (generalized  or  focal) . 

Although  the  changes  seen  may  be  non- 
specific (i.e.,  changes  caused  by  a variety  of 
disorders) , they  may  indicate  the  location 
and  extent  of  the  lesion.  There  are,  how- 
ever, certain  specific  changes  which  may  as- 
sist in  decreasing  the  number  of  diagnostic 
possibilities.  Examples  would  include  the 
three  per  second  spike  and  wave  discharge 
of  petit  mal  or  other  spike  foci  or  the  tri- 
phasic wave  pattern  which  is  classically  seen 
in  hepatic  encephalopathy. 

Serial  recordings  may  aid  in  the  assess- 
ment of  the  nature  of  a lesion  and  in  eval- 
uating a patient’s  progress.  A focal  abnor- 
mality on  the  electroencephalogram  which  is 
associated  with  an  acute  neurologic  deficit 
and  which  increases  with  repeated  record- 
ings suggests  a mass  lesion  rather  than  a 
stroke.  The  latter  problem  usually  improves 
with  subsequent  recordings. 

Electroencephalography  then  is  useful  in 
providing  evidence  of  focal  or  diffuse  dis- 
turbances of  brain  dysfunction  resulting 
from  organic  lesions,  either  structural  or 
metabolic,  and  frequently  gives  specific  in- 
formation about  the  underlying  pathological 
disturbances.  Table  2 gives  a partial  list  of 
the  symptoms  or  syndromes  in  which  elec- 
troencephalography may  be  of  some  bene- 
fit. 

The  formal  interpretation  should  consist 
of  basically  two  parts.  The  first  part  is  the 
description  of  the  activity  that  has  been  re- 
corded. This  description  should  be  done  in 
a manner  that  another  electroencephalog- 
rapher  who  has  never  seen  the  record  should 
be  able  to  picture  what  was  seen.  The  sec- 
ond portion  of  the  report  should  be  the 
clinical  interpretation.  This  interpretation 
should  give  a brief  statement  of  what  was 
abnormal  and  a differential  diagnosis  of  such 


TABLE  1 

COMMONI.Y  LSEIJ  TERMS 
I.\  ELECTIIOEXCEPHALOGIIAPHY 

Alpha  rhythm — rhythm,  usually  with  a frequency  of  8 
to  13  cycles  per  second  in  adults,  most  prominent  in 
the  posterior  head  areas. 

Beta  rhythm — rhythm  with  a frequency  higher  than  13 
cycles  per  second. 

Theta  rhythm — rhythm  with  a frequency  of  4 cycles  per 
second  to  less  than  8 cycles  per  second. 

Delta  rhythm — rhythm  with  a frequency  of  less  than  4 
cycles  per  second. 

Mu  rhythm — rhythm  at  7 to  11  cycles  per  second  in  cen- 
tral region,  often  with  arcade  or  comb  form,  asso- 
ciated with  beta  rhythm,  attenuated  by  real,  imagined 
or  intended  movement  or  tactile  stimulation,  par- 
ticularly of  the  hands. 

Sigma  rhythm — episodic  rhythm  at  about  14  cycles  per 
second,  usually  diffuse,  with  a maximum  near  the 
vertex,  usually  occurring  during  certain  stages  of 
sleep. 

Spike  and  wave  rhythm — bilaterally  synchronous  spike 
and  wave  complexes,  recurring  rhythmically  with  a 
frequency  of  2V2  to  3V2  cycles  per  second,  closely  as- 
sociated with  cUnical  petit  mal  seizures. 

K-complex — variable  combination  of  sharp  wave,  slow 
wave  and  sigma  paroxysm  occurring  with  maximal 
voltage  over  the  vertex  in  response  to  sudden  stimuli, 
especially  during  sleep. 

Vertex  wave — a negative  sharp  wave  maximal  at  the  ver- 
tex and  often  associated  with  arousal  stimuli. 1 

an  abnormality.  Such  terms  as  “proxysmal 
abnormality”  or  “mildly  epileptic”  without 
further  explanation  should  be  discouraged. 
Information  in  the  clinical  interpretation 
then,  should  be  of  assistance  to  the  person 
who  is  not  fully  familiar  with  these  tests  in 
indicating  which  area  of  pursuit  might  be 
most  beneficial  in  terms  of  evaluation  and 
treatment  of  his  patient. 

Echoencephalography 

Echoencephalography  is  a technic  which 
uses  ultrasound  to  determine  the  position  of 
the  third  ventricle  as  well  as  its  width.  The 
sound  waves  in  the  frequency  range  used  are 
reflected  when  passing  through  areas  of  dif- 
ferent acoustic  impedence  and  produce 
echoes.  The  examination  has  sometimes  been 
maligned  because  of  the  frequent  inexperi- 
ence of  people  using  the  technic.  There  is  no 
doubt,  however,  that  this  study  in  the  hands 
of  experienced  personnel,  is  reliable. 

A shift  in  the  midline  of  less  than  2 mm. 
is  not  significant.  A width  of  8 mm.  is  ac- 
ceptable for  adults,  and  up  to  12  mm.  for 
the  elderly.  The  third  ventricle  may  be 
shifted  away  from  a mass  lesion  such  as  ab- 
scess, tumor,  hemorrhage,  or  subdural  hema- 
toma. The  ventricle  may  be  shifted  toward 
an  atrophic  area  such  as  a scar  or  old  stroke. 
The  third  ventricle  may  be  enlarged  due 
to  generalized  brain  atrophy  as  in  senility 
or  secondary  to  internal  hydrocephalus. 
Mass  lesions  above  the  corpus  callosum,  such 
as  parasaggital  meningiomas,  may  show  no 
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TABLE  3 

SYMPTOMS  OR  SYNDROMES  WHICH  MAY  BE 
EYALVATEU  BY  ELECTROENCEPHALOGRAPHY 


Headache 
Confusion 
Personality  change 
Memory  loss 

Seizure  (or  any  episodic 
symptoms  with  or  with- 
out motor  activity) 
Syncope 
Coma 

Difficulty  with  speech  or 
understanding  language 
Numbness  of  an  extrem- 
ity or  one  side  of  the 
body 

Weakness  of  an  extremity 
or  one  side  of  the  body 
Difficulty  walking 
Shaking.  Jerking,  or  other 
involuntary  movements 


Loss  of  vision  or  visual 
field  loss 
Double  vision 
Alteration  of  smell  and 
taste 

Excessive  drowsiness 
Incoordination 
Incontinence 
Vertigo  or 
lightheadedness 

Perceptual  disturbance 
Deja  vu 

(sense  of  familiarity) 
Altered  size  of  objects 
Altered  space  orienta- 
tion 

Hallucinations 

Episodic  or  progressive 
neurologic  symptoms 


shift  because  they  are  above  the  thirci  ven- 
tricle. There  likewise  may  be  no  shift  in  bi- 
lateral subdural  hematoma. 

The  value  of  this  test  is  often  enhanced 
when  combined  with  electroencephalogra- 
phy. A focal  abnormality  on  the  electro- 
encephalogram which  is  associated  with  a 
shift  away  from  this  area  suggests  a mass 
lesion.  Whereas  a shift  toward  the  electro- 
encephalographic  abnormality  suggests  an 
atrophic  lesion.  The  report  should  include  in- 
formation about  any  shift  of  the  third  ven- 
tricle, the  third  ventricular  size,  or  about  any 
technical  difficulties  which  may  prevent  a 
reliable  result. 

Brain  Scan 

The  brain  scan  is  useful  in  the  evaluation 
of  vascular  brain  lesions.  It  depends  upon 
the  accumulation  of  radioisotopes  in  areas  of 
increased  vessel  permeability.  It  is  a useful 
screen  of  such  vascular  brain  diseases  as 
stroke,  hemorrhage,  or  vascular  tumor.  It 
cannot,  however,  differentiate  between  these 
problems.  A scan  will  be  positive  within  five 
to  ten  days  following  a stroke  (unless  it  is 
acutely  hemorrhagic)  and  gradually  subsides 
within  two  months.  Metastatic  brain  tumor 


may  be  suspected  by  multiple  or  bilateral 
areas  of  uptake.  Non-vascular  tumors,  atro- 
phic lesions  or  physiologic-metabolic  brain 
diseases  are  not  shown  by  this  test. 

Merve  Conduction  and  Electromyography 

Nerve  conduction  velocity  is  determined 
by  stimulating  two  points  along  a nerve  and 
using  the  time  that  is  required  to  obtain  a 
response  in  a single  muscle  to  calculate  the 
velocity.  Electromyography  is  a procedure 
whereby  a needle  electrode  is  used  to  record 
muscle  potentials  which  are  amplified  and 
displayed  over  a cathode  ray  oscilloscope. 
The  number  of  units,  their  configuration, 
any  abnormal  potentials,  and  abnormality  in 
the  pattern  of  potentials  is  noted.  These 
studies  are  indispensable  in  the  study  of  the 
motor  unit,  which  consists  of  anterior  horn 
cells,  fibers  from  these  cells  which  make  up 
the  spinal  cord  root,  peripheral  nerves  de- 
rived from  the  combination  of  these  roots, 
and  the  muscle  innervated  by  the  particular 
nerve. 

Nerve  conduction  and  electromyography 
are  often  useful  in  providing  objective  evi- 
dence of  disease  involving  the  motor  unit. 
The  following  clinical  situations  may  lend 
themselves  to  evaluation  by  these  proced- 
ures; (1)  The  identification  and  localization 
of  sites  of  nerve  dysfunction  (local  or  dif- 
fuse changes  involving  the  anterior  horn  cell, 
root,  plexus  or  peripheral  nerve).  (2)  The 
differentiation  of  a neuropathic  from  a myo- 
pathic process.  (3)  The  identification  of  de- 
fects in  neuromuscular  transmission  (myas- 
thenia gravis  and  myasthenic  syndrome) . 
(4)  The  diagnosis  of  primary  muscle  disease 
(muscular  dystrophy,  myotonia,  and  poly- 
myositis) . 

The  report  should  list  the  findings  and  a 
comment  should  be  made  as  to  their  possible 
explanation.  • 


REFERENCE 

1 Van  Leeuwen,  W.  Storm,  et  al:  “Proposal  for  an  EEG  Terminology  by  the  Terminology  Com- 
mittee of  the  International  Federation  for  Electroencephalography  and  Clinical  Neurophysiol- 
ogy”. Electroenceph.  din.  Neurophysiol.  1966.  20:  293-320. 


150 


Rocky  Mountain  Medical  Journal 


Bilateral  subclavian  steal 


John  C.  Riley,  MD,  Denver* 


^^Subclttvian  steaV’  syndrome  occurs  with 
some  frequency,  hotvever,  a bilateral 
steal  is  rare. 


Since  the  1961  editorial  in  the  New  England 
Journal  of  Medicine*  numerous  cases  of  the 
“subclavian  steal”  syndrome  have  been  re- 
ported. Excellent  reviews  regarding  flow 
dynamics^*  cervical  arterial  pathways  and 
collateral  circulation, clinical  experi- 
ences,* surgical  approaches  and  results,^'^^ 
and  “false  subclavian  steal”  syndromes*"* 
have  appeared  in  the  literature.  In  addition 
to  numerous  cases  of  unilateral  subclavian 
steal  of  cerebral  blood,  there  have  been  sev- 
eral reports  of  double  or  bilateral  “sub- 
clavian steal”  situations. *'*'®-*‘*'**’*®'**  The  fol- 
lowing case  illustrates  several  unusual  fea- 
tures of  bilateral  subclavian  steal. 


CASE  REPORT 

A fifty-year-old  male  experienced  several 
episodes  of  transient  loss  of  equilibration  and 
double  vision.  These  occurred  every  two  to  three 
months  over  the  one-year  period  prior  to  admis- 
sion. Symptoms  frequently  lasted  up  to  five  min- 
utes and  he  also  noted  transient  loss  of  function 
of  his  left  arm  with  some  numbness  of  the  left 


•Dr.  Riley  is  Assistant  Clinical  Professor  of  Radiology, 
University  of  Colorado  Medical  Center,  and  Radiologist, 
General  Rose  Memorial  Hospital,  Denver,  Colorado. 


face  with  dysphasia.  On  admission,  physical  exam- 
ination showed  diminished  pulses  in  both  upper 
extremities  and  blood  pressures  were  difficult  to 
obtain  in  both  arms.  There  was  no  neurologic 
deficit  and  no  cranial  or  carotid  bruits.  Labora- 
tory studies  of  interest  included  a normal  blood 
count,  a slightly  elevated  fasting  blood  sugar  and 
slightly  elevated  phospholipids.  EEG,  skull  films 
and  brain  scan  were  normal. 

Aortography  with  serial  films  showed  a com- 
plete occlusion  of  the  innominate  artery,  a high- 
grade  stenosis  of  the  left  subclavian  artery  and 
retrograde  flow  of  contrast  material  down  the 
right  vertebral  artery  and  subsequent  fill  of  the 
right  subclavian  artery  (Figs.  1 and  2).  Follow- 
ing the  initial  injection,  the  left  subclavian  artery 
was  inadvertently  catheterized  and  on  fluoroscopy 
very  slow  flow  distal  to  the  stenotic  lesion  was 
noted.  The  left  common  carotid  artery  was  then 
catheterized  and  films  (Figs.  3,  4 and  5)  later  in 
this  series  show  the  retrograde  flow  of  contrast 
material  down  the  left  vertebral  artery  and  sub- 
sequent fill  of  the  left  subclavian  artery.  It  is 
evident  on  this  series  of  films  that  there  is  now 
relatively  complete  obstruction  of  the  origin  of 
the  left  subclavian  artery.  Another  interesting 
feature  is  that  a right  subclavian  steal  was  not 
demonstrated  on  injection  of  the  left  common 
carotid  artery.  Note  also  in  Figs.  1 and  3 that 
there  is  extensive  collateralization  between  the 
branches  of  the  external  carotid  arteries.  The  pa- 
tient experienced  no  imusual  change  in  symptoms 
during  or  following  this  procedure  and  there  was 
also  no  significant  change  in  the  pulses  in  either 
extremity. 

Several  days  following  arteriography,  surgical 
correction  of  the  abnormal  bracheocephalic  ves- 
sels was  performed.  Endarterectomy  of  the  in- 
nominate was  accomplished;  however,  it  was  nec- 
essary to  replace  this  vessel  with  a Dacron t 
by-pass  graft  following  which  adequate  carotid 
flow  was  established  on  the  right  side.  The  right 
common  carotid  artery  was  not  obstructed.  A 


tTrademark  of  DuPont  and  manufactured  by  U.S. 
Catheter  and  Instrument  Supply,  Glen  Falls,  New  York 
12801. 
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Fig.  1.  Complete  obstruction  of  innominate  artery 
(a);  minimal  stenosis  of  left  common  carotid  at 
origin  (b);  high-grade  stenosis  of  the  left  sub- 
clavian artery  (c).  Note  there  is  some  fill  of  the 
right  subclavian  artery  from  anastomosis  with 
the  thyrocervical  artery  (open  arrow). 


Fig.  2.  Several  seconds  following  Fig.  1,  there  is 
retrograde  flow  down  the  right  vertebral  with 
subsequent  flow  into  the  right  subclavian  artery. 
Note  point  of  obstruction  (open  arrow)  near  po- 
tential origin  of  right  subclavian  artery  from  in- 
nominate artery. 


Fig.  3.  Injection  into  left  common  carotid  artery 
shows  extensive  anastomosis  between  left  and 
right  external  carotid  arteries.  No  flow  into  right 
common  carotid  artery  demonstrated  (closed 
arrow). 


Fig.  4.  Several  seconds  after  Fig.  3.  Note  retro- 
grade flow  down  left  vertebral  artery. 
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Fig.  5.  One  second  following  Fig.  4.  There  is  fill 
of  the  left  subclavian  artery  which  now  appears 
to  be  completely  occluded  (c). 

homologous  saphenous  vein  graft  was  then  su- 
tured end-to-side  from  the  left  common  carotid 
artery  to  the  left  subclavian  artery  (distal  to  the 
origin  of  the  left  vertebral  artery).  The  patient 
tolerated  the  surgical  procedure  well  and  there 
were  no  immediate  complications. 

Repeat  aortography  was  accomplished  two 
weeks  following  surgery  and  Fig.  6 demonstrates 
the  patent  innominate  graft,  a functioning  left 
carotid  to  left  subclavian  artery  graft,  and  a per- 
sistently highly  stenotic  (but  not  completely  ob- 
structed) first  portion  of  the  left  subclavian  ar- 
tery. There  was  no  evidence  of  “vertebral  steal” 
of  cerebral  blood  flow  on  either  side.  Except  for 
some  serous  fluid  drainage  from  the  operative 
site,  the  patient  made  an  uneventful  recovery  and 
was  discharged  following  this  aortogram.  At  this 
time,  the  pulses  in  both  upper  extremities  were 
normal  and  he  experienced  complete  relief  of 
symptoms. 

Final  admission,  approximately  two  weeks 
later,  was  necessary  because  of  drainage  from  the 
operative  site.  Exploration  revealed  separation  of 
the  sternum  at  the  original  operative  site  and  also 
several  loosened  sutures.  The  wound  was  cleaned 
and  drains  inserted.  Later  that  evening,  the  pa- 
tient became  incoherent  and  developed  a left 
hemiparesis.  Absence  of  the  right  arm  pulse  was 
noted  and  during  the  next  few  days,  he  became 
more  abtunded  and  unresponsive.  Aortography 
disclosed  thrombosis  of  the  innominate  graft  and 
the  patient  expired  several  days  following  this 
study.  Autopsy  was  refused. 


Fig.  6.  Postoperative  aortogram  shows  normal 
functioning  innominate  graft  (A)  and  left  com- 
mon carotid  to  left  subclavian  artery  graft  (B). 
There  is  now  normal  antegrade  fill  of  both  verte- 
brals  and  also  a highly  stenotic  left  subclavian  ar- 
tery rather  than  completely  obstructed  one. 

Discussion 

The  initial  aortogram  shows  occlusion  of 
the  innominate  artery,  minimal  stenosis  of 
the  left  common  carotid  artery,  and  a high- 
grade  stenosis  at  the  origin  of  the  left  sub- 
clavian artery  (Fig.  1).  Note  also  that  some 
blood  flow  reaches  the  right  subclavian  ar- 
tery from  thyrocervical  collaterals  (Fig.  1, 
open  arrow)  and  that  there  is  an  open  com- 
munication of  the  external  carotid  system 
which  is  better  demonstrated  on  selective 
left  common  carotid  injection  (Fig.  3).  Only 
a right  “vertebral  steal”  pattern  is  demon- 
strated on  the  aortogram  (Fig.  2) ; however, 
the  severity  of  stenosis  of  the  left  subclavian 
artery  must  have  allowed  transient  “steal- 
ing” of  blood  down  the  left  vertebral  artery 
especially  following  the  stimulus  of  exercise 
of  the  left  arm.  Indeed,  the  retrograde  flow 
of  blood  in  the  left  vertebral  artery  is  well 
demonstrated  following  selective  injection 
of  the  left  carotid  artery.  Inadvertent  cath- 
eterization of  the  left  subclavian  artery  be- 
tween the  aortogram  and  left  carotid  injec- 
tion probably  resulted  in  at  least  transient 
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total  occlusion  of  the  left  subclavian  thereby 
offsetting  the  delicate  balance  of  blood  pres- 
sures in  the  vertebral  system.  Note  that  the 
right  “vertebral  steal”  is  not  demonstrated 
on  this  injection  (Fig.  3-5)  further  substan- 
tiating the  rather  free  communication  of  the 
vertebral  arteries  at  the  level  of  the  basilar 
artery  and  circle  of  Willis.  Of  importance  is 
that  most  of  the  cerebral  blood  flow  was  by 
way  of  the  left  common  carotid  artery,  also 
minimally  narrowed  at  its  origin  (Fig.  l,b). 
Retrospectively,  of  course,  it  was  hazardous 
to  proceed  with  catheterization  of  the  left 
carotid  artery  since  impairment  of  this  route 
could  have  resulted  in  almost  total  cerebral 
ischemia. 

Postoperatively,  it  should  be  noted  that 
the  patient  did  extremely  well.  Clinical 
symptoms  were  alleviated  and  normal  blood 
pressures  were  obtained  bilaterally.  The 
postoperative  aortogram  (Fig.  6)  shows 
normal  antegrade  flow  in  the  vertebral  and 
carotid  arteries  and  normal  functioning  in- 


nominate and  left  carotid  to  left  subclavian 
grafts.  It  is  regrettable  that  wound  infection 
necessitated  repeat  surgery  with  resultant 
thrombosis  of  the  innominate  graft  and  the 
ultimate  demise  of  this  patient. 

Summary 

Numerous  cases  of  the  “subclavian  steal” 
syndrome  have  been  reported  during  the  past 
ten  years;  however,  a bilateral  or  double 
“subclavian  steal”  is  presumably  rather  in- 
frequent. This  case  is  also  unusual  in  that, 
initially,  the  antegrade  flow  of  contrast  ma- 
terial in  the  left  vertebral  artery  was  docu- 
mented. Following  inadvertent  catheteriza- 
tion of  the  already  highly  stenotic  left 
subclavian  artery,  a left  “vertebral  steal” 
resulted.  It  should  be  emphasized  that 
aortography  is  necessary  for  documentation 
of  the  various  abnormalities  that  may  exist 
in  the  great  vessels  of  the  chest  and  neck, 
but  it  is  certainly  not  without  hazard.  • 
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Colorado  maternal  mortality 

A 5-year  review 


Horace  E.  Thompson,  MD,  and  Freeman  H.  Longwell,  MD,  Denver* 


This  report  is  an  analysis  of  the  maternal 
mortality  in  Colorado  for  the  period 
1968-1972.  The  cases  tvere  investigated  by 
the  Committee  on  Maternal  Mortality 
of  the  Colorado  Medical  Society.  This  study 
attempts  to  analyze  the  factors  contributing 
to  death  of  fifty-seven  patients. 


At  no  time  in  life  is  the  average  female 
under  closer  medical  scrutiny  than  during 
pregnancy.  As  a result  of  this  careful  obser- 
vation, even  though  she  is  subjected  to  the 
inherent  risks  of  pregnancy,  the  overall  mor- 
tality rate  during  this  period  of  life  is  little 
more  than  that  of  her  nonpregnant  sister. 
This  is  a far  cry  from  the  past  when,  as  re- 
cently as  1940,  the  national  maternal  mortal- 
ity rate  was  over  40  per  10,000  live  births. 
This  rate  has  been  reduced  to  approximately 
2 per  10,000  live  births  at  the  present  time 
(Fig.  1).  These  are  impressive  figures.  Yet, 
of  the  maternal  deaths  that  occur  each  year, 
approximately  one-half  are  considered  pre- 
ventable.* Therefore,  we  cannot  relax  our 
vigil.  A maternal  death  is  a major  tragedy.  It 
not  only  results  in  the  loss  of  a young  and 
productive  mother  but  the  infant  is  fre- 
quently lost  also. 

•Dr.  Thompson  is  Associate  Professor  and  Dr.  Longwell 
is  Associate  Clinical  Professor,  Department  of  Obstetrics 
and  Gynecology,  University  of  Colorado  Medical  Center. 
Dr.  Thompson  is  Director,  Obstetrical  and  Gynecological 
Service,  Denver  General  Hospital,  Denver,  Colorado.  This 
paper  was  presented  at  the  103rd  Annual  Session  of  the 
Colorado  Medical  Society,  Colorado  Springs,  Colorado, 
September  20,  1973. 

This  study  was  supported  by  a grant  funded  jointly 
by  the  Colorado  Medical  Society  and  the  Colorado  De- 
partment of  Health. 


Many  factors  have  played  a part  in  im- 
proved maternal  mortality,  not  the  least  of 
which  has  been  peer  review  of  maternal 
deaths  throughout  the  country  since  shortly 
after  the  turn  of  the  century.  This  review 
has  been  effected  through  maternal  mortal- 
ity committees  established  in  most  of  the 
fifty  states.  Colorado’s  Maternal  Mortality 
Committee  was  established  in  1958.  Its  pur- 
pose is  to  investigate  all  maternal  deaths  in 
the  state  in  order  that  avoidable  factors  may 
be  identified  and  eliminated  and  better  care 
can  be  assured  through  teaching  and  prac- 
tice. 

This  report  is  a study  of  maternal  mor- 
tality in  the  state  of  Colorado  over  a five- 
year  period  from  1968  through  1972  by  the 
Maternal  Mortality  Committee  of  the  Colo- 
rado Medical  Society. 

Methods  and  MtUerials 

The  Maternal  Mortality  Committee  of 
the  Colorado  Medical  Societyt  is  composed 
of  fourteen  members  (twelve  obstetricians, 
one  pediatrician,  and  one  osteopathic  physi- 
cian) . Through  the  Director  of  Maternal  and 
Child  Health,  the  State  Health  Department 
reports  maternal  deaths  identified  on  death 
certificates  to  the  Maternal  Mortality  Com- 
mittee. These  are  then  investigated  by  one 
of  the  members  of  the  committee  by  per- 
sonal interview  of  the  physician  and  review 
of  hospital  records.  The  case  is  then  reported 

tMembers  of  the  Committee  are  Horace  Thompson,  M.D., 
chairman:  Maxwell  Abelman,  M.D.;  L.  Joseph  Butterfield, 
M.D.;  Warren  Cooper,  M.D.;  John  13arst,  M.D.;  Gerard  del 
Junco,  M.D.;  Walter  Grund,  M.D.;  Richard  Hansen, 
M.D.;  Ronald  Harrington,  M.D.;  James  Patterson,  M.D.; 
Lawrence  Roessing,  M.D.:  Edwin  Running,  Jr.,  D.O.;  Louis 
Wollenweber,  Jr.,  M.D.;  and  Freeman  Longwell,  M.D. 
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to  the  Committee  at  one  of  its  quarterly- 
meetings.  The  Committee  revie-ws  the  re- 
port and,  -when  appropriate,  is  prepared  to 
make  recommendations  to  the  physician  or 
hospital.  Cases  of  major  medical  interest  are 
submitted  for  publication. 


Definitions 

A maternal  death  is  defined  as  “The 
death  of  any  -woman  dying  of  any  cause 
whatsoever  while  pregnant  or  within  90 
days  of  the  termination  of  the  pregnancy, 
irrespective  of  the  duration  of  the  preg- 
nancy at  the  time  of  the  termination  or  the 
method  by  which  it  was  terminated.”^  This 
definition  is  the  one  most  commonly  used 
throughout  the  country  since  its  approval  by 
the  American  Medical  Association  in  1964. 
The  American  College  of  Obstetricians  and 
Gynecologists^  and  the  International  Fed- 
eration of  Gynaecology  and  Obstetrics^  have 
modified  this  definition  by  reducing  the 
postpartum  period  to  42  days.  Colorado  and 
approximately  one-half  of  the  fifty  states 
basically  accept  the  American  Medical  Asso- 
ciation definition  for  maternal  mortality. 
Many  states  modify  this  definition  with  the 
postpartum  period  ranging  from  six  , weeks 
to  one  year.  Although  this  is  the  definition 
reportedly  accepted  for  maternal  mortality, 
the  Colorado  State  Health  Department®  re- 
ports only  those  cases  which  are  direct  ma- 
ternal deaths  for  statistical  purposes. 

Maternal  deaths  are  divided  into  three 
categories:®  (1)  Direct  Maternal  Death:  “Di- 
rect maternal  death  is  an  obstetric  death  re- 
sulting from  obstetric  complications  of  the 
pregnancy  state,  labor,  or  puerperium — from 
interventions,  omissions,  incorrect  treatment, 
or  a chain  of  events  resulting  from  any  of  the 
above.”  (2)  Indirect  Maternal  Death:  “In- 
direct maternal  death  is  an  obstetric  death 
resulting  from  previous  existing  disease,  or 
disease  that  developed  during  pregnancy, 
labor,  or  the  puerperium;  it  is  not  directly 
due  to  obstetric  causes,  but  aggravated  by 
the  physiologic  effects  of  pregnancy.”  (3) 
Nonmatemal  Death:  “Nonmaternal  death  is 
an  obstetric  death  resulting  from  accidental 
or  incidental  causes  not  related  to  the  preg- 
nancy or  its  management.” 
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Fig.  1.  Maternal  Mortality  Rates  — Colorado  and 
U.S.A. 

The  Committee  received  only  those  cases 
which  the  State  Health  Department  defined 
as  direct  maternal  deaths.  For  this  study, 
however,  we  have  obtained  death  certificates 
from  the  State  Health  Department  for  all 
cases  of  maternal  death,  using  the  broad 
definition  of  the  American  Medical  Associa- 
tion. Fifty-seven  cases  have  been  reviewed. 
Thirty-three  of  these  were  reported  to  and 
investigated  by  the  Maternal  Mortality  Com- 
mittee. The  remaining  twenty-four  cases 
were  investigated  by  one  of  the  authors. 
(Table  1) 

Results 

Colorado’s  maternal  mortality  statistics 
are  only  slightly  better  than  the  national  av- 
erage. (Fig.  1)  The  value  of  such  a compari- 
son is  questionable,  however,  since  there  is 
little  uniformity  throughout  the  country  in 
reporting  maternal  deaths.  A critical  analysis 
of  statistics  in  this  study,  using  the  strict 
definition  of  maternal  death,  would  suggest 
that  our  maternal  mortality  rate  in  Colorado 
is  considerably  higher  than  that  reported  by 
the  State  Health  Department.  An  accurate 
and  more  uniform  reporting  system  nation- 
ally might  well  reveal  information  that 
would  be  surprising. 
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j A breakdown  of  maternal  deaths  in  the 
1 state  for  the  five-year  period  is  seen  in 
[ Table  1.  The  death  rate  has  not  changed  ap- 
< preciably  during  this  study  period.  The  cor- 
1 rected  rate  when  all  deaths  are  included  is 
: considerably  higher  than  that  reported  by 
1 the  State  Health  Department. 


T.\BLE  1 

M.VTERXAL  DEATHS  lA  COLORADO 


1068 

1060 

1070 

1071 

1072 

Total 

Births 

36,842 

39,189 

41,480 

40,360 

38,585 

196,456 

Maternal 
Reported 
Dept,  of 
Health 

Deaths 

by 

5 

6 

9 

8 

5 

33 

Rate 

1.4 

1.5 

2.2 

2.0 

1.3 

1.7 

Additional  Maternal 
Deaths  Not 

Reported  2 7 

6 

2 

24 

Total 

Maternal 

Deaths 

13 

15 

10 

12 

57 

Rate 

1.9 

3.3 

3.6 

2.7 

3.1 

2.9 

The  major  causes  of  maternal  death  have 
not  changed  for  a number  of  years  and  seem 
to  be  fairly  uniform  throughout  the  country. 
(Table  2)  Hemorrhage,  toxemia  of  preg- 
nancy, and  infection  are  still  the  major 
causes.  Pulmonary  embolism,  disseminated 
intravascular  coagulation  and  amniotic  fluid 
embolism  also  play  a prominent  role.  The 
data  in  this  report  compare  favorably  with 
the  national  data. 

TABLE  2 

CAUSES  OF  MATERNAL  DEATHS 


IN  COLORADO 

Cause  No. 

Hemorrhage  13 

Toxemia  11 

Pulmonary  Embolism  7 

Sepsis  6 

Disseminated  Intravascular  Coagulation  5 

Amniotic  Fluid  Embolism  4 

Renal  Failure  4 

Cardiopulmonary  3 

Cancer  2 

Ruptured  Aneurysm  2 

Diabetes  1 

Air  Emboli  1 

Postpartum  Acute  Pancreatitis  1 

Homicide,  Suicide,  Auto  Accidents  10 


(A  number  of  cases  involving  multiple  causes  of 
death  are  included  in  more  than  one  category) 

As  reflected  in  this  study,  it  is  difficult 
to  draw  conclusions  that  are  of  major  sig- 
nificance in  such  a small  group  of  patients. 
However,  there  is  a suggestion  of  certain 
trends.  As  shown  in  Table  3,  there  appears 
to  be  a greater  incidence  of  preventable  ma- 


ternal deaths  in  communities  of  less  than 
25,000  population  and  in  hospitals  delivering 
less  than  1,000  babies  per  year. 

One  of  our  major  objectives  in  reviewing 
maternal  deaths  is  to  determine  preventabil- 
ity.  Where  a death  appears  to  have  been  pre- 
ventable, a careful  study  is  in  order  to  de- 
termine factors  which  might  have  been  cor- 
rected thereby  to  result  in  a better  outcome. 

TABLE  3 

PREVENTABLE  MATERNAL  DEATHS 
By  Size  of  Community  and  Hospital 


Maternal 

Deaths 

Births 

Ratio 

Cities  over 

25,000  population 

12 

160,646 

1:13,387 

Cities  less  than 
25,000  population 

8 

40,038 

1:5004 

Hospitals  delivering 
over  1,000  babies 
per  year 

9 

129,419 

1:14,379 

Hospitals  delivering 
less  than  1,000 
babies  per  year 

10 

71,265 

1:7126 

One  death  considered  preventable 

occurred  at 

home  and  was  not  included  in  the  hospital  figures. 

Preventability  is  divided  into  four  cate- 
gories: (1)  Physician  responsibility,  (2)  Pa- 
tient responsibility,  (3)  Facility  deficiencies, 
and  (4)  Nonpreventable.  Cases  have  been 
divided  into  these  categories  (Table  4).  Pre- 
ventability is  a judgmental  decision  and  is 
subject  to  the  availability  of  information  as 
well  as  the  capabilities  and  knowledge  of 
the  reviewer.  It  must  also  be  tempered  by 
the  availability  of  adequate  facilities  within 
a community  and  the  knowledge  and  exper- 
tise of  the  attending  physician. 

Among  the  cases  reviewed,  there  were 
four  homicides,  three  suicides  and  three  died 
from  automobile  accidents.  In  most  in- 
stances, the  Committee  would  exclude  these 
ten  cases  as  nonpreventable  and  nonmater- 
nal  deaths  except  to  deplore  the  social  con- 
ditions which  make  these  deaths  possible.  In 

TABLE  4 

PREVENTABILITY  OF  MATERNAL  DEATHS 


Category 

No. 

Per  C 

Physician 

14 

24.6 

Patient 

6 

10.5 

Facility  deficiency 

0 

0.0 

Nonpreventable 

25 

43.8 

Undetermined 

2 

3.6 

Nonmatemal 

10 

17.5 
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the  case  of  suicide,  a careful  and  thorough 
investigation  is  necessary  to  determine 
whether  the  pregnancy  actually  was  a con- 
tributing factor  in  the  depression  or  mental 
illness  that  resulted  in  suicide.  Another  fif- 
teen cases  which  were  considered  nonmater- 
nal  deaths  by  the  State  Health  Department 
were  in  a questionable  range.  These  deaths, 
in  most  instances,  could  be  considered  in- 
direct maternal  deaths  as  they  involved  con- 
ditions which  were  aggravated  by  the  preg- 
nancy and  the  patients  were  at  some  point 
involved  in  our  obstetrical  care  system.  In 
some  instances,  therapeutic  abortion  early  in 
pregnancy  could  have  prevented  the  death. 
In  other  instances,  earlier  and  better  control 
of  the  existing  problem  might  have  resulted 
in  a better  outcome.  Some  of  these  were  con- 
sidered preventable  by  the  authors. 

In  this  study  other  factors  such  as  age, 
parity,  type  of  delivery,  duration  of  preg- 
nancy, prenatal  care,  and  fetal  outcome  have 
been  reviewed.  There  does  not  seem  to  be 
any  correlation  with  these  factors  and  no 
conclusions  can  be  drawn  from  this  infor- 
mation. 

Comments 

The  lack  of  uniformity  in  defining  and 
tabulating  maternal  deaths  is  apparent.  Ade- 
quate definitions  of  maternal  mortality  have 
been  established  by  the  American  Medical 
Association,  the  International  Federation  of 
Gynaecology  and  Obstetrics,  and  the  Amer- 
ican College  of  Obstetricians  and  Gynecol- 
ogists. If  a uniform  definition  were  followed 
by  all  reporting  agencies,  the  results  would 
be  comparable  and  of  statistical  value.  Until 
such  time  as  uniformity  has  been  estab- 
lished, it  is  of  little  value  to  compare  the 
data  accumulated  in  such  a study  with  other 
states  or  countries.  The  statistics  gathered 
here  are  meaningful  only  as  a study  of  the 
problems  that  confront  us  in  our  own  state. 

Unless  all  maternal  deaths,  regardless  of 
the  category  into  which  they  fall,  are  studied 
by  the  Maternal  Mortality  Committee,  the 
value  and  effectiveness  of  the  committee  is 
much  reduced  in  its  primary  objective.  The 
present  policy  of  the  State  Health  Depart- 
ment to  report  only  those  deaths  which  ap- 


pear to  be  direct  maternal  deaths  from  the 
death  certificates  has  obviously  precluded 
the  study  of  nearly  half  of  the  maternal 
deaths  that  have  occurred  in  the  state  in  the 
past  five  years.  Some  of  these  deaths  were 
considered  preventable  and  should  have 
been  scrutinized  by  the  committee.  Even  in 
the  most  experienced  hands  it  seems  rather 
difficult  to  classify  a maternal  death  unless 
much  more  information  is  obtained  than 
that  which  is  found  on  the  death  certificate. 

It  is  impossible  to  identify  maternal  death 
unless  adequate  information  is  recorded  on 
the  death  certificate.  This  is  an  age-old  prob- 
lem which  probably  will  never  be  solved 
completely  because  of  lack  of  available 
information  or  failure  by  the  reporter  to  in- 
clude all  pertinent  facts.  In  cases  of  acciden- 
tal death  in  the  postpartum  period,  a previ- 
ously existing  pregnancy  may  not  be  known 
by  the  reporting  physician  and,  in  the  case 
of  early  pregnancy,  the  diagnosis  may  not 
have  been  established.  Many  physicians  are 
undoubtedly  not  aware  of  the  need  of  re- 
porting the  existence  of  a pregnancy  or  a 
recent  pregnancy  when  reporting  deaths 
that  appear  to  be  nonobstetrical.  It  is  im- 
portant that  all  physicians  be  encouraged  to 
state  on  the  death  certificate  if  the  patient 
is  pregnant  or  has  been  pregnant  within  re- 
cent weeks. 

Several  states  have  minimized  this  prob- 
lem by  including  a space  on  their  death  cer- 
tificates for  reporting  an  existing  or  recent 
pregnancy.  This  reminds  the  physician  of  the 
importance  of  this  information.  Many  states 
now  are  cross-matching  death  certificates  of 
all  women  dying  between  the  ages  of  15  and 
45  with  birth  certificates  during  the  same 
time  period.  This  helps  identify  the  intra- 
partum and  postpartum  deaths  but  early 
pregnancies  still  go  undetected.  A further 
evaluation  of  means  of  obtaining  accurate 
data  is  necessary. 

From  this  and  other  studies  it  is  appar- 
ent that  hemorrhage  and  toxemia  are  still 
the  two  major  causes  of  direct  maternal 
deaths.  In  most  cases,  death  from  hemor- 
rhage is  preventable.  Too  often  the  serious- 
ness or  extent  of  the  hemorrhage  goes  un- 
recognized by  either  the  patient  or  the  phy- 
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sician  and  an  irreversible  state  develops. 
Until  such  time  as  the  etiology  of  toxemia 
has  been  established  and  more  effective 
means  of  treatment  are  available,  deaths 
from  this  disorder  will  probably  not  be  re- 
duced appreciably.  Sepsis,  which  ranks  high 
as  a killer,  is  usually  preventable  but  not 
recognized  and  treated  sufficiently  early  in 
some  instances.  Pulmonary  embolism  is  also 
an  important  factor  to  be  considered  but 
until  prevention  is  better  understood,  little 
improvement  is  likely  to  be  seen. 

Although  these  statistics  are  not  conclu- 
sive, there  appears  to  be  a slightly  higher 
incidence  of  maternal  deaths  in  smaller  com- 
munities where  specialized  care  is  not  avail- 
able than  in  the  larger  communities  where 
there  is  a concentration  of  obstetricians  and 
gynecologists.  There  also  appears  to  be  a 
slightly  higher  incidence  of  maternal  deaths 
in  small  hospitals  delivering  less  than  1,000 
babies  per  year  than  in  the  larger  institu- 
tions. It  would  seem  appropriate  to  encour- 
age the  physician  practicing  in  the  smaller 
community  and  using  hospitals  with  limited 
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facilities  to  evaluate  and  classify  patients 
carefully  according  to  risk.  Those  patients 
considered  high  risk  could  be  referred  to  the 
larger  centers  for  consultation  and,  when 
appropriate,  for  delivery.  More  readily  avail- 
able specialty  consultations  for  the  small 
community  and  small  hospital  when  late 
pregnancy  and  delivery  complications  de- 
velop might  also  help  reduce  maternal  mor- 
tality. A more  efficient  transportation  sys- 
tem throughout  the  state,  such  as  air  travel, 
could  improve  maternal  care  and  reduce 
mortality. 

Liberalized  abortion  has  possibly  reduced 
maternal  mortality  by  eliminating  the  ne- 
glected criminal  abortion  where  hemorrhage 
and  sepsis  have  resulted  in  deaths.  Problems 
of  grand  multiparity  resulting  in  maternal 
death  are  also  being  reduced  in  that  fewer 
grand  multiparous  patients  are  being  deliv- 
ered today  than  ten  years  ago.  Better  birth 
control  methods,  sterilization  procedures  and 
legalized  abortion  have  played  an  important 
role  in  reducing  the  number  of  grand  mul- 
tiparous patients.  The  obstetrical  patient 
today  is  a healthier,  younger  individual  more 
capable  of  withstanding  the  insults  of  hemor- 
rhage, sepsis  and  toxemia.® 

From  the  evidence  at  hand,  it  is  appar- 
ent that  maternal  mortality  is  no  longer  the 
major  killer  that  it  was  forty  years  ago. 
However,  it  has  not  been  reduced  to  an  irre- 
ducible minimum  as  some  would  like  to 
think.  Fifty-seven  deaths  in  the  state  of 
Colorado  in  the  past  five  years,  twenty  of 
which  were  considered  preventable,  attest  to 
this  fact 

With  modem  methods  of  maintaining  life, 
an  increasing  number  of  patients  are  being 
seen  who  survive  the  trauma  of  pregnancy 
and  delivery  but  are  so  severely  damaged 
mentally  and  physically  that  even  though 
they  may  still  be  alive  their  usefulness  and 
productivity  have  been  destroyed.  Such  mor- 
bidity is  little  short  of  death.  A number  of 
maternal  mortality  committees  are  now  turn- 
ing some  of  their  attention  to  this  maternal 
morbidity.  When  better  means  of  identifying 
these  patients  have  been  developed,  it  would 
seem  appropriate  for  the  Colorado  Maternal 
Mortality  Committee  to  consider  such  prob- 
lems. 
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Conclusions  and  Recommendations 

As  a result  of  this  study,  the  Maternal 
Mortality  Committee  of  the  Colorado  Med- 
ical Society  makes  the  following  recom- 
mendations: 

1.  That  a joint  study  committee  be  set 
up  between  the  Colorado  Medical  Society  and 
the  Colorado  Department  of  Health  to  clar- 
ify the  definition  of  maternal  mortality  and 
to  study  better  methods  of  identifying  and 
reporting  such  deaths. 

2.  That  Colorado  physicians  be  appraised 
of  the  importance  of  and  encouraged  to  iden- 
tify the  existence  of  a pregnancy  or  a preg- 
nancy in  the  past  90  days  on  the  death  cer- 
tificate. 


3.  That  the  Colorado  death  certificate  be 
amended  to  include  a special  line  to  indi- 
cate an  existing  or  recent  pregnancy. 

4.  That  the  Colorado  Medical  Society  in 
conjunction  with  the  Colorado  Gynecological 
and  Obstetrical  Society,  the  Academy  of 
Family  Practice,  and  the  Osteopathic  Asso- 
ciation study  means  by  which  consultation 
services  can  be  made  available  to  the  physi- 
cians in  smaller  communities  for  evaluating 
high  risk  pregnancy  and  the  possibility  of 
developing  a better  referral  system  and 
transportation  methods  to  larger  centers 
when  indicated  for  those  patients.  • 
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Suspected  early  primary 
malignant  melanoma 


Jack  C.  Redman,  MD,  Albuquerque,  New  Mexico 


Proposed  Primary  Electrosurgical 
Excision. 


The  early  diagnosis  of  primary  cutaneous 
malignant  melanoma  is  directly  related  to 
the  degree  of  physician  suspicion  at  the  time 
a patient  presents  with  a new  or  changing 
black,  brown-black,  brown,  blue,  or  flesh- 
colored  skin  lesion.  Often  such  a lesion  is 
discovered  during  the  course  of  a routine 
health-maintenance  examination. 

Once  early  malignant  melanoma  is  sus- 
pected, nothing  is  more  important  to  the  pa- 
tient’s life  than  the  treatment  the  physician 
first  employs.  Wide  scalpel  excision  is  the 
recommended  primary  therapy.  An  excellent 
rule  for  determining  the  extent  of  scalpel 
excision  is  that  suspected  lesions  be  “excised 
with  a margin  of  skin  equal  to  at  least  one 
half  of  the  diameter  of  large  lesions  and 
equal  to  the  diameter  of  small  lesions  of  1.0 
cm.  or  less  all  around  it,  and  the  excision 
should  be  carried  down  to  the  fascia  over  the 
muscle  in  most  instances”.*  The  author  pre- 
fers to  excise,  by  scalpel,  a skin  margin  on 
all  sides  equal  at  least  to  one  to  two  diam- 


eters of  large  lesions,  and  two  to  three  diam- 
eters of  small  lesions.  Some  advocate  a mar- 
gin of  5 cm.  in  all  directions  from  the  lesion, 
down  to  underlying  fascia,  frequently  cover- 
ing the  defect  thus  created  with  a skin  graft.^ 
Subsequent  prophylactic  regional  lymphad- 
enectomy,  where  possible,  has  been  pro- 
posed.Conrad,"  however,  feels  that  this 
procedure  interferes  with  the  tumor-specific 
antibody  response  of  the  host. 

The  possibility  that  a suspected  early 
melanoma  may  prove  to  be  a benign  lesion 
probably  dissuades  most  physicians  from 
performing  primary  surgical  procedures 
which  would  create  needless  disfigurement. 
The  same  possibility,  unfortunately,  prob- 
ably causes  some  physicians  to  do  too  narrow 
a primary  scalpel  excision  of  a lesion  which 
proves  to  be  a melanoma.  Wide  primary  el- 
liptical excision,  on  the  other  hand,  can  be 
readily  explained  to  the  patient  on  the  basis 
that  it  is  far  better  to  have  a long  scar  from 
removal  of  a lesion  which  proves  to  be  be- 
nign than  a short  one  from  removal  of  a 
lesion  which  proves  to  be  a melanoma.  De- 
struction of  suspected  melanoma  by  freezing 
or  by  electro-dessication  are  technics  which 
are  mentioned  only  to  be  condemned. 

It  is  the  purpose  of  this  paper  to  present  a 
method  of  primary  electrosurgical  excision 
in  selected  cases  of  suspected  early  primary 
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TABLE  1 


MALIGNANT  MELANOMA  (1965-1973) 


DATE 

SEX 

AGE 

LOCATION 

STAGE 

TYPE  OF  PRIMARY  SURGERY 

TYPE  OF  SECONDARY  SURGERY 

CURRENT  STATUS 

1-26-65 

F 

35 

Left  lower  leg 

2 

E 1 ec t rosurg i ca 1 excision 

Wide  re-excision  5 days  later 

Living  and  we  1 1 

2-25-65 

F 

311 

Suprasternal 

notch 

2 

Wide  scalpel  excision 

"Wide  re-excision  12  days  latei 

Living  and  we  1 1 

l-k-10 

M 

39 

Left  nipple 
and  areola 

3 

Simple  mastectomy 

•'Left  axillary  node  dissec- 
tion 13  days  later;  2 of  l6 
nodes  positive  for  metastatic 
me  1 anoma 

Living  and  we  1 1 ** 

7-22-71 

F 

22 

Right  mid-back 

2 

Wide  scalpel  excision 

Wide  re-excision  8 days  later 

Living  and  we  1 1 

0-12-71 

M 

15 

Left  upper 
anterior  chest 

2 

Wide  scalpel  excision 

Wide  re-excision  3 days  later 

Living  and  we  1 1 

3-30-73 

F 

51 

Left  mid-back 

2 

Electrosurgical  excision 

Wide  re-excision  immediately 

Living  and  we  1 1 

* These  two  procedures  performed  by  Gil  D.  Grady,  M.D. 


This  patient  presented  Dec.  1973  with  Stage  2 malignant  melanoma  of  right 
calf  which  was  excised  primarily  by  electrocautery  followed  by  wide 
surgical  excision.  The  lesion  was  primary,  not  metastatic. 


malignant  melanoma.  For  simplicity,  “early” 
refers  to  suspicious  lesions  1.0  cm.  or  smaller 
in  diameter  which  have  appeared,  or 
changed,  slowly  or  rapidly,  and  which,  if 
melanomata,  are  microscopically  Stage  0 (in- 
situ) , Stage  1 (superficial)  or  Stage  2 (intra- 
dermal) 

This  method  has  the  advantages  of.  (1) 
making  possible  complete  excision  of  the 
lesion,  (2)  minimizing  hemic  or  lymphatic 
spread  of  melanoma  cells  during  excision, 
(3)  making  possible  microscopic  diagnosis 
and  staging  of  the  lesion,  and  (4)  minimiz- 
ing disfiguring  surgical  procedures.  Three 
cases  are  presented  to  illustrate  these  various 
aspects. 

CASE  REPORTS 

Case  1.  A 37-year-old  white  female  presented 
in  the  office  with  complaint  that  a mole  in  the 
skin  of  her  left  medial  leg  had  enlarged  slightly 
and  had  become  raised  in  the  previous  six  months. 
The  lesion  had  been  there  “for  years”. 

The  lesion  was  dark  brown,  3 mm.  in  diam- 
eter, and  clinically  appeared  to  be  an  intradermal 
nevus.  The  lesion  was  excised  in  the  office  under 
local  anesthesia  using  the  Wappler  “Cold  Cautery 
Scalpel”.  The  10  mm.  loop  was  used  to  excise  the 
lesion,  along  with  a surrounding  margin  of  nor- 
mal skin,  down  to  underlying  fat. 

Two  days  later  the  pathologist  called  to  report 
that  the  lesion  was  a malignant  melanoma  which 
invaded  the  parakeratotic  zone  and  the  upper 
dermis.  The  margins  of  excision  appeared  his- 


tologically adequate.  The  slides  were  reviewed  by 
two  other  pathologists,  both  of  whom  confirmed 
the  diagnosis. 

Four  days  after  primary  excision,  in  the  hos- 
pital outpatient  operating  room,  under  local  anes- 
thesia, an  ellipse  of  skin  and  subcutaneous  tissue 
four  inches  long  and  one  inch  on  either  side  of 
the  primary  excision  was  removed  down  to,  but 
not  including,  the  underlying  fascia,  and  the  defect 
was  closed  by  suture.  Popliteal  and  inguinal  nodes 
have  remained  clinically  uninvolved,  and  the  pa- 
tient is  living  and  clinically  free  from  disease  al- 
most nine  years  later. 

COMMENT:  Since  the  foregoing  first  case 
the  author  has  treated  five  other  cases  of 
malignant  melanoma,  as  summarized  in 
Table  1,  and  twice  that  number  of  lesions 
which  proved  to  be  benign,  or  pre-malignant 
junction  nevi.  It  was  not  until  the  sixth  case, 
eight  years  later,  that  a retrospective  look 
at  the  result  of  the  first  case  was  translated 
into  a proposed  first  treatment  for  selected 
cases  of  suspected  early  primary  malignant 
melanoma. 

Case  2.  A 51-year-old  white  female  presented 
for  her  annual  health-maintenance  examination. 
Examination  was  within  normal  limits  with  the 
exception  of  a 5 mm.  raised  black  skin  lesion,  with 
a slight  brownish  halo  interiorly,  of  the  upper 
mid-back,  5 cm.  to  the  left  of  the  midline.  The 
lesion  was  not  present  at  her  previous  health- 
maintenance  examination,  and  it  was  not  present 
one  year  earlier  when  she  was  examined  and 
treated  for  bronchitis.  She  was  unaware  of  its 
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Fig.  1.  Malignant  melanoma  from  Case  2,  showing 
invasion  upward  into  the  epidermis,  and  down- 
ward to  slightly  below  the  rete  pegs.  Note  the 
chronic  inflammation  at  the  lower  margin.  The 
pathologists  felt  there  was  an  adequate  margin 
of  normal  tissue  surrounding  the  lesion,  and  the 
re-excised  specimen  surrounding  the  primary 
excision  site  was  free  of  tumor. 


presence.  There  was  no  lymphadenopathy.  Chest 
x-ray  and  blood  studies  were  normal. 

The  probability  that  the  lesion  was  a malig- 
nant melanoma  was  explained  to  the  patient, 
along  with  the  proposed  therapy.  Under  local 
anesthesia,  in  the  hospital  outpatient  surgery,  the 
lesion  and  a surrounding  5 mm.  riargin  of  normal- 
appearing skin  was  excised  down  to  subcutaneous 
tissue,  using  the  large  loop  of  the  cold  cautery 
scalpel.  There  was  no  bleeding. 

Since  the  bkelihood  of  a melanoma  was  high, 
a wide  elliptical  re-excision  by  scalpel  was  car- 
ried out  immediately,  and,  in  the  direction  of  the 
skin  lines,  was  carried  down  through  the  skin 
and  subcutaneous  tissue  to  deep  fascia.  Bleeding 
vessels,  which  were  numerous,  were  clamped  and 
ligated  with  fine  plain  suture.  Layer  closure  was 
completed. 

The  pathologist  reported,  the  following  day, 
that  the  primary  lesion  was  malignant  melanoma 
which  extended  into  the  superficial  dermis,  and 
that  it  had  been  completely  removed  by  the  pri- 
mary electrosurgical  excision.  (Fig.  1).  There  were 
no  tumor  cells  in  the  tissue  of  the  wide  re- 
excision. 

Case  3.  A 35-year-old  white  male  presented 
himself  in  the  office  for  the  first  time  because  of 
genital  venereal  warts.  Two  black  skin  lesions  of 
the  abdominal  wall  were  noted  adjacent  to  the 
umbilicus.  The  patient  stated  that  they  had  been 
present  “for  a number  of  years”,  but  he  noted 
that  one  had  enlarged  and  had  become  raised 
“apparently  recently”.  The  smaller  lesion  re- 
sembled a junctional  nevus.  The  larger  lesion 
(Fig.  2)  was  raised,  with  several  small  nodular 
projections,  and  was  surrounded  by  a tan  halo. 


Fig.  2.  Gross  appearance  of  larger  lesion  (Case  3). 
Note  the  nodulations  within  the  tumor,  the  irreg- 
ular border,  and  the  halo  surrounding  the  lesion. 
The  lesion  was  a benign  seborrheic  keratosis,  cer- 
tainly atypical. 

Both  lesions  were  excised  with  a large  loop 
electro-cautery  down  to  subcutaneous  tissue,  and 
sterile  dressings  were  applied.  Wide  scalpel  re- 
excision was  not  done  immediately  because  such 
a procedure  would  have  involved  removal  of  the 
umbilicus. 

The  following  day,  after  receiving  the  patho- 
logic report  of  benign  seborrheic  keratoses,  ellip- 
tical scalpel  re-excision  around  the  primary  ex- 
cision sites  was  carried  out.  These  excisions  were 
wide  and  long  enough  to  permit  straight-line  cos- 
metic closure.  It  should  be  noted  that,  although 
the  lesions  did  not  resemble  seborrheic  keratoses 
grossly,  four  pathologists  at  the  hospital  laboratory 
agreed  on  the  microscopic  diagnoses.  All  four  also 
agreed  that  the  larger  lesion  resembled  a malig- 
nant melanoma  grossly. 

Discussion 

These  three  cases  illustrate  three  differ- 
ent clinical  situations;  (1)  A lesion  of  the 
leg  which  appeared  to  be  a benign  nevus, 
but  which  proved  to  be  a malignant  mela- 
noma. (2)  A lesion  of  the  back  which  ap- 
peared to  be  a malignant  melanoma,  and 
which  proved  to  be  a malignant  melanoma. 
(3)  A lesion  of  the  abdominal  wall  which 
appeared  to  be  a malignant  melanoma,  but 
which  proved  to  be  a benign  seborrheic 
keratosis. 

A retrospective  look  at  which  may  have 
been  a fortuitous  error  in  diagnosis  (Case  1) 
slightly  more  than  eight  years  previously 
was  made  in  1973.  As  a result  of  that  error  a 
malignant  melanoma  was  completely  excised 
by  electrosurgery  with  gross  margins  which 
would  probably  have  been  inadequate  had 
similar-width  scalpel  excision  been  used.  It 
is  likely  that  the  heat  and  speed  of  adequate 
primary  electrosurgical  excision  of  a sus- 
pected lesion  which  proves  to  be  a Stage  0, 
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Stage  1,  or  Stage  2 malignant  melanoma 
probably  markedly  minimizes  or  prevents 
entirely  the  hemic  and/or  lymphatic  spread 
of  tumor  cells  which  must  occur  in  a sig- 
nificant number  of  narrow  primary  scalpel 
excisions.  In  their  series,  Mundth  et  aP  re- 
ported that  of  55  melanomas  “judged  to  have 
had  adequate  initial  treatment,  who  had  re- 
excision of  the  primary  site,  20  (36%) 

had  residual  tumor  in  the  re-excised  speci- 
men. Many  of  these  patients  had  office  ex- 
cisions with  narrow  gross  margins.  These 
figures  re-emphasize  the  importance  of  wide 
excision  with  skin  grafts  where  necessary  for 
lesions  suspected  of  being  malignant  mela- 
noma.” 

It  is  not  suggested  that  wide  primary 
scalpel  excision  with  or  without  indicated 
skin  graft,  with  or  without  indicated  re- 


gional lymphadenectomy,"  be  abandoned  in 
favor  of  primary  electrosurgical  excision  fol- 
lowed by  wide  scalpel  secondary  re-excision. 
It  is  possible,  however,  that  a large  con- 
trolled series  might,  in  the  future,  make 
such  a suggestion  feasible. 

Conclusion 

When  possible,  electrosurgical  excision  is 
recommended  as  primary  treatment  of  the 
skin  lesion  suspected  to  be  an  early  primary 
malignant  melanoma.  The  extent  of  second- 
ary scalpel  re-excision  is  determined  by  the 
pathologic  diagnosis. 

Primary  electrosurgical  excision  can 
serve  a valuable  purpose  in  the  primary 
therapy  of  selected  cutaneous  lesions  sus- 
pected of  being  primary  malignant  mela- 
noma. • 
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Hypertension,  which  may  be  our  Number  1 health  problem,  is  to  be  the  subject 
of  a one-hour  TV  special  under  the  auspices  of  the  National  High  Blood  Pressure 
Education  Program  and  Merck  Sharp  & Dohme  on  Wednesday,  March  20  between 
7 and  8 a.m.  on  KWGN-TV,  Denver.  Nationally  recognized  experts  on  hypertension 
who  will  appear  include  Theodore  Cooper,  MD,  PhD;  Harriet  P.  Dustan,  MD;  Frank 
A.  Finnerty,  Jr.  MD;  Edward  D.  Freis  MD;  Ray  W.  Gifford,  Jr.,  MD;  William  B. 
Kannel,  MD;  Morton  H.  Maxwell,  MD;  W.  McFate  Smith,  MD;  Jeremia  Stamler, 
MD;  and  John  B.  Stokes,  HI,  MD.  Each  will  share  relevant  aspects  of  his  research 
and  experience  through  informal  interviews  and  armchair  discussions. 
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yVhen  parenteral  analgesia 
|is  no  longer  required, 

Empirin  Compound  with 
Eodeine  usually  provides  the 
■•elief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


^ prescribing  convenience: 

^ up  to  5 refills  inSmonths, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning  — 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2^2, 
caffeine  gr.  V2. 


Wtllcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


EMPIRIN 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  1/2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


TODAY’S  STYLE  MEETING 
TOMORROW’S  NEEDS 

---AN  UNCOMMON 
MEDICAL  FACILITY 


Presenting 

THE  MIRADOR  BUILDING 


Located  at  3595  East  Fountain  Boulevard 
at  Colorado  Springs 


Individual  details  to  satisfy  your  clients  . . . massive  brick  columns  ....  wide  expanses  of  tinted 
glass  ....  private  entrances  ....  wheel  chair  entry  given  special  attention  ....  ample  off-street 
parking. 


Significant  provision  for  the  practice  of  modern  medicine  in  spacious  suites  consisting  of  doctor's 
office,  nurse's  station,  receptionist's  office  and  file  room,  receiving  room,  exam  room,  large  storage 
area,  and  lavatory  . . . three  different  plans  available. 


THE  TERRAWEST  CO. 

524  South  Cascade  Avenue 
Colorado  Springs,  Colorado  80902 
CaU:  (303)  471-9874 
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Professor  Visits  Russia 

Dr.  Charles  R.  Key,  associate  professor  of 
pathology  at  the  University  of  New  Mexico 
School  of  Medicine  and  medical  director  of  the 
New  Mexico  Tumor  Registry  spent  ten  days  in 
Russia  as  a representative  of  the  U.S.  government 
in  discussions  of  cancer  epidemiology  with  Rus- 
sian scientists. 

As  one  of  five  Americans  selected  to  make  the 
trip,  Dr.  Key  had  an  opportunity  to  study  the 
level  of  the  Russian  cancer  field  in  Moscow  and 
also  at  Yerevan  near  the  Turkish  border. 


Paramedics  Trained 

A grant  of  $77,000  from  the  Intermountain  Re- 
gional Medical  Program  is  financing  the  training 
of  19  paramedic  trainees,  all  from  the  Salt  Lake 
City  and  County  Fire  Department.  For  a five- 
month  period  these  men  will  receive  intensive 
training  in  Los  Angeles  under  the  direction  of 
Dr.  Walter  Graff,  Clinical  Professor  of  Medicine, 
University  of  Southern  California,  and  conducted 
by  the  Los  Angeles  Fire  Department’s  paramedics. 

The  Salt  Lake  team  will  become  operational 
in  July,  making  fully  operational  the  three  sophis- 
ticated, specially  equipped  mobile  rescue  units  al- 
ready in  partial  use  along  the  Wasatch  Front. 
A previous  IRMP  grant  financed  the  purchase  of 
the  vehicles.  Following  Los  Angeles  training  the 
paramedics  will  serve  a six  week  training  period 
in  Salt  Lake  hospitals. 

Trainees  were  selected  for  training  by  the 
Utah  State  Medical  Association  in  cooperation! 
with  the  Salt  Lake  County  Emergency  Medical 
Council. 

Chairman  Elected 

Kenneth  E.  Knapp,  Associate  Commissioner  of 
the  Health  Services  Corporation  of  the  Church  of 
Jesus  Christ  of  Latter-Day  Saints,  was  recently 
elected  Chairman  of  the  Advisory  Group  to 


the  Intermountain  Regional  Medical  Program 
(IRMP).  Mr.  Knapp  will  preside  over  the  Ad- 
visory Group  which  sets  goals  and  objectives  for 
IRMP. 


Return  of  a Westerner 

Franklin  D.  Yoder,  M.D.,  M.P.H.,  a former 
Scientific  Editor  for  Wyoming  of  the  Rocky 
Mountain  Medical  Journal,  and  former  State 
Health  Director  in  Wyoming  and  Illinois,  has 
returned  to  the  Rocky  Mountain  region.  He 
began  general  practice  in  Cheyenne,  served  11 
years  as  Director  of  the  Wyoming  Health  Depart- 
ment, 2 years  as  AMA  Executive  and  12  years  as 
Director  of  the  Illinois  Department  of  Public 
Health.  Dr.  Yoder  is  now  the  Director  of  the  Weld 
County  Health  Department,  and  lives  with  his 
wife  and  two  daughters  in  Greeley,  Colorado. 
Another  daughter  lives  in  Lake  Forest,  Illinois. 

Long  a leader  in  public  health.  Dr.  Yoder 
served  as  member  of  United  States  delegations 
to  the  World  Health  Organization  in  1957  and 
1965.  He  is  presently  chairman.  Health  Adminis- 
tration Section,  American  Public  Health  Associa- 
tion. He  was  the  1973  recipient  of  the  McCormack 
Award,  presented  by  the  Association  of  State  and 
Territorial  Health  Officers  for  achievement  in 
public  health  leadership.  He  has  just  completed 
two  years  as  a member  of  the  AMA  Interspecialty 
Council  representing  preventive  medicine.  He  has 
recently  been  appointed  a member  of  the  AMA 
Residency  Review  Committee  for  preventive  med- 
icine. Since  coming  to  Colorado,  Dr.  Yoder  has 
been  appointed  to  the  Governor’s  Health  Planning 
Council. 


Tkach  Library  Established 

In  memory  of  Helen  G.  Tkach,  the  trustees  of 
the  John  R.  Tkach,  M.D.  Educational  Trust  of 
Denver  have  created  the  Helen  G.  Tkach  Memo- 
rial Dermatology  Tape  Library.  With  the  aim  of 
providing  educational  material  relating  to  derma- 
tology and  cancer,  the  library  consists  of  about 
100  tapes  of  significance  to  dermatologists,  all 
housed  in  the  University  of  Colorado  Medical 
Center,  where  they  are  available  to  residents,  fac- 
ulty, and  all  who  are  interested.  Period  review 
eliminates  outdated  materials. 

Dermatologists  wishing  to  share  significant 
tape  recordings  with  others  through  this  library 
may  send  such  tapes  to  The  John  R.  Tkach,  M.D. 
Educational  Trust,  1459  South  Elizabeth  Street, 
Denver,  Colorado  80210. 
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Annual  Hospital  Meeting 

T.  Ray  Broadbent,  MD,  of  Salt  Lake  City,  a 
nationally  prominent  plastic  surgeon,  became 
president  of  the  Latter-Day  Saints  Hospital  med- 
ical staff  at  the  hospital’s  annual  staff  meeting. 
Dr.  Broadbent  will  head  the  257  physicians  and 
21  dentists  who  serve  on  the  L.D.S.  hospital  staff 
during  1974.  He  succeeds  Dr.  Alan  E.  Lindsay,  an 
internal  medicine  specialist. 

Named  president-elect  was  Dr.  Quinton  S. 
Harris,  a specialist  in  internal  medicine.  Dr. 
Jerald  H.  Bennion  was  elected  as  secretary- 
treasurer  to  succeed  Dr.  A.  Krehl  Smith.  Also  an- 
nounced at  the  winter  meeting  were  re-elections 
of  chiefs  of  several  services  at  the  hospital.  They 
are:  Mark  W.  Muir,  MD,  acting  chief  of  surgery; 
Don  H.  Nelson,  MD,  chief  of  medicine;  Richard  M. 
Hebertson,  MD,  chief  of  obstetrics  and  gynecology; 
John  H.  Cook,  MD,  chairman,  general  practice 
section;  and  Eugene  S.  Maier,  MD,  chief  of  anes- 
thesia. Allan  P.  Thomas,  MD,  was  elected  chief  of 
pediatrics  for  both  L.D.S.  and  Primary  Children’s 
Medical  Center. 

A special  award  was  presented  to  Dr.  Leland 
R.  Cowan  during  the  meeting.  A specialist  in  the 
treatment  of  cancer  and  allied  diseases.  Dr.  Cowan 
has  been  a member  of  the  L.D.S.  hospital  staff 
since  1926.  He  is  a graduate  of  the  University  of 
Utah  and  the  College  of  Physicians  and  Surgeons 
at  Columbia  University.  He  served  as  president  of 
the  American  Radium  Society,  one  of  the  first 
American  Societies  devoted  to  the  research  and 
treatment  of  cancer.  Dr.  Cowan  is  also  a past 
member  of  the  board  of  directors  of  the  Amer- 
ican Cancer  Society. 

Dr.  Broadbent  is  a past-president  of  the  Amer- 
ican Society  of  Plastic  and  Reconstructive  Sur- 
geons, and  the  Salt  Lake  Surgical  Society.  He  is 
a member  of  the  executive  committee  of  the 
American  Society  of  Plastic  and  Reconstructive 
Surgeons  and  the  International  Confederation  of 
Plastic  Surgical  Societies.  He  is  also  a member  of 
the  examining  board  of  the  American  Board  of 
Plastic  Surgery  and  a Fellow  in  the  American 
College  of  Surgeons.  He  received  his  MD  degree 
from  Duke  University. 

Dr.  Harris  has  been  a member  of  the  hospital 
staff  since  1963.  He  served  as  vice-chairman  of  the 
Department  of  Medicine,  1970-1973.  He  has  served 
as  a diplomat  of  the  American  Board  of  Internal 
Medicine,  and  chairman  of  the  membership  com- 
mittee of  the  American  Society  of  Internal  Med- 
icine. 


University  of  Colorado  School  of  Medicine 

Sydney  G.  Margolin,  MD,  professor  of  psy- 
chiatry and  director  of  the  Human  Behavior  Lab- 
oratory at  the  University  of  Colorado  School  of 
Medicine,  served  as  consultant  in  psychiatric  cur- 
riculum revision  to  the  School  of  Medicine  of  the 
University  of  Costa  Rica  late  in  January. 

Dr.  Margolin  also  has  been  asked  to  work  with 
the  Agency  for  International  Development  (AID) 
in  Managua,  Nicaragua  in  connection  with  the  so- 
cial and  psychological  reactions  of  the  population 
to  the  recent,  catastrophic  earthquake.  Dr.  Mar- 
golin will  serve  as  a consultant  in  the  ethno- 
medical  and  ethno-psychiatric  aspects  of  these 
reactions. 

University  of  Utah  College  of  Medicine 

Richards  Memorial  Established 

A memorial  lecture  and  scholarship  fund  total- 
ing $150,000  in  memory  of  the  late  G.  Gill 
Richards,  MD,  clinical  professor  at  the  University 
of  Utah  College  of  Medicine  from  1942  until  his 
death  in  1950  at  the  age  of  66,  has  been  estab- 
lished. 

Dr.  Richards  received  his  undergraduate  study 
from  the  University  of  Utah  College  of  Medicine 
in  1902,  obtained  his  MD  at  Bellevue  Hospital 
Medical  School  in  New  York  City,  and  practiced 
in  Salt  Lake  City. 

The  fund  will  maintain  a memorial  lectureship 
named  for  Dr.  Richards  which  will  be  held 
annually  in  the  fall,  attracting  internists  from 
across  the  nation. 

* * * * * 

J.  Robert  Stewart,  MD,  professor  of  radiology 
at  the  University  of  Utah  Medical  Center,  and  a 
radiation  therapist,  has  been  named  to  direct  the 
newly  formed  Intermountain  Regional  Cancer  Net- 
work, a six-state  medical  and  academic  institu- 
tional link.  Stewart  will  coordinate  basic  research, 
training  programs,  and  patient  services  among  the 
member  institutions  in  the  region. 

Dr.  Stewart  received  his  MD  at  the  University 
of  Utah  College  of  Medicine  in  1958,  and  took  his 
internship  and  residency  at  Boston  City  Hospital, 
returning  in  1960  to  become  a postgradute  fellow 
at  the  medical  center.  Between  1963  and  1966  he 
was  a postgraduate  fellow  at  Stanford  University 
School  of  Medicine  before  being  named  an  in- 
structor there.  In  1971  he  returned  to  Utah  as  full 
professor  and  head  of  its  division  of  therapeutic 
radiology. 

Member  institutions  include  colleges,  universi- 
ties, and  hospitals  in  Montana,  Idaho,  Utah,  Ne- 
vada, Colorado,  and  Wyoming. 
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Computerizing  a Clinical  Laboratory;  by  Jerry  K. 
Aikawa,  M.D.  and  Edward  R.  Pinfield.  Spring- 
field,  111.,  Thomas,  1973.  91  p. 

This  is  a comprehensive  case  history  of  the 
evolution  of  an  automated-computerized  process 
control  and  data  processing  system  in  the  clinical 
laboratory  of  the  University  of  Colorado  Medical 
Center.  It  illustrates  how  a dedicated  laboratory 
team,  computer  amateurs,  can  build  computer 
systems  that  work — despite  the  assistance  of  ex- 
perts. The  clearly  written  account  should  serve 
laboratory  directors  as  an  excellent  introduction 
to  the  merits  and  problems  of  computerizing  a 
clinical  laboratory,  and  provide  both  some  gen- 
eral insight  and  overall  perspective  on  the  sub- 
ject. The  reference  list  is  a guide  for  those  who 
would  dig  deeper. 

In  addition  to  reporting  on  the  development  of 
specific  systems  for  monitoring  clinical  chemistry, 
clinical  microbiology,  and  hematology,  details  are 
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given  on  the  reliability,  costs,  and  cost-effective- 
ness of  the  systems.  The  forthright  and  objective 
discussions  of  errors  made,  as  well  as  successes 
achieved,  enable  the  reader  to  benefit  from  the 
experiences  of  the  authors  and  their  team.  The 
case  is  persuasively  made  that  computerization  of 
the  clinical  laboratory  resulted  in  improved  qual- 
ity of  health  care  and  delivery,  increased  person- 
nel productivity,  and  reduced  costs. 

The  final  short  chapter  deserves  a wider  audi- 
ence in  the  medical  fraternity  than  would  be 
attracted  by  the  restrictive  and  forbidding  title 
of  the  book.  It  is  a short  and  simple,  albeit  knowl- 
edgeable and  realistic,  discussion  of  the  vast  po- 
tential in  using  computerization  of  data  processing 
to  develop  complete  clinical  information  acquisi- 
tions, processing,  and  storage  and  retrieval  sys- 
tems in  hospitals.  The  technology  has  long  been 
available — enlightenment,  will,  and  dedicated 
manpower  are  required  of  the  medical  industry 
to  design  and  implement  such  systems.  The  au- 
thors recognize  the  particular  need  for  experienced 
clinicians  to  become  involved,  and  in  their  general 
appeal  they  stress  the  importance  of  beginning 
the  task  with  a standardization  of  the  medical 
record. 
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Alabama,  Journal  of  the  Medical  Association  of  the  State 

Alaska  Medicine 

Annals  of  the  Xew  York  Academy  of  Science 
-Arizona  Medicine 

-Arkansas,  Journal  of  the  Medical  Society  of 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

Bulletin  of  the  N^ew  A'ork  Academy  of  Medicine 

California  Medicine 

1- 

10  years 

1925- 

Colorado  Medical  Journal 

2-13 

1896-1907 

Colorado  Medicine 

Danish  Medical  Bulletin 

1-34 

5 years 

1904-1937 

Delaware  Medical  Journal 

10  years 

Denver  Journal  of  Homeopathy 

1-2 

1894-1896 

Denver  Medical  Bulletin 

5- 

1915- 

Denver  Medical  Times 

Florida  Medical  Association  Journal 

Georgia,  Journal  of  the  Medical  Association  of 

Hawaii  Medical  Journal 

Illinois  Medical  Journal 
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Journal  of  the  Indian  Medical  Association 

Kansas  Medical  Society  Journal 

Kentucky  Medical  Society  Journal 

Kobe  Journal  of  the  Medical  Sciences 

Louisiana  State  Medical  Society  Journal 

Maine  Medical  Association  Journal 

Maryland,  Medical  Journal  of  the  State  of 

Michigan  Medicine 

Jlinnesota  Medicine 

Mississippi  State  Medical  Association  Journal 

Missouri  Medicine 

New  England  Journal  of  Medicine 

1-34 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

1882-1915 

New  Jersey  Medical  Society  Journal 

198- 

1928- 

New  York  Journal  of  Medicine 

North  Carolina  Medical  Journal 

Northwest  Medicine 

Ohio  State  Medical  Journal 

Oklahoma  State  Medical  Association  Journal 

Pennsylvania  Medicine 

1- 

10  years 

10  years 

10  years 

10  years 

10  years 

1961- 

Rhode  Island  Medical  Journal 

35- 

1938- 

Rocky  Mountain  Medical  Journal 

South  African  Medical  Journal 

South  Carolina  Medical  Association  Journal 

South  Dakota  Journal  of  Medicine 

Tennessee  State  Medical  Association  Journal 

Texas  Medicine 

Transactions  of  the  College  of  Physicians  of  Philadelphia 

6- 

10  years 

10  years 

10  years 

10  years 

10  years 

10  years 

1932- 

Transactions  of  the  Colorado  Medical  Society 

6-36 

1876-1906 

Transactions  of  the  Colorado  Territory  Medical  Society 

Virginia  Medical  Monthly 

West  Virginia  Medical  Journal 

1-8 

10  years 

10  years 

1871-1878 

Western  Medicine 

2-8 

1961-1967 

Western  Medicine  superceding  California  Medicine  and 

Northwest  Medicine 

Wisconsin  Medical  Journal 

10  years 

10  years 

PROCTOLOGY 

Diseases  of  the  Colon  and  Rectum 

1- 

1958- 

SURGERY 

Acta  Chirurgica  Scandinavica 

113- 

1957- 

Acta  Chirurgica  Scandinavica  Supplements 

222- 

1957- 

Advances  in  Surgery 

1- 

1965- 

American  Journal  of  Surgery 

1- 

1926- 

American  Journal  of  Surgery  and  Gynecology 

3-40 

1893-1926 

American  Surgeon 

17- 

1951- 

Annales  Chirurgiae  et  Gynaecologicae  Fenniae 

43- 

1954- 

Annals  of  Surgery 

1- 

1885- 

Archives  of  Surgery 

1- 

1920- 

British  Journal  of  Surgery 

1- 

1913- 

Canadian  Journal  of  Surgery 

1- 

1957- 

Current  Problems  in  Surgery 

1- 

1965- 

Journal  of  the  International  College  of  Surgeons 

2-44 

1939-1965 

Southern  Surgeon 

1-16 

1932-1950 

Surgical  Clinics  of  North  America 

1- 

1921- 

Surgical  Forum 

1- 

1950- 

Transplantation 

1- 

1963- 

Vascular  Surgery 

Year  Book  of  Surgery 

1- 

10  years 

1967- 
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OBITUARtES 


Colorado 

Guy  W.  Smith,  MD,  prominent  in  otolaryngo- 
logical  circles  of  the  Denver  area,  died  in  St. 
Luke’s  Hospital,  Monday,  January  28,  1974  after 
a brief  illness.  Born  on  October  17,  1891,  in  Alta, 
Iowa,  he  was  educated  in  the  public  schools  of 
that  state.  He  attended  dental  school  at  the  Uni- 
versity of  Denver,  receiving  his  D.D.S.  in  1915. 
After  several  years  of  dental  practice  he  entered 
the  University  of  Colorado  School  of  Medicine  in 
1927,  and  received  his  M.D.  in  1931.  After  a year 
of  internship  at  St.  Luke’s  Hospital  he  became  as- 
sociated with  Dr.  Thomas  E.  Carmody,  an  out- 
standing otolaryngologist  in  the  Denver  area. 
Doctor  Smith  practiced  otolaryngology  and  oral 
surgery  in  Denver  from  that  time  until  his  death. 

He  held  the  faculty  rank  of  Associate  Clinical 
Professor  of  Otolaryngology  at  the  University  of 
Colorado,  and  was  an  attending  otolaryngologist 
at  Colorado  General  Hospital.  He  was  attending 
oral  surgeon  at  Denver  General  Hospital  and  at 
Children’s  Hospital,  and  was  a member  of  the 
consulting  staff  at  St.  Luke’s  Hospital. 

Doctor  Smith  was  a member  of  the  Denver 
and  Colorado  Medical  Societies  and  of  the  Amer- 
ican Medical  Association.  He  belonged  to  the 
American  College  of  Dentists,  was  a Rotarian  and 
a Mason. 

He  was  married  to  Hazel  D.  Pearson  in  Golden, 
Colorado  on  August  24,  1916.  She  survives  him. 

:f:  4: 

Edward  S.  Johnson,  MD,  died  unexpectedly  on 
Wednesday,  January  23,  1974.  He  was  bom  May 
23,  1925  in  Denver,  and  was  educated  in  the  pub- 
lic schools  of  that  city.  He  attended  the  University 
of  Colorado,  receiving  his  Bachelor  of  Science  de- 
gree in  1945.  In  1949  he  received  his  M.D.  from 
that  institution  and  subsequently  interned  at 
Memorial  Hospital,  Long  Beach,  California. 

He  started  his  graduate  training  in  pathology 
at  the  University  of  Colorado  in  1950,  and  in  1953 
was  awarded  his  M.S.  degree  in  pathology.  He 
completed  his  training  in  both  clinical  and  ana- 
tomical pathology  in  1954.  He  immediately  joined 
the  staff  of  Denver  General  Hospital  as  attending 
pathologist,  becoming  Chief  of  Clinical  Pathology 
in  1961,  and  Director  of  Laboratories  in  1965.  In 
1967  he  became  pathologist  at  St.  Anthony’s  Hos- 
pital, the  position  he  held  at  the  time  of  his  death. 

Doctor  Johnson  was  a member  of  the  Denver 
and  Colorado  Medical  Societies,  as  well  as  the 
American  Medical  Association.  He  belonged  to  the 
American  Society  of  Clinical  Pathologists,  and 
was  Councilor  of  the  Colorado  chapter  of  that  so- 
ciety. He  was  a past  president  of  the  Colorado 


Society  of  Clinical  Pathologists  and  a Fellow  of 
the  College  of  American  Pathologists.  He  was  a 
member  of  the  Society  of  Experimental  Biology 
and  Medicine,  and  was  a consultant  to  the  Com- 
mittee on  Hospital  Standards  of  the  Colorado  De- 
partment of  Public  Health.  Also  he  served  on  the 
Mental  Health  Advisory  Committee  of  the  State 
Health  Department. 

He  was  a director  of  the  Belle  Bonfils  Me- 
morial Blood  Center  located  on  the  campus  of  the 
University  of  Colorado  School  of  Medicine.  He 
held  the  faculty  rank  of  Assistant  Clinical  Pro- 
fessor of  Pathology  at  the  School,  and  was  past 
president  of  the  University  of  Colorado  Medical 
Alumni  Association. 

Doctor  Johnson  served  in  the  United  States 
Navy  between  1943  and  1946,  then,  after  complet- 
ing his  medical  training,  he  served  with  the  United 
States  Air  Force  between  1954  and  1956. 

He  was  married  to  Helen  Van  Dusen  on  Sep- 
tember 5,  1943  in  Wichita,  Kansas.  She  survives 
him,  as  do  a son,  Harold  Edward  Johnson,  and  a 
daughter,  Helen  Elizabeth  Johnson,  both  residing 
with  their  mother. 


Utah 

Cyril  L.  Vance,  MD,  69,  a Salt  Lake  obstetrician 
and  gynecologist,  died  January  23,  1974,  in  Salt 
Lake  City.  At  the  time  of  his  death.  Doctor  Vance 
was  a resident  of  Bloomington,  Utah,  where  he 
had  opened  an  office  specializing  in  family  plan- 
ning and  counseling. 

After  receiving  his  B.A.  from  Brigham  Young 
University  in  1933,  Doctor  Vance  attended  the 
University  of  Utah  College  of  Medicine  and  North- 
western Medical  School  where  he  completed  his 
M.D.  in  1938.  He  interned  at  the  LDS  Hospital  and 
completed  his  obstetrical-gynecological  residency 
at  both  LDS  Hospital  and  Salt  Lake  County  Gen- 
eral Hospital.  Except  for  a four-year  interlude 
during  World  War  H when  he  served  as  a Lieu- 
tenant Commander  in  the  United  States  Naval 
Medical  Corps,  Doctor  Vance  was  in  private  prac- 
tice in  Salt  Lake  City.  He  retired  on  June  30,  1973. 

In  addition  to  maintaining  his  private  practice. 
Doctor  Vance  was  an  Associate  Professor  at  the 
University  of  Utah  College  of  Medicine  and  Chief 
of  Staff  and  Head  of  the  Obstetrics  and  Gynecol- 
ogy Department  at  LDS  Hospital.  He  was  for 
many  years  a member  of  the  Salt  Lake  County 
Medical  Society,  the  Utah  State  Medical  Associa- 
tion, the  American  Medical  Association,  the  Amer- 
ican College  of  Obstetrics  and  Gynecology,  and 
the  Utah  Obstetrical  and  Gynecological  Society. 

Doctor  Vance  is  survived  by  his  widow  and  a 
son  and  daughter:  James  Robert  Vance  of  Davis, 
California,  and  Mrs.  Owen  (Marion)  Bigler  of 
Salt  Lake  City.  He  is  also  survived  by  five  grand- 
children and  several  brothers  and  sisters,  one  of 
whom  is  Dr.  R.  Wendell  Vance  of  Provo,  Utah. 
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Ernest  Leroy  Hanson,  MD,  a retired  Logan 
physician,  died  January  22,  1974,  in  Salt  Lake 
City. 

After  receiving  his  MD  from  the  University  of 
Louisville  in  1924  and  completing  his  internship. 
Doctor  Hanson  began  his  Utah  practice  in  1926. 
He  served  the  citizens  of  Logan,  his  birthplace, 
until  1960  when  he  retired  to  Scottsdale,  Arizona. 

In  addition  to  being  a member  of  the  Cache 
Valley  Medical  Society,  the  Utah  State  Medical 
Association,  and  the  American  Medical  Association 
for  almost  a half  century.  Doctor  Hanson  was  ac- 
tive with  the  Logan  Chamber  of  Commerce,  the 
American  Legion,  and  the  Lions  Club. 

Surviving  Doctor  Hanson  are  a son  and  a 
daughter:  William  S.  of  Honolulu  and  Mrs. 
Conway  B.  (Jane)  Benson  of  Salt  Lake  City.  Also 
surviving  are  seven  grandchildren. 

Earl  Harry  Phillips,  MD,  age  71,  a retired  Salt 
Lake  City  ophthalmologist,  died  on  December  21, 
1973.  A native  of  Heber,  Utah,  he  received  his 
B.A.  from  the  University  of  Utah  and  his  M.D. 
from  St.  Louis  University.  After  completing  his 
internship  at  Holy  Cross  Hospital  Doctor  Phillips 
did  postgraduate  work  at  the  Washington  Univer- 
sity Medical  School  and  St.  Louis  University,  and 
was  certified  by  the  American  Board  of  Otolaryn- 
gology in  1943. 

Prior  to  and  after  serving  as  a Major  in  the 
U.S.  Army  from  1942  to  1946,  Doctor  Phillips  was 
in  private  practice  in  Salt  Lake  City.  He  was  also 
an  Assistant  Clinical  Professor  of  Surgery  at  the 
University  of  Utah  College  of  Medicine. 

In  addition  to  being  a member  of  the  Amer- 
ican Medical  Association,  the  Utah  State  Medical 
Association,  the  Salt  Lake  County  Medical  So- 
ciety, and  a past  officer  of  the  Intermountain 
Otolaryngology- Ophthalmology  Society,  Doctor 
Phillips  was  a member  of  several  national  pro- 
fessional organizations. 

Doctor  Phillips  is  survived  by  his  widow, 
Dorothy  Jones  Phillips;  a son,  Earl  H.  Jr.  of  Gree- 
ley, Colorado,  and  two  daughters,  Mrs.  R.  Timothy 
(Beth)  Steen  of  Island  Lake,  Illinois,  and  Mrs. 
David  L.  (Ann)  Coker  of  Salt  Lake  City.  He  is 
also  survived  by  six  grandchildren,  a brother  and 
two  sisters. 


University  of  Utah  College  of  Medicine 

Medical  education  programs,  designed  to  in- 
crease the  public’s  awareness  of  a wide  range  of 
medical  topics,  have  been  made  available  to  Uni- 
versity of  Utah  Hospital  patients  over  the  hos- 
pital’s closed  circuit  television  network  connected 
to  patient  rooms  for  two  hours  daily. 

Films  include  subjects  such  as  maternal  and 
child  care,  presurgical  orientation,  care  and  pre- 
vention of  heart  disease  and  diabetes,  and  basic 
information  concerning  the  hospital  itself,  accord- 
ing to  Helen  Kunze,  assistant  nursing  director 
and  staff  development  coordinator. 


Rondomycin 

{methaQ«)line  HCI) 


CONTRAINDICATIONS;  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skelefal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns.  Infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  ol  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  iS  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  ol  penicillin,  avoid 
giving  tetracycline  With  penicillin. 

ADVERSE  REACTIONS;  Gastrointestinal  (oral  and  parenteral  forms);  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapularand  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophiiia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  Infections,  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  In  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of5.4grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia;  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/ib/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomifant  therapy;  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED;  Rondomycin’  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

WALLACE  PHARMACEUTICALS 
iVi  CRANBURY.  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

RondomvGin  300.g 

[metihaGycline  HCI] 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


AS  YOU  LIKE  IT... 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New'  Mexico 


1.  “In  man  intermittent  exposure  to  carbon  mon- 
oxide, rather  than  to  nicotine,  due  to  tobacco 
smoking  may  be  regarded  as  the  real  cause  of  the 
much  higher  risk  for  smokers  to  develop  arterial 
diseases  compared  with  non-smokers.  There  is  no 
evidence  from  animal  experiments  that  nicotine 
has  an  atherogenic  effect.  The  increase  in  per- 
meability of  the  endothelium  induced  by  carbon 
monoxide  or  hypoxia  leads  to  the  formation  of 
subendothelial  oedema,  lipid  accumulation,  and 
other  arterial  injuries  in  experimental  animals. 
This  agrees  well  with  the  filtration  theory  for  the 
pathogenesis  of  atherosclerosis  and  emphasizes 
the  importance  of  this  theory.”  Astrup,  P.  Some 
Physiological  and  Pathological  Effects  of  Mod- 
erate Carbon  Dioxide  Exposure,  British  Medical 
Journal,  25  November  1972,  p.  452. 

2.  “Carbon  monoxide  does  not  only  hasten  the  de- 
velopment of  the  atherosclerosis  but  it  also  has  a 
damaging  effect  on  the  myocardium,  thus  worsen- 
ing the  consequences  of  coronary  obliterations.” 
Ibid,  p.  452. 

3.  “When  a culture  of  Staphylococcus  aureus  is 
sent  to  33  laboratories  and  11  report  it  as  sensi- 
tive to  penicillin,  19  as  resistant  and,  3 as  doubt- 
ful there  must  be  something  wrong.  Four  ‘quality 
control’  surveys,  two  in  Great  Britain  and  two  in 
Australia,  have  all  given  some  results  of  this  kind. 
There  is  a serious  need  for  standardizing  methods 
of  doing  these  tests,  and  proposals  to  that  end 
have  recently  been  put  forward.”  Garrod,  L.  P., 
Causes  of  Failure  in  Antibiotic  Treatment,  British 
Medical  Journal,  25  November  1972,  p.  474. 

4.  “Much  modern  art  is  therefore  so  devoid  of 
meaning  as  to  be  boring,  or  its  meanings  are  so 
obvious  as  to  be  tedious  ...  To  dismiss  it  all  as 
worthless  is  folly.  Colour  has  always  possessed 
beauty  for  the  human  eye,  and  much  modem  art 


is  wondrous  in  colour,  as  decorative  as  any  that 
the  world  as  given  birth  to.  But  decoration  is  not 
enough.  There  is  a need  to  return  to  the  most 
haunting  of  all  human  problems  — the  human 
face.  This,  surely,  is  the  artist’s  infinity,  which 
neither  imagination,  technique,  passion  nor  wis- 
dom can  ever  exhaust.  And  its  rarity  is  for  me 
one  of  the  more  depressing  features  of  modern 
art.  Plumb,  J.  H.,  In  The  Light  of  History,  Hough- 
ton Mifflin  Company,  Boston  1973,  p.  216-217. 


5.  “Blood  viscosity  is  raised  in  three  groups  of  dis- 
order— those  with  increased  number  of  blood-cells 
per  unit  volume;  those  with  red  cells  that  are  less 
deformable  than  normal  (due  to  changes  in  cell 
shape,  size,  and  haemoglobin  structure);  and  those 
with  greatly  increased  concentrations  of  plasma- 
proteins.  In  both  polycythaemia  and  sickle-cell 
disease,  hyperviscosity  contributes  to  the  clinical 
picture  by  interfering  with  tissue  perfusion,  but 
the  term  hyperviscosity  syndrome  is  reserved  for 
cases  of  the  third  group  in  which  plasma-proteins 
are  raised  and  certain  highly  characteristic  clin- 
ical features  appear — bleeding  from  mucous  mem- 
branes (notably,  gums,  and  nose)  and  from  gas- 
trointestinal tract;  visual  disturbances  and  a 
retinopathy  consisting  of  venous  engorgement, 
haemorrhages,  exudates,  and  even  frank  papil- 
loedema;  and  neurological  disorders  such  as  head- 
ache, vertigo,  fits,  hemiplegia,  and  coma.  In  addi- 
tion, congestive  cardiac  failure  and  severe  lethargy 
have  been  attributed  to  blood  hyperviscosity.  All 
these  can  be  rapidly  reversed  by  plasmapheresis.” 
Hyperviscosity  Syndrome  in  Multiple  Myeloma, 
The  Lancet,  February  17,  1973,  p.  359. 


6.  “We  think  our  fathers  fools,  so  wise  we  grow; 
Our  wiser  sons,  no  doubt,  will  think  us  so.” 
Pope,  Alexander,  Essay  on  Criticism. 
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7.  “I  consider  it  a monstrous  presumption  that 
university  lecturers  should  think  themselves  com- 
petent to  go  talking  year  after  year  to  young  men, 
students,  while  holding  themselves  aloof  from  the 
opportunity  of  learning  from  eager  youth,  which 
is  one  of  the  most  valuable  things  on  earth.  . . . 
I mean  the  glow  of  a young  man  who  has  just 
discovered  some  great  work  of  literature.  It  isn’t 
the  book  which  he  has  discovered  which  is  so  im- 
portant; it  is  his  glow  over  it.  There  you  have  the 
sense  of  adventure,  of  newness,  the  old  idea  seen 
freshly  in  some  new  aspect.  It  is  this  which  uni- 
versity instructors  should  be  on  the  watch  for, 
and  should  respect  wherever  it  appears,  instead 
of  being  a trifle  irritated  at  overeager  young 
men.”  Dialogue  of  Alfred  North  Whitehead,  Men- 
tor Books,  July  27,  1943,  p.  209. 

8.  “The  problem  of  the  nonexpanding  mind  in  an 
expanding  universe  of  knowledge  is  reduced  to 
soluble  proportions  by  one  fundamental  fact; 
namely,  that  as  knowledge  deepens  and  widens, 
things  become  simpler  and  the  burden  on  the 
memory  is  diminished.  . . . We  cannot  put  into 
the  mind  of  the  student  what  is  absent  from  the 
mind  of  the  professor.  It  is  only  insofar  as  the 
teacher  has  a profound  grasp  of  the  subject  as  a 
structured  whole,  only  insofar  as  he  perceives 
clearly  the  general  principles  which  hold  the 
structure  together,  that  he  can  impart  to  the  stu- 
dent an  adequate  mastery  of  subject  matter  with- 
out burdening  him  with  details  readily  deductible 
from  general  principles.”  Gengerelli,  J.  A.,  Educa- 
tion in  the  Sciences,  JAMA,  Aug.  16,  1965,  p.  114. 

9.  “It  is  a bold  man  who  today  dares  to  make  a 
diagnosis  in  any  but  the  most  trivial  illness  with- 
out support  from  the  laboratory.”  Bilateral  Hilar 
Lymphadenopathy,  The  Lancet,  March  24,  1973,  p. 
646. 

10.  “The  most  dramatic  sequel  to  treatment  by 
intermittent  positive-pressure  respiration  is  tra- 
cheal stenosis.  In  some  clinics  this  has  the  dis- 
turbingly high  incidence  of  15%.  In  the  Massa- 
chusetts General  Hospital,  however,  around  1% 
of  patients  treated  by  mechanical  ventilation  for 
more  than  24  hours  have  required  surgical  resec- 
tion and  reconstruction  of  the  trachea  because  of 
stenosis  and  tracheomalacia.  Some  cases  of  steno- 
sis undoubtedly  result  from  the  pressure  of  an  in- 
flated cuff  on  the  tracheal  wall.  Here  the  main 
presenting  symptom  is  stridor  at  rest,  often  with 
dyspnoea  on  exertion.  Symptoms  usually  appear 
within  three  months  of  extubation,  but  may  be 
delayed  as  long  as  eighteen  months.”  The  Price  of 
Therapeutic  Artificial  Ventilation,  The  Lancet, 
May  26,  1973,  p.  1161. 


11.  “The  Spoken  Word  comes  naturally,  but  it  re- 
quires both  discipline  and  a set  purpose  to  induce 
a normal  healthy  American  to  sit  alone  in  an  of- 
fice and  reduce  a welter  of  blubbery  thought  to 
lean  and  sinewy  prose.  For  writing  starts  and  ends 
with  thinking,  and  thinking  is  work  for  which  the 
primate  musculature  and  sympathetic  nervous 
system  were  never  made.”  Barnett,  Lincoln,  The 
Treasure  of  Our  Tongue,  Knopf,  Alfred  A.,  New 
York,  1964,  p.  226. 

12.  “It  is  essential  that  students  should  learn  not 
only  that  each  individual  doctor  has  limitations 
which  he  should  know,  but  that  this  is  true  also 
of  the  whole  body  of  medical  knowledge,  with 
huge  areas  of  imprecision  and  thinly  informed 
guesswork;  yet  they  must  learn  also  to  keep  their 
heads,  to  insist  upon  a full  and  precise  data  base 
appropriate  to  the  level  of  care  at  which  they  are 
working.  This  contradictory  theme  has  to  be 
taught  as  an  increasingly  complex  and  responsible 
skill  throughout  the  undergraduate  period,  in  an 
organised  way  in  real  situations;  it  should  not  be 
learnt,  as  it  was  in  the  past,  by  personal  trial  and 
error  at  the  patients’  expense.”  Hart,  Julian  T., 
Relation  of  Primary  Care  to  Undergraduate  Ed- 
ucation, The  Lancet,  October  6,  1973,  p.  780. 

13.  “It  is  very  unlikely  to  have  a positive  LE  prep- 
aration and  a negative  ANA.”  Messner,  Ronald, 
Chief,  Rheumatology  Department,  UNM  School  of 
Medicine,  Lecture  at  William  Beaumont  General 
Hospital,  October  5,  1973. 

14.  “Use  two  drugs  in  SLE  if  there  is  conclusive 
evidence  of  major  organ  involvement.”  Ibid. 

15.  “In  CNS  lupus,  you  need  massive  doses  of 
Prednisone  daily  (200  to  300  mg).  This  is  a dan- 
gerous level,  but  the  risk  needs  to  be  taken  be- 
cause the  disease  is  so  grave.”  Ibid. 

16.  “In  psoriatic  arthritis,  look  for  pitting  of  the 
nails  and  asymmetric  joint  involvement.”  Ibid. 

17.  “Interphalangeal  joint  involvement  of  the  toe 
is  rare  in  rheumatoid  arthritis  but  common  in 
arthritis  of  psoriasis.”  Ibid. 

18.  “Psoriasis  may  present  like  gout,  with  a very 
painful  big  toe;  and  to  make  the  diagnosis  even 
more  difficult  the  same  patient,  if  he  has  exten- 
sive skin  involvement,  may  have  an  elevated 
blood  uric  acid  as  well.”  Ibid. 

19.  “An  early  symptom  of  ankylosing  spondylitis 
is  painful  heels.”  Ibid. 
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yoniing  State  Medical  Society 

WINTER  SEMINAR 

Outlaw  Inn,  Rock  Springs,  Wyoming 

March  14-15,  1974 

Contact:  Paul  R.  Yedinak,  M.D.,  510  S.  Main, 
Rock  Springs,  Wyoming  82901. 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

25TH  WESTERN  INSTITUTE  ON  EPILEPSY 
Cosmopolitan  Hotel,  Denver 

March  19-20,  1974 

Colorado  Epilepsy  Association 

WESTERN  AND  MIDWESTERN  EEG 
SOCIETIES  SYMPOSIUM 
Cosmopolitan  Hotel,  Denver 

March  21-23,  1974 

Further  information  concerning  these  meetings 
may  be  obtained  by  writing  the  Office  of  Con- 
tinuing Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  Ninth  Avenue,  Den- 
ver, Colorado  80220. 

RECENT  ADVANCES  IN 
PULMONARY  MEDICINE 

April  17-19,  1974 

Contact:  Office  of  Postgraduate  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 


Colorado  Heart  Association 
Colorado  Society  for 
Cardiovascular  Medicine 

DILEMMAS  IN  CARDIAC  DIAGNOSIS 
AND  THERAPY  CIRCA  1974 
Snowmass-at-Aspen,  Colorado 

March  21-23,  1974 

Contact:  Colorado  Heart  Association,  1375 
Delaware  Street,  Denver,  Colorado  80204. 

1 “"O 
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American  College  of  Chest  Physicians 
Nevada  Tuberculosis  and  Respiratory 
Disease  Association 

OFFICE  MANAGEMENT  OF 
RESPIRATORY  DISEASE 
Las  Vegas,  Nevada 

March  27-29,  1974 

Contact:  Bradford  W.  Claxton,  M.Ed.,  112  East 
Chestnut  St.,  Chicago,  Illinois  60611. 


Society  of  Nuclear  Medicine 

Society  of  Nuclear  Medical  Technologists 

NUCLEAR  MEDICINE  1974-UPDATE  SEMINAR 
April  4-6,  1974 

Stouffer’s  Denver  Inn,  3203  Quebec  St. 

Denver,  Colorado 

Contact:  Nuclear  Medicine  1974,  Box  18589, 
Denver,  Colorado  80218. 


Montana  Medical  Association 

27TH  INTERIM  MEETING 
Colonial  Hilton,  Helena,  Montana 

April  5-6,  1974 

Contact:  G.  Brian  Zins,  2021  11th  Ave.,  Suite 
12,  Helena,  Montana  59601. 


Intermountain  Pediatric  Society  & Utah 
Chapter,  American  Academy  of  Pediatrics 

19TH  ANNUAL  INTERMOUNTAIN 
CLINICAL  CONVENTION 
Caesar’s  Palace,  Las  Vegas,  Nevada 

April  8-10,  1974 

Contact;  Anthony  R.  Temple,  M.D.,  50  North 
Medical  Drive,  Salt  Lake  City,  Utah  84112. 


University  of  Utah  College  of  Medicine 

2ND  ANNUAL  SYMPOSIUM  ON  SURGERY 
OF  THE  HAND 

Rodeway  Inn,  Salt  Lake  City,  Utah 
April  16-18,  1974 

Contact:  Earl  Z.  Browne,  Jr.,  M.D.,  Division  of 
Plastic  Surgery,  University  Medical  Center,  50 
N.  Medical  Drive,  Salt  Lake  City,  Utah  84132. 
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Lovelace-Bataan  Medical  Center 

THE  MANAGEMENT  OF  COMMON  PROBLEMS 
IN  ORTHOPEDIC  SURGERY 
Lovelace  Center  for  the  Health  Sciences 
5200-5400  Gibson  Boulevard 
Albuquerque,  New  Mexico 

April  19-20,  1974 

Contact:  Office  of  Education,  Lovelace  Foun- 
dation for  Medical  Education  and  Research,  5200 
Gibson  Blvd.,  S.E.,  Albuquerque,  New  Mexico 
87108. 


American  Academy  of  Pediatries 

ANNUAL  SPRING  SESSION 
Americana  Hotel,  Bar  Harbour,  Florida 

April  22-25,  1974 

Contact:  John  P.  Lynch,  1801  Hinman  Avenue, 
Evanston,  Illinois  60204. 

National  Council  on  Alcoholism 

FIFTH  ANNUAL  MEDICAL-SCIENTIFIC 

CONFERENCE 

Denver  Hilton  Hotel 

April  29-May  1,  1974 

Contact:  Frank  Seixas,  M.D.,  National  Council 
on  Alcoholism,  2 Park  Avenue,  NYC,  NY  10016. 


Utah  State  Hospital 
and  Utah  State  University 

FIFTH  ANNUAL  HOSPITAL  INSTITUTE 
Utah  State  Hospital,  Provo,  Utah 

May  14-16,  1974 

Contact:  Darrell  L.  Cheney,  P.O.  Box  270, 
Provo,  Utah  84601. 


American  Cancer  Society 

NATIONAL  CONFERENCE  ON 
CHILDHOOD  CANCER 
Fairmont  Hotel,  Dallas,  Texas 

May  16-18,  1974 

Contact:  American  Cancer  Society,  National 
Conference  on  Childhood  Cancer,  219  East  42d 
Street,  NYC,  NY  10017. 


American  Gastroenterological  Association 

PEPTIC  ULCER  DISEASE 
San  Francisco  Hilton  Hotel 
San  Francisco,  California 

May  19-20,  1974 

Contact:  Charles  B.  Slack,  6900  Grove  Road, 
Thorofare,  New  Jersey  08086. 


American  College  of  Chest  Physicians 

CRITICAL  CARE  MEDICINE—  THE  NURSE, 
THE  THERAPIST,  THE  PHYSICIAN 
St.  Anthony’s  Hospital,  Denver,  Colorado 

May  23-24,  1974 

Contact:  D.  Boyd  Bigelow,  M.D.,  St.  Anthony’s 
Hospital,  Denver,  Colorado  80204. 


British  Council  for  Rehahilitation 
of  the  Disabled 

FIFTH  INTERNATIONAL  SEMINAR  & 
EXHIBITION 

Central  Hall  Westminster,  London,  S.W.  1 
July  1-5,  1974 

Contact:  Conference  Secretary,  REHAB,  Ta- 
vistock House  (South),  Tavistock  Square,  London, 
WCiH,  9LB. 


International  Academy  of  Chest  Physicians 
and  Surgeons  and  Surgeons  Affiliated  with 
the  American  College  of  Chest  Physicians 

XII  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST 
Royal  Festival  Hall,  London 

July  7-12,  1974 

Contact:  Bradford  W.  Claxton,  American  Col- 
lege of  Chest  Physicians,  112  East  Chestnut  St., 
Chicago,  Illinois  60611. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  lull  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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Medicare  and  People 

...  is  the  program  still  on  target?* 

Medicare,  when  congress  enacted  it  back  in  1965, 
was  intended  to  be  a people  program. 

Some  74  million  Medicare  benefit  claims  — 
totaling  well  over  $8  billion — were  processed  in  FY 
1972  by  the  Social  Security  Administration.  SSA 
is  the  federal  agency  that  manages  the  program. 

But — in  the  midst  of  those  claims  and  dollars 
and  controls — what  is  happening  to  Medicare,  as 
a people  program? 

In  the  three  reports  that  follow,  that  question 
is  addressed  by  an  attorney,  a physician  and  a 
newspaper  editor.  Each  of  them  concurs  (as  do 
we)  that  Medicare — in  concept — is  an  excellent 
and  much-needed  program.** 

Rather,  their  concerns  are  directed  at  some 
specific  instances  in  which  SSA’s  administrative 
practice  has  failed  to  live  up  to  Medicare’s  legis- 
lative ideal. 

— Peter  Van  Note,  Editor 

Hotv  does  Medicare  pay  the  bills?  This  latvyer 
can’t  find  out  and  SAA  tvon’t  tell*** 

Medicare  is  such  a wonderful  and  humanitarian 
program,  I’m  almost  ashamed  to  criticize  it — but 
I must. 

Many  elderly  people — and  even  their  doctors — 
are  confused,  frustrated,  and  angry  because  they 
don’t  know  how  Medicare  arrives  at  its  benefit 
payments  and  they  can’t  find  out.  To  top  it  off, 
it  looks  like  they’re  not  even  entitled  to  know. 

I happen  to  think  Medicare  is  one  of  the  greatest 
things  that  ever  happened  in  this  country.  It’s 
costing  all  of  us  a bundle  to  see  that  the  elderly 
will  be  able  to  suffer  what  ails  them  with  some 
dignity  and  independence.  They’ve  got  it  coming 
because  they’re  the  ones  who  paid  for  this  country. 

I think  Medicare  beneficiaries  should  be  thank- 
ful, grateful,  appreciative,  and  respectful,  but  that 
doesn’t  mean  they  should  have  to  take  it  as  a 
handout,  a welfare  program  that  requires  the 
recipient  to  take  what  is  given  him  and  not  ques- 
tion if  he’s  getting  everything  he’s  entitled  to. 

Medicare  is  simply  insurance,  but  it’s  like  no 
other  insurance  I’ve  ever  seen.  Every  insurance 
company  in  the  country  must  by  law  operate  in 
a goldfish  bowl,  but  Medicare  is  shrouded  in  of- 
ficial secrecy. 

I became  confused  early  when  I saw  how  the 
Medicare  benefits  allowed  to  the  elderly  in  my 
family  were  almost  always  less  than  the  doctor 
bills  submitted. 

To  clear  some  of  the  confusion  I explored  the 
insurance  benefits  the  elderly  are  entitled  to  and 
how  they’re  paid  by  Medicare.  It  turned  out  to  be 
impossibly  complex. 

Medicare  operates  under  amazing  rules  of  se- 
crecy. You  can’t  find  out  what  Medicare  considers 
to  be  the  allowable  charge  or  even  how  it  figured 
out  what  to  pay  on  a claim. 

For  example,  say  the  doctor’s  bill  amounts  to 
$20.  Medicare  might  decide  that  $15  is  the  allow- 
able charge  and  pay  its  standard  benefits  of  80 
per  cent  of  that,  or  $12. 


•Reprinted  in  part  from  AMA  UPDATE,  Vol.  4,  No.  1, 
January  1974. 

••Space  limitations  permit  reprint  of  only  the  first  of 
these  guest  contributors. 

•••Reprinted  with  permission  of  the  Chicago  Daily  News. 
Mr.  Groupe  is  an  attorney  in  Chicago  and  a frequent 
writer  on  family  finances. 


Want  to  argue?  You  can’t.  You  can  request  a 
“review”  which  means  Medicare  officials  are  sup- 
posed to  look  over  the  papers  again  to  see  if  they 
want  to  change  their  minds.  If  the  answer  is  “NO” 
—or  even  if  you  don’t  get  an  answer,  you’re  fin- 
ished. Only  if  the  amount  you’re  complaining 
about  is  $100  or  more  are  you  entitled  to  a hear- 
ing. If  you  don’t  think  you’ve  had  a fair  hearing — 
and  maybe  you  didn’t — there’s  nothing  you  can  do 
about  it.  There’s  no  appeal,  not  even  to  the  courts. 

To  run  Medicare  the  government  hired  a bunch 
of  well-known  insurance  companies  like  Aetna, 
Travelers,  Prudential,  Blue  Cross  and  Blue  Shield. 
They  studied  how  much  doctors  were  actually 
charging  their  patients  for  the  various  things  that 
doctors  do.  From  these  findings  they  established  a 
range  of  “reasonable”  fees  in  each  locality. 

Then  they  checked  out  each  doctor  treating 
Medicare  patients  to  find  out  how  much  he  cus- 
tomarily charged  ALL  of  his  patients,  this  to  see 
that  the  fees  doctors  charged  Medicare  patients 
wouldn’t  be  extra  high  just  because  they  were 
being  paid  by  Medicare. 

When  a doctor  bill  comes  in,  it’s  checked  to  see 
if  it  falls  within  the  reasonable  range  and  to  see 
that  it  isn’t  more  than  the  doctor  usually  charges 
for  the  same  thing. 

That  certainly  sounds  fair  enough  and  I’m  all 
for  this  procedure. 

If  Medicare  considers  the  bill  unreasonably  high 
by  these  standards,  it  will  allow  only  part  of  the 
bill  and  pay  80  per  cent  of  the  part  it  allowed. 

But  here’s  the  rub.  Unless  your  doctor  took  an 
assignment  of  your  Medicare  benefits  and  agreed 
to  reduce  his  bill  to  whatever  Medicare  allows,  the 
less  it  pays,  the  more  you’re  going  to  have  to  pay. 

But  why  do  so  many  bills  sent  to  Medicare  turn 
out  to  be  “more  than  the  allowable  charge”? 

I know  of  a man  who  has  cataracts  and  under- 
goes an  extensive  examination  by  Dr.  S.,  a noted 
ophthalmologist,  every  six  months  to  determine  if 
surgery  is  necessary.  These  examinations  cost  $25 
and  he  has  been  getting  them  since  1968. 

Medicare  said  $25  was  “more  than  the  allowable 
charge”,  allowed  only  $20  on  each  of  the  two  1971 
bills  and  paid  80  per  cent,  or  $16,  on  each  one. 

In  1972,  the  two  bills  of  $25  each  from  this  same 
doctor  for  exactly  the  same  kind  of  examination 
were  submitted  to  Medicare.  But  Medicare  allowed 
only  $10  this  time  and  paid  80  per  cent,  or  $8,  on 
each  bill. 

I could  go  on  with  case  after  case  like  this.  What 
I think  is  even  more  outrageous  is  that  there  is  no 
effective  recourse,  not  even  to  the  courts. 

This  appearance  of  arbitrary  and  unfair  handl- 
ing of  claims  has  caused  anger  and  frustration 
among  both  patients  and  doctors. 

As  a result  of  this  anger  and  frustration,  more 
and  more  doctors  won’t  take  assignments  of  Medi- 
care benefits,  and  I don’t  blame  them.  They  insist 
that  elderly  patients  pay  their  bills  just  like  any- 
body else  and  wait  to  be  reimbursed  with  what- 
ever Medicare  will  allow  them. 

A doctor  who  takes  an  assignment  of  benefits 
must  blindly  agree  to  let  Medicare  cut  down  the 
amount  of  his  fee — not  just  the  part  Medicare  will 
pay  but  even  the  part  the  patient  must  pay. 

'The  hardship  that  falls  on  many  elderly  patients 
because  of  this  is  really  Medicare’s  fault,  not  the 
doctor’s. 

If  you  have  a problem  with  Medicare,  the  most 
effective  way  to  complain  about  it  is  to  write  a 
letter  to  your  congressman.  He’ll  listen  to  you  and 
Medicare  will  listen  to  him.  Medicare  says  com- 
plaints from  congressmen  don’t  get  any  special 
attention.  I don’t  believe  it  and  I don’t  think  you 
should  either.  Nobody  else  does. 

— Leonard  M.  Groupe 
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A NEW  CAREER 

— PSYCHIATRY  — 

Many  outstanding  Family  Practitioners  find 
that  during  a successful  career  their  needs  and  in- 
terests change  and  their  family’s  needs  change  — 
so  consider  a second  career  in  psychiatry. 

Our  program  is  a small,  truly  eclectic,  uni- 
versity-based program  in  Omaha  connected  with 
the  University  of  Nebraska  College  of  Medicine. 

We  balance  a carefully  planned  core  curriculum 
with  flexible  electives  in  the  best  tradition  of  mod- 
ern psychiatric  education. 

Our  faculty  has  highly  valued  the  Family 
Practitioners  we  have  trained  over  the  past  few 
years.  In  many  cases,  Doctor,  the  needs  of  psy- 
chiatry can  best  be  met  by  a return  to  the  same 
region  where  you  practiced  — in  a new  career. 

A salary  schedule  is  generously  available  that  will 
provide  for  you  and  your  family  during  three 
years  of  training.  A few  positions  are  still  avail- 
able at  the  Nebraska  Psychiatric  Institute  for 
1974.  Contact  us  for  an  interview  with  one  of 
our  Family  Practitioners  who  are  now  in  training. 

Write  Merrill  T.  Eaton,  Jr.,  M.D.,  Nebraska 
Psychiatric  Institute,  602  South  45th  Street, 
Omaha,  Nebraska  68106  or  call  Area  Code  402, 
541-4600. 

/ 


If  A Disability  Closed  the  Door  on  Your  Practice... 
Would  it  also  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury. 

Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Group  rates,  helps  see  to  it  that  your  family  will  have 
something  to  fall  back  on  should  you  become  sick  or  hurt 
and  unable  to  work  because  of  a covered  sickness  or 
accident 

ACT  NOW  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need  There's 
no  obligation 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  CO  80033 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 


Carl  Roderick 
2627  West  10th  Street 
Greeley,  CO  80631 


Tony  Occhiuto 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  CO  80932 


Mutual 

3^maha.xL' 

People  pou  con  count  on... 

Life  insurance  Affiliate:  United  of  Omaha 

MUTUAl  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA.  NEBRASKA 


Colorado  Medical  Society  Insurance  Program 
Please  send  me  full  details  on  the  Disability  Income 
Protection  Plan  available  to  me  as  a member. 

NAME 

ADDRESS 

CITY STATE ZIP 
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WANT  ADS 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver) . (303)  922-3525. 

873-5-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(303)  922-3525  (Southwest  Denver).  873-6-TFB 


FOR  SALE — 2-Doctor  building  plus  dental  office,  4 patient 
rooms,  business  office,  reception  room,  laboratory.  X-ray 
and  developing  room.  Air  conditioned,  3 baths  (one  private), 
all  equipment  inc.  EKG.  North  area — ready  to  go.  Call  Mrs. 
McLaughlin,  MCLAUGHLIN  & CO.,  INC.  6411  E.  Colfax 
Ave.,  Denver,  Colorado  80220.  (303)  377-2771.  1273-7-TFB 


FOR  LEASE — Front  Range  Medical  Arts  Building.  84th  and 
Bryant,  adjacent  to  St.  Anthony’s  North  Hospital.  Two  610 
sq.  ft.  suites  available  now.  8 suites  ready  to  be  built  to 
specification.  Call  Mrs.  McLaughlin,  MCLAUGHLIN  & CO., 
INC.,  6411  E.  Colfax  Ave.,  Denver,  Colorado  80220.  (303)  377- 
2771.  1273-8-TFB 


NEEDED;  FAMILY  PRACTITIONER  Northwest  Colorado. 

Pop.  2.500.  Smog-free  and  problem-free  environment,  ex- 
cellent schools,  K-Junior  college  (Flight  Training  and  Den- 
tal Hygiene).  Furnished  office  and  clinic  in  28-bed  hospital 
with  surgery,  obstetrics,  and  C.C.U.  Hunting  and  fishing 
nearby.  Contact:  Administrator,  Rangely  District  Hospital, 
Rangely,  Colorado  81648.  Tel:  (303)  675-2211,  Collect. 

174-1-3B 


SPACE  IN  QUALITY  BUILDING  in  Boulder,  Colorado.  308 
square  feet  of  office  space,  ideal  for  psychiatrist,  surgical 
examinations,  etc.,  in  Boulder  Medical  Arts  Building,  1136 
Alpine  Avenue,  Write  David  R.  Williams,  M.D.,  at  this  ad- 
dress, in  Boulder,  Colorado  80302,  or  call  (303)  444-1960. 

174-3-3B 


PRIME  MEDICAL  AREA,  DENV^ER.  Space  available  in  mod- 
ern professional  building  across  from  St.  Luke’s  Hospital. 
X-ray  laboratory,  optical  and  pharmacy  services  in  building. 
Attractive  rental  rates  include  off-street  parking  for  em- 
ployees and  patients,  security,  full  time  maintenance  man, 
etc.  Call  238-6433  for  information.  174-4-3B 


BLACK  HILLS— FAMILY  PRACTITIONERS  NEEDED  for 
rural  community,  3.000  population.  16  bed  general  hospital, 
80  bed  nursing  home,  good  schools,  40  minutes  from  larger 
medical  center.  18  miles  from  Mt.  Rushmore.  Located  in  the 
heart  of  vacation  land,  in  the  Black  Hills.  Contact:  D,  C. 
Kanwischer.  Administrator,  Custer  Community  Hospital, 
Box  272,  Custer,  South  Dakota  57730,  or  call:  (605)  673-2229. 

274-1-4B 


WANTED:  EMERGENCY  ROOM  PHYSICIAN  for  established 
Emergency  Room  in  Denver  area.  Low  workload,  great 
recreational  opportunities.  Part-time  and  full-time.  Send 
resume  to  Box  274-8-3B,  Rocky  Mountain  Medical  Journal, 
1601  East  19th  Avenue,  Denv-er,  Colorado  80218.  274-8-3B 


FOR  RENT— COLORADO  SPRINGS.  800  sq.  ft.  street  level 
suite  in  established  Medical /Dental  Building,  two  blocks 
from  Penrose  Hospital.  Write  2520  No.  Tejon,  Inc.,  2221  No. 
Meade  Avenue.  Colorado  Springs,  Colorado  80907,  or  call: 
(303)  632-4559  or  (303)  632-6862.  274-10-3B 


INTERNIST — Board  eligible  or  certified.  Needed  for  active 
96  bed  GM  & S Veterans  Administration  Hospital  with  new 
ICU  and  Nuclear  Medicine  units,  excellent  laboratory,  radi- 
ology anl  physical  therapy  support.  Annual  starting  salary 
$26,000  to  $30,000  depending  upon  training  and  experience. 
Excellent  fringe  benefits.  Will  pay  costs  for  travel  and  ship- 
ment of  household  goods.  Equal  opportunity  employer.  Li- 
censure required  in  one  of  the  fifty  states  or  District  of 
Columbia.  Abundant  outdoor  recreation;  pleasant  climate 
with  clean  air  in  attractive  Western  city  of  10.000.  Inquire: 
Frank  R.  Mohs.  Chief  of  Staff,  VA  Hospital,  Miles  City,  MT 
59301  or  call  collect  (460  ) 232-3060,  Extension  11.  274-3-2B 


FOR  RENT;  OFFICE  SPACE,  Lutheran  Medical  Building,  ad- 
jacent to  Lutheran  Hospital  in  Denver  suburb.  Designed 
specifically  for  psychiatrists  or  psychologists  in  conjunction 
with  three  other  psychiatric  office  units.  Large  group  room 
available.  Call  Dr,  Cline,  (303)  674-5503.  274-4-2B 


EXCELLENT  MEDICAL  AND  DENTAL  OPTIONS  AVAIL- 
ABLE. Up  to  7,500  square  feet.  Partitioned,  carpeted,  and 
decorated  as  you  like.  Air-conditioning,  heat  and  adequate 
parking.  New  building.  Grasser  Building.  2760  - 29th  Street, 
Boulder,  Colorado  80301.  Phone  (303(  443-4983.  174-5-3B 


WAN’TED:  PHYSICIAN  to  take  over  General  Practice.  Across 
street  from  lOO-bed  hospital.  Alternate  calls  with  six  GP’s. 
Equipment  optional.  Write:  B.  E.  Peterson,  M.D.,  1850  Moun- 
tain View,  Longmont,  Colorado  80501,  or  call  (303)  776-5172. 

174-6-3 


PHYSICIANS  WAOTED.  Two  men  to  join  nine  -man  multi- 
specialty group  in  scenic  Glenwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact;  Dr.  Orrie  Clemens  or  Dr.  G.  Thomas 
Morton,  Glenwood  Medical  Associates,  1905  Blake.  Glenwood 
Springs,  Colorado  81601,  or  call  (303)  945-5441.  374-4-TFB 


NORTHGLENN  MEDICAL  OFFICE  SPACE  AVAILABLE.  Join 
seven  physicians  and  two  dentists  in  prime  location  in  north 
suburban  Denver.  Excellent  opportunities  for  ophthalmologist. 
Call  Dr.  Fischer:  (303  ) 452-2766.  374-1-lB 


WAN’TED  PHYSICIAN— CARSON  CITY,  NEVADA,  offers 
clean  air,  unexcelled  recreational  facilities,  rural  living, 
minutes  from  Reno,  4 hours  from  San  Francisco:  Welfare 
Medical  Care  Officer,  classified  State  position;  Minor  L. 
Kelso,  Chief,  Medical  Services:  (702)  882-7581.  374-2-lB 


MEDICAL  OFFICE  SPACE  available  on  West  38th  Ave.  in 
Wheat  Ridge,  Colorado.  Busy  dental  practice  in  adjacent 
space  giv’es  good  exposure  to  a new  practice.  Recently  dec- 
orated. Phone;  (303)  424-6421.  374-3-1 


WANTED:  ASSOCIATE,  General  Practitioner  or  Family  Prac- 
titioner. Suburban  area  of  NW  Denver,  Colorado.  Write: 
Donald  E.  Zimmerman.  M.D..  7290  Samuel  Drive,  Denver, 
Colorado  80221.  Call:  (303)  427-1411.  374-5-3 


GROUP  OF  BOARD-CERTIFIED  INTERNISTS  wish  to  cover 
Denver  area  practice  on  weekends.  Write  Box  374-6-1,  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver, 
Colorado  80218.  374-6-1 


PEDIATRICIAN  for  Agjen,  Colorado,  mixed  corporate  group 
of  GP’s  and  specialists  with  no  pediatrician.  Percentage 
of  gross  with  minimum  guarantee  leading  to  stock  options. 
Contact:  D.  L.  McMillan,  M.D.,  Box  660,  Aspen,  Colorado 
81611.  374-7-3B 


N’EW  MEDICAL  DENTAL  BUILDING  in  prime  Southeast 
Denv'er  location  adjacent  to  new  Southglenn  Shopping  Cen- 
ter. Design  your  suite  to  fit  your  needs.  Suite  finishing  allow- 
ance. Completion  date.  February  1974.  Contact  J.  A.  Murlin, 
5500  E.  Yale  Ave.,  Denver,  80222  or  call:  (303)  757-7471. 

374-8-3B 
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Green  Gables  Professional  Pork 


Jewell  and  Pierce,  Lakewood,  Colo.  (Southwest  Denver) 


FOR  LEASE 


MEDICAL  SPACE 

(Courtyard  Entrances) 


• Located  in  Jefferson  County, 
Colorado's  most  rapidly 
growing  county. 
• Lowest  medical  population 
in  Metro  Denver. 


1880  So.  Pierce 
Suite  #4 

Lakewood,  Colorado  80226 
Phone;  (303)  934-2166 


Suites  from  960-2560  square  feet  to  accommodate 
25  physicians  in  single  and  associate  practices 


• Easy  access 
• Generous  parking 
• Pharmacy 
• Occupancy  beginning 
March  1974 
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Colorado  Medical  Society 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
.year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Kenneth  A.  Kahn,  Boulder. 

President-eleet:  Howard  T.  Robertson,  Denver. 

\Tce  President:  Harlan  B Huskey,  Fruita. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 
Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  .\.M.A.:  Ray  G.  Witham,  Craig,  Dec.  31, 
1974;  John  M.  Wood,  Englewood,  Dec.  31,  1975;  Robert  E. 
McCurdy,  Denver,  Dec.  31.  1975. 

■Mternate  Delegates  to  the  .\.M.A.;  Clyde  E.  Stanfield,  Dec. 
31,  1974;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1975; 
Kenneth  A.  Platt,  Westminster,  Dec.  31,  1975. 

Speaker.  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Vice  Speaker,  House  of  Delegates:  Robert  A.  O’dell,  Aurora. 
Foundation  Advocate:  H.  Sol  Cersonsky,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  .Mountain  Medical  Journal:  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus.  Rocky  Mountain  Medical  Journal: 
Douglas  W.  Macomber.  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  60218.  Telephone  (3031  534-8580. 


Montana  Medical  Association 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  of  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1974  Annual  Meeting. 

President:  John  R.  Burgess.  Jr.,  Helena. 

President-eleet:  John  R.  Halseth,  Great  Falls. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Seeretary-Treasurer:  James  E.  Elliott,  Havre. 
Delegate  to  the  .A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Exeeutive  Committee:  John  R.  Burgess,  Jr.,  Helena;  John  R. 
Halseth,  Great  Falls;  David  Gregory,  Glasgow;  Robert  P. 
Yost,  Missoula;  James  E.  Elliott,  Havre;  Herbert  T.  Caraway, 
Billings;  Mark  B.  Listerud,  Wolf  Point;  Hollis  K.  Lefever, 
Lewistown;  A.  L.  Vadheim,  Bozeman. 

Seientific  Editor  for  Montana.  Rocky  Mountain  Medical 
Journal:  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  G. 
Brian  Zins,  Helena. 

Executive  Director:  Mr.  G.  Brian  Zins,  2021  11th  Avenue, 
Suite  12,  Helena,  Montana  59601,  Telephone  (406)  443-4000. 


.Nevada  State  Medical  .4ssociation 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Thomas  K.  Hood,  Elko. 

President-elect:  William  K.  Stephan,  Las  Vegas. 
Secretary-Treasurer:  John  L.  Holmes,  Las  Vegas. 

Immediate  Past  President:  John  P.  Sande,  Reno. 

Delegate  to  .\.M.A.:  Hugh  C.  FoUmer,  Las  Vegas. 

Alternate  Delegate  to  .A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada.  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon.  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada.  Rocky  Mountain  Med- 
ical Journal:  Bernard  K.  Guerin,  Reno. 

.\ssociate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Richard 
G.  Pugh,  Reno. 

Executive  Director:  Mr.  Richard  G.  Pugh,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  825-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Armin  T.  Keil  Raton. 

President-elect:  U.  G.  Hodgin,  Jr.,  Albuquerque. 

V'ice  President:  Robert  E.  Cutler,  Espanola. 
Secretary-Treasurer:  Ronald  V.  Dorn,  Jr.,  Albuquerque. 
Immediate  Past  President:  Don  R.  Clark,  Roswell. 

Speaker.  House  of  Delegates:  William  J.  Hossley,  Deming. 

V'ice  Speaker,  House  of  Delegates:  John  D.  Abrums, 
Albuquerque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis. 

Alternate  Delegate  to  .V.M..V.:  Emmit  M.  Jennings,  Roswell. 
Councilors  for  Three  Years:  William  C.  Gorman,  Albuquerque; 
Jerome  P.  Pucelick,  Las  Cruces. 

Councilors  for  Two  Years:  Samuel  E.  Neff,  Clovis;  Walter  J. 
Hopkins,  Lovington;  Jack  L.  Coats,  Farmington. 

Councilors  for  One  Year:  Adrian  H.  Bodelson,  Santa  Fe;  John 
J.  Smoker,  Raton. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

.Assistant  Scientific  Editor  tor  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

.Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall.  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 
Assistant  Executive  Director:  Mr.  Thomas  A.  Bodnar, 
Albuquerque. 


Utah  State  Medical  Association 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1974  Annual  Session. 

President:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 
President-elect:  Howard  G.  McQuarrie,  Murray. 

Past  President:  William  R.  Christensen,  Granger. 

Honorary  President:  George  S.  Diumenti,  Bountiful. 
Secretary  ’74:  Dale  G.  Johnson,  Salt  Lake  City. 

Treasurer  ’74:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’74:  Wm.  Knox  Fitzpatrick,  Salt  Lake 
City. 

Delegate  to  A.M.A.  ’75:  Drew  M.  Petersen,  Salt  Lake  City. 
Alternate  Delegate  to  A.M.A.  ’74:  Richard  H.  Keller,  Mur- 
’.•ay. 

Alternate  Delegate  to  A.M.A.  ’75:  Alan  R.  Nelson,  Salt  Lake 
City. 

Chairman  of  the  Board,  Blue  Shield  of  Utah:  George  H. 
Lowe,  Ogden. 

Speaker,  House  of  Delegates,  ’75:  Wm.  Knox  Fitzpatrick, 
Salt  Lake  City. 

Vice  Speaker,  House  of  Delegates  ’75:  Harold  V.  Liddle,  Salt 
Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Lew'is  J.  Barton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W Brewster,  42  South  Fifth 
East  Street,  Salt  Lake  City,  Utah  84102.  (Telephone  (801) 
355-7477. 

\^’yoniing  State  Medical  Society 

OFICERS — 1974 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1974.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  A.M.A.)  expire  at 
the  end  of  the  calendar  year  rather  than  at  the  Annual 
Session. 

President:  Paul  R.  Yedinak,  Rock  Springs. 

President-elect:  Donald  B.  Hunton,  Cheyenne. 

Vice  President:  Patrick  D.  Nolan,  Buffalo. 

Secretary:  James  E.  Stoetzel,  Pine  Bluffs. 

Treasurer:  Archie  P.  Kirsch,  Rawlins. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 
Vice-Speaker  of  the  House:  (currently  vacant). 

Immediate  Past  President:  Donald  F.  Mahnke,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (30'7)  634-7305. 
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ASTHMA-HAYFEVER-ALLERGY  SUFFERERS 

Protect  Yourself  and  Your  Family  Against  Irritating  Pollens,  Bacteria,  Smoke  and  other  Pollutants. 

BREATHE  FRESH.  PURE  AIR... 


Remove  Air  Pollution  in  Your  HOME  With  a ..  . 


TAX  DEDUCTIBLE 

When  prescribed  by  your  Doctor 

• Absolute  filter — high  efficiency,  long  life — no  bothersome 
cleaning. 

• No  cracking  or  popping — no  toxic  ozone  emissions. 

• Gentle  oir  flow — no  drafts. 


CLEAN 

AIR 

PURIFIER 

(NON  ELECTROSTATIC) 

Removes  up  to  99%  of  foreign  particles  in 
room  air.  Smoke,  dust,  pollens,  bacteria  and 
other  contaminants  are  eliminated.  Developed 
for  NASA  for  use  in  the  space  program.  Tested 
by  the  National  Bureau  of  Standards. 


CLEANER  AIR  FOR  BETTER  LIVING 


COMMERCIAL  UNITS 
AVAILABLE 


Master  Charge 


Clean  Air  Distributors,  Inc. 

10100  W.  27th  Avenue 
Lakewood,  Co.  80215 
(303)  232-4616 


Clean  Air  Purifiers  are  quality  built, 
using  top  grade  materials  and  the  fin- 
est construction.  Designed  for  long 
life,  they  are  sold  on  a performance 
guaranteed  basis. 

BankAmericard 
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irritations  of 
day  are  often 
ted  in  his  gut. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI-or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years.  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  ’/z  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

takes  care  of  the  gut  issue 
in  irritable  colon 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  Is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680  352 


SEARLE 


THE  THRILL  IS  BACK 


LOOK  FOR  THE  BEST! 


OMY  THE  BEST  CAN  SATISFY  THE  SEARCH 
FOR  EXCELLENCE 

THE  LESS-THAN  EXCELLENT  IS  LESS-THAN-RICHT! 

BEFORE  CIVINC  VP  THE  SHIP, 

TAKE  VP  THE  SHIP  OF  EXCELLENCE  - 

THE  TURBO  VIKING  IS  THE  ONE. 

We  Build  the  Custom-Crafted  Bellanca  Viking.  Take  it  up  to  25.000  feet  at 
225  MPH  to  sense  its  “Twin-Engine"  performance.  This  is  a single-engine 
300  HP  Plane,  selling  for  $10,000  to  $25,000,  below  anything  in  its  class. 

Inquire  into  our  Ambassador  Program  for  Full  Tax  Shelter  as  well  as  Income  — 
Find  out  why  Bellanca  is  now  NUMBER  THREE  in  the  world  in  Single  Engine 
Production. 

FLY  THE  CITABRIA 

The  only  production  utility-sport  AEROBATIC  plane  in  the  U.S. 

See  it  all  at  the  foot  of  the  Rockies  — Boulder  Municipal  Airport,  main  terminal 

AARDVARK  AERO  ASSOCIATES,  INC. 

CALL;  (303)  442-3131 
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your  choice  of  sleep  medicatbn 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalma 
I I . f 1 (flurazepam  HCO;  no  depression  of  cardiac  or  respiratory  functi 

S3TGlV  was  noted  in  patients  administered  recommended  or  higherdo: 

^ for  as  tong  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldom 
quired  discontinuance  of  therapy.  Morning  "hang-over”  with  Dalmane  has  been  relatively  infrequent.  Diz 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  f req  uently, 
particularly  in  the  elderly  and  debilitated.  [An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.} 


sleep  for  7 to  8 houn 
without  need  to 


repeat  dosage  No  sleep  me 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  patier 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  1 7 minutes,  had  fewer  nigi 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  repe 
dosage  during  the  night. 


5ep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

JpIQIQfOpjQW  secutive  nights  of  administration, 
^ with  no  need  to  increase  dosage. 
)almane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a 
Ddiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
ite or  methaqualone,  nor  is  it  related  chemically  to  any  other 
ibie  hypnotic. 

Vhen  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
cation,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
turate  agent  proved  effective  and  relatively  safe  for  relief  of 
nnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  rt.s. —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients] 

One  15-mg  capsule  h.s. —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  and  m acute 
or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g..  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness. 
Iightheadedness.  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation.  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints. 

There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage,  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 
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“Send  it  out  to 
Bio-Science. 

It’s  important.” 


Yes,  it  happens.  Some  of  our 
clients  tell  us  they  send  only  the  important 
specimens,  or  the  important  tests  to 
Bio-Science. 

But... are  there  any  unimportant 
patients?  Of  course  not.  If  a test  is  worth 
running  at  all,  if  a result  is  worth  entering  in  the  chart,  it’s 
worth  the  best  care  and  attention  you  can  get  from  a 
referral  laboratory— and  that  means  sending  it  to  Bio-Science. 

Whether  sent  to  our  Main  Laboratory  in  Van  Nuys, 
or  to  our  Branch  Laboratories  in  Philadelphia  or  in 
New  York,  you  are  assured  of  the  same  quality  control, 
the  same  methods,  the  same  normals— all  backed 
by  the  name  and  reputation  of  Bio-Science  Laboratories. 


Bio-Science 

Laboratories 

Main  Lab:  7600  Tyrone  Ave., 

Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 

New  York  Branch:  5 Nassau  St., 
Rockville  Centre,  N.Y.  11570 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 

Van  Nuys,  California  91405  Dept.  DD 

5 Nassau  St., 

Rockville  Centre,  N.Y.  11570 

116  So.  Eighteenth  St., 

Philadelphia,  Pa.  19103 

Gentlemen:  Please  send  me,  without  obligation: 

□ A copy  of  your  Handbook  of  Specialized  Diagnostic 
Laboratory  Tests 

□ A lab  pack  containing  a small  supply  of  postage-paid 
mailing  containers  and  Fee  Schedule 

Name 

Address 

City State Zip  _ 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to-date 
on  the  newer  laboratory  tests, 
many  of  which  are  not  yet 
in  the  textbooks,  but  are  now 
available  to  all  clinicians  from 
Bio-Science  Laboratories.  You 
will  find  it  a handy  reference 
guide  for  normal  values  and  quick 
summations  on  tests  which  can 
aid  in  your  diagnostic  problems. 
Copies  are  available  to  physicians 
and  lab  personnel  without  obligation. 
Simply  fill  out  and  mail  this  coupon. 


When  low  back  nain 
interferes 


Help  reUeve  pain,  restore  mobility  with 

PARAFON  FORTE  Tablets 

PARAFLEX®  Cchlorzoxazone)t  250  mg  TYLENOL®  Cacetaminophen]  300  mg 

*This  drug  has  been  evaluated  as  possibly " effective  for  this  indication 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 

Contraindications,  Warnings,  Precautions  and  Adverse  Reactions.  © mcn  73 


PARAFON  FORTE  Tablets 
help  relieve  pain, 
restore  mobility  and 
stop  paimspasm 
feedback  by  providing: 

a non  salicylate  analgesic  equal  to 
.aspirin  for  relief  of  pain, ^>2  yej-  unlikely 
“^to  cause  the  gastric  irritation,^'^ 
allergic  reactions^  or  increased  bleeding 
time"^  associated  with  aspirin  therapy. 

land  a skeletal  muscle  relaxant 
shown  in  extensive  clinical  studies  to  be 
useful  in  a variety  of  low  back 
disorders^' but  which  is  not  an 
i antihistamine  or  tranquilizer  derivative 
land  is  unlikely  to  produce  a 
, tranquilizing  or  sedative  effect.® 


‘Indications  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 

Possibly  " effective  for  the  relief  of  severe  skeletal  muscle  pain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  (including  acute  exacerbations  of  chronic  conditions) 


Contraindications;  Sensitivity  to  either  component 
Warnings;  Usage  in  Pregnancy-Use  in  woman  of  child-bearing 
potential  only  when  potential  benefits  outweigh  possible  risks. 
Precautions;  Exercise  caution  in  patients  with  known  allergies  or 
history  of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
be  stopped 

Adverse  Reactions;  Occasionally,  drowsiness,  dizziness,  lighthead- 
edness,  malaise,  overstimulation  or  gastrointestinal  disturbances 
may  be  noted;  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
moses.  angioneurotic  edema  or  anaphylactic  reactions  In  rare  in- 
stances, Paraflex  (chlorzoxazone)  may  possibly  have  been  associ- 
ated with  gastrointestinal  bleeding  While  Paraflex  (chlorzoxazone) 
and  chlorzoxazone-containing  products  have  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
tients, It  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
drug  induced 

Usual  Adult  Dosage;  Two  tablets  q i d 

Supplied;  Scored,  light  green  tablets,  imprinted  " McNEIL"  — 

bottles  of  too 
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The  more  pl^sicians 
consider  the  hemodynamics  of! 
lowering  hlood  pressure... 


sure  itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyidopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


the more  physicians  rely 
on  this  unique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
allymaintained  with  nocardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Some  patients  on  continuous 
methyidopa  therapy  may  de- 
velop a positive  direct  Coombs 
test.  For  more  details,  see  the 
brief  summary  of  prescribing 
information. 

Contraindicated  in  active  he- 
patic disease  and  known  sensi- 
tivity to  the  drug.  Not  recom- 
mended in  pheochromocytoma 
or  pregnancy.  It  should  be  used 
with  caution  in  patients  with  a 
history  of  liver  disease  or  dys- 
function. Discontinue  the  drug 
if  fever,  abnormal  liver  func- 
tion, jaundice,  or  acquired 
hemolytic  anemia  occurs. 


In  most  cases  of  sustained  moderate  hypertension 

- TABLETS,  250  mg 

ALDOMET 

(METHYLDOPA  MSDj 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(METHYLOOPA  MSO) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  known  sen- 
sitivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  Acquired  hemolytic  anemia  has  occurred 
rarely  in  association  with  therapy  with  methyidopa. 
Should  clinical  symptoms  indicate  the  possibility 
of  anemia,  hemoglobin  and/or  hematocrit  deter- 
minations should  be  performed.  If  anemia  is  pres- 
ent, appropriate  laboratory  studies  should  be  done 
to  determine  if  hemolysis  is  present.  Evidence 
of  hemolytic  anemia  is  an  indication  for  discontin- 
uation of  the  drug.  Discontinuation  of  methyidopa 
alone  or  the  initiation  of  adrenocortical  steroids 
usually  results  in  a prompt  remission  of  the  ane- 
mia. Rarely,  however,  fatalities  have  occurred. 

Some  patients  on  continued  therapy  with  methyi- 
dopa develop  a positive  direct  Coombs  test;  inci- 
dence reported  has  averaged  between  10%  and 
20%.  It  rarely  occurs  in  first  six  months  of  ther- 
apy, and  if  not  seen  within  twelve  months,  is  un- 
likely to  develop  with  continued  administration. 
Positive  Coombs  test  is  dose-related;  lowest  in- 
cidence occurs  in  patients  on  1 g methyidopa  or 
less  per  day.  Reversal  of  the  positive  Coombs  test 
occurs  within  weeks  to  months  after  discontinua- 
tion of  methyidopa.  Prior  knowledge  of  a positive 
Coombs  reaction  aids  in  evaluation  of  cross  match 
for  transfusions.  Patients  with  positive  Coombs 
tests  at  time  of  cross  match  may  exhibit  incom- 
patible minor  cross  match.  When  this  occurs,  an 
indirect  Coombs  test  should  be  performed.  If  nega- 
tive, transfusion  with  blood  otherwise  compatible 
in  the  major  cross  match  may  be  carried  out.  If 
positive,  advisability  of  transfusion  with  blood 
compatible  in  major  cross  match  should  be  deter- 
mined by  hematologist  or  expert  in  transfusion 
problems. 

Fever  has  occurred  within  first  three  weeks  of  ther- 
apy, sometimes  with  eosinophiiia  or  abnormalities 
in  liver  function  tests,  such  as  serum  alkaline 
phosphatase,  serum  transaminases  (SCOT,  SGPT), 
bilirubin,  cephalin  cholesterol  flocculation,  pro- 
thrombin time,  and  bromsulphalein  retention.  Jaun- 
dice, with  or  without  fever,  may  occur,  with  onset 
usually  in  the  first  two  to  three  months  of  therapy. 
Rare  cases  of  fatal  hepatic  necrosis  have  been  re- 
ported. Liver  biopsy  in  several  patients  with  liver 
dysfunction  has  shown  microscopic  focal  necrosis 
compatible  with  drug  hypersensitivity.  Rarely,  re- 
versible reduction  in  leukocyte  count  with  primary 
effect  on  granulocytes  has  been  seen;  reversible 
agranulocytosis  has  been  reported.  Methyidopa 
may  interfere  with  measurement  of  creatinine  by 
alkaline  picrate  method  and  of  uric  acid  by  phos- 
photungstate  method.  When  used  with  other  anti- 
hypertensive drugs,  potentiation  of  antihyperten- 
sive action  may  occur. 

Usage  in  Pregnancy  and  Childbearing  — Not 


recommended  in  pregnancy.  In  women  of  child- 
bearing age,  weigh  potential  benefits  against  pos- 
sible fetal  hazards. 

Precautions:  Perform  periodic  hepatic  function 
tests  and  white  cell  and  differential  blood  counts 
during  first  six  to  twelve  weeks  of  therapy  or  in 
unexplained  fever.  Discontinue  if  fever,  abnormal- 
ities in  liver  function  tests,  or  jaundice  appears. 
Since  methyidopa  causes  fluorescence  in  urine  sam- 
ples at  the  same  wavelengths  as  catecholamines, 
spuriously  high  levels  of  urinary  catecholamines 
may  be  reported.  This  will  interfere  with  the  diag- 
nosis of  pheochromocytoma.  Discontinue  drug  if 
involuntary  choreoathetotic  movements  occur  in 
patients  with  severe  bilateral  cerebrovascular  dis- 
ease. Anesthetics  requirements  may  be  reduced; 
hypotension  occurring  during  anesthesia  usually 
can  be  controlled  with  vasopressors.  Hypertension 
may  occur  after  dialysis  because  methyidopa  is 
removed  by  this  procedure. 

Dosage  should  be  limited  initially  to  500  mg  daily 
when  following  previous  antihypertensive  agents 
other  than  thiazides.  Do  not  exceed  recommended 
daily  dose  of  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sen- 
sitivity in  those  with  advanced  arteriosclerotic 
vascular  disease;  this  may  be  avoided  by  lower 
doses.  Tolerance  occasionally  seen  either  early  or 
late,  but  .more  likely  between  second  and  third 
month  after  initiation  of  therapy;  increased  dos- 
age or  combined  therapy  with  a thiazide  frequently 
restores  effective  control. 

Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure, including  dizziness,  lightheadedness,  and 
symptoms  of  cerebrovascular  insufficiency,  are 
seen  occasionally.  Angina  pectoris  may  be  aggra- 
vated. Symptoms  of  orthostatic  and  exercise  hypo- 
tension may  occur;  if  symptoms  occur,  reduce 
dosage.  Bradycardia,  nasal  stuffiness,  mild  dry- 
ness of  mouth,  and  gastrointestinal  symptoms  in- 
cluding distension,  constipation,  flatus,  and  diarrhea 
occur  occasionally;  these  can  be  relieved  by  reduc- 
ing dosage.  Nausea  and  vomiting  have  been  re- 
ported in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation 
of  salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  Rarely,  urine  ex- 
posed to  air  may  darken  due  to  breakdown  of 
methyidopa  or  its  metabolites.  Other  rare  reac- 
tions include  breast  enlargement,  lactation,  impo- 
tence, decreased  libido,  skin  rash,  mild  arthralgia, 
myalgia,  paresthesias,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression,  reversible  thrombocyto- 
penia, drug-related  fever  and  abnormal  liver  func- 
tion studies  with  jaundice  and  hepatocellular 
damage  (see  Warnings  and  Precautions),  rise  in 
BUN,  and  a single  case  of  bilateral  Bell’s  palsy. 

Supplied:  Tablets,  containing  250  mg  methyidopa 
each,  in  single-unit  packages  of  100  and  bottles 
of  100  and  1000. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  INC., 
West  Point,  Pa.  19486 


Let’s  make 
blood  pressure 
“required 
reading” 
for  ail 
physicians. 


With  recent  estimates  that  about 
23  million  Americans  have  high 
blood  pressure— and  that  half  of 
them  are  not  even  aware  of  it— 
detection  of  the  problem  in 
asymptomatic  persons  has  be- 
come an  issue  of  national 
importance. 


Family  physicians  are  being 
urged  to  take  blood  pressure 
readings  as  a matter  of  office 
routine,  regardless  of  the  pre- 
senting complaint  or  the  reason 
for  the  visit.  And  because  many 
people  do  not  see  a family 
physician  for  relatively  long 
periods  of  time,  some  experts 
are  suggesting  that  ophthalmolo- 
gists, gynecologists,  derma- 
tologists, orthopedists,  psy- 
chiatrists, dentists,  school 
nurses,  family  planning  coun- 
selors, and  other  health-care 
personnel  make  blood  pressure 
reading  a routine  part  of  every 
examination  or  consultation. 


Of  course,  a diagnosis  of  hyper- 
tension cannot  b^e  made  on  the 
basis  of  a single  reading,  but 
routine  blood  pressure  readings 
can  uncover  potential  trouble  in 
a certain  proportion  of  patients. 
And  when  trouble  is  suggested, 
further  evaluation  can  be  pur- 
sued more  effectively. 


Blood  pressure - 
“required  reading” 
for  all  physicians. 
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Ifs  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 
The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 


' 

Druggists 


The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associatioi 

viThe  Executive  Committee  of  the 
/'  ^ National  Association  of  Retail 


The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


i 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
;o  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tionsand  professional  traditions  which 
prohibitthe  unauthorized  substitution 

I of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
^tion  has  been  achieved  through 
jl  mutual  respect  as  well  as  a common 
[concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
' reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
‘ discussion  and  selection  of  the 
. source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
'of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.  C.  20005 
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The  medical  profession  led  all  major  institu- 
tions in  public  esteem  in  two  recent  surveys. One, 
conducted  by  Louis  Harris  and  Associates  for  the 
Senate  Government  Operations  Subcommittee, 
showed  that  57%  of  those  polled  expressed  a great 
deal  of  confidence  in  the  profession.  Other  rank- 
ings were  universities,  44%;  TV  news,  41%;  mili- 
tary, 40%;  Senate,  30%;  the  press,  30%;  major 
companies,  29%;  House  of  Representatives,  29%; 
labor.  20%;  Executive  Branch  of  the  federal  gov- 
ernment 19%,  In  the  other  poll,  the  National  Sci- 
ence Foundation  asked  2,220  adults  to  list  nine 
professions  in  order  of  admiration  and  esteem. 
Physicians  were  first,  scientists  second,  clergy- 
men third, 

A $326,620  grant,  provided  by  the  W.K.  Kel- 
logg Foundation  and  dispensed  through  AMA- 
ERF,  will  provide  funds  for  staff,  special  pro- 
jects and  activities  of  the  newly  formed  National 
Joint  Practice  Commission.  The  commission, 
established  in  August  by  the  AMA  and  the  Amer- 
ican Nurses  Assn.,  will  examine  the  roles  and 
functions  in  medical  and  nursing  practice;  im- 
prove communication  between  medicine  and  nurs- 
ing and  address  the  problems  which  affect  nurse- 
physician  relationships.  The  commission's  office 
is  at  the  John  Hancock  Center,  875  N.  Michigan 
Ave.,  Suite  1864,  Chicago,  III.  60611.  The  phone 
number  is  (312)  751-1460. 

Several  states  have  responded  to  recommenda- 
tions made  by  the  AMA's  Council  on  Mental  Health 
on  the  treatment  and  rehabilitation  of  physicians 
whose  ability  to  practice  has  been  impaired  by 
psychiatric  disorders,  including  alcoholism  and 
drug  dependence.  The  report,  approved  by  the 
House  of  Delegates  in  November,  1972,  advised 
discussion  of  the  problem  with  the  affected  phy- 
sician and  referral  to  the  medical  staff  of  his 
hospital,  state  or  county  medical  society,  or  ap- 
propriate licensing  body.  The  Committee  on 
Mental  Health  of  the  Ohio  State  Medical  Assn, 
has  been  asked  by  its  state  council  to  select 
three  members  to  serve  on  an  advisory  com- 
mittee and  assist  in  considering  cases  of  phy- 
sicians with  mental  health,  alcohol  and  drug  prob- 
lems. The  Committee  on  Alcohol  and  Drug  De- 
pendence of  the  Michigan  State  Medical  Society 
is  working  on  guidelines  to  implement  the  AMA 
report.  A workshop  on  the  “problem  doctor”  is 
being  planned  for  February  by  the  Washington 
State  Medical  Assn. 


Effective  Jan.  1,  all  insurance  companies  doing 
business  in  Oregon  are  required  to  use  the 
AMA’s  uniform  claim  form  for  health  insurance. 
The  form,  developed  by  an  AMA-sponsored  work 
group,  was  recommended  to  the  state  insurance 
commissioner  by  a study  committee  he  appointed 
following  the  Oregon  Legislature’s  action  requir- 
ing a uniform  claim  form.  AMA’s  Dept,  of  Health 
Insurance  reports  that  several  medical  societies 
are  investigating  the  possibility  of  similar  action 
in  their  states. 

The  1974  schedule  for  AMA  Speakers  and 
Leadership  Programs  has  been  announced.  The 
three  conferences  will  be  held  March  8-10, 
Aug.  30-Sept.  1,  and  Nov.  15-17  at  the  Marriott 
Motor  Hotel,  Chicago.  Advanced  techniques  in 
the  preparation  of  messages,  delivery  and  the 
fielding  of  questions  will  be  covered  in  theory 
and  drills.  Physicians,  medical  executives  and 
auxiliary  members  are  eligible  to  attend.  The 
registration  fee  is  $75.  For  information  write 
AMA  Speakers  and  Leadership  Programs,  AMA 
Headquarters. 

The  quality  of  life  in  the  later  years  is  the  sub- 
ject of  the  AMA's  Third  National  Congress  on  the 
Ouality  of  Life,  April  1-3,  at  the  Marriott  Motor 
Hotel,  Chicago.  Two  phases  in  the  life  cycle,  the 
transitional  years  (55-65)  and  the  later  years  will 
be  considered.  Representatives  from  varied  dis- 
ciplines will  be  brought  together  to  plan  coordi- 
nated and  comprehensive  action  programs  at  the 
national,  regional,  state  and  local  levels  to  pro- 
mote the  quality  of  human  life.  For  information 
write,  Cuality  of  Life  Congress  III,  AMA  Head- 
quarters. 

Available  from  AMA:  Wait  for  Today,  the 
second  in  a three-part  series  of  films  on  the 
health  and  health-related  needs  of  the  poor.  It 
and  the  first  film.  Instead  of  El  Dorado,  are 
available  for  use  from  the  Dept,  of  Radio  and 
Television,  AMA  Headquarters. . Bulk  orders  of 
a research  paper,  “A  Scientific  Test  of  Chiro- 
practic Theory,”  conducted  by  Edmund  S.  Crelin, 
PhD,  which  says  that  subluxation,  the  theory  on 
which  chiropractic  is  based,  does  not  occur.  The 
charge  for  orders  of  up  to  100  is  $2,  and  500  for 
each  additional  100.  Write,  with  payment  en- 
closed, to  Crder  Dept.,  AMA  Headquarters. 
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efore  prescribing,  see  complete  prescribing 
iformation  in  SK&F  literature  or  PDR.  TTie 
)llowing  is  a brief  summary, 
idications:  Edema  associated  with  congestive 
;art  failure,  cirrhosis  of  the  liver,  the  nephrotic 
/ndrome;  steroid-induced  and  idiopathic 
lema;  edema  resistant  to  other  diuretic  therapy. 
Iso,  mild  to  moderate  hypertension, 
ontraindications:  Pre-existing  elevated  serum 
otassium.  Hypersensitivity  to  either  com- 
onent.  Continued  use  in  progressive  renal  or 
epatic  dysfunction  or  developing  hyperkalemia, 
'arnings:  Do  not  use  dietary  potassium  supple- 
lents  or  potassium  salts  unless  hypokalemia 
evelops  or  dietary  potassium  intake  is  markedly 
npaired.  Enteric-coated  potassium  salts  may 
ause  small  bowel  stenosis  with  or  without 
Iceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
een  reported  in  4%  of  patients  under  60  years, 

I 12%  of  patients  over  60  years,  and  in  less 
aan  8%  of  patients  overall.  Rarely,  cases  have 
een  associated  with  cardiac  irregularities, 
vccordingly,  check  serum  potassium  during 
aerapy,  particularly  in  patients  with  suspected 
r confirmed  renal  insufficiency  (e.g.,  elderly  or 
iabetics).  If  hyperkalemia  develops,  substitute 
thiazide  alone.  If  spironolactone  is  used 
oncomitantly  with  ‘Dyazide’,  check  serum 
otassium  frequently  —both  can  cause  pxatassium 
etention  and  sometimes  hyperkalemia.  Two 
eaths  have  been  reported  in  patients  on  such 
ombined  therapy  (in  one,  recommended 

losage  was  exceeded;  in  the  other,  serum  elec- 
rolytes  were  not  properly  monitored).  Observe 
latients  on  ‘Dyazide’  regularly  for  possible 
ilood  dyscrasias,  liver  damage  or  other  idio- 
yncratic  reactions.  Blood  dyscrasias  have  been 
eported  in  patients  receiving  Dyrenium 
triamterene,  SK&F).  Rarely,  leukopenia, 
hrombocytopenia,  agranulocytosis,  and  aplastic 
nemia  have  been  reported  with  the  thiazides. 
Vatch  for  signs  of  impending  coma  in  acutely 

II  cirrhotics.  Thiazides  are  reported  to  cross  the 
ilacental  barrier  and  appear  in  breast  milk. 

Tiis  may  result  in  fetal  or  neonatal  hyperbili- 
ubinemia,  thrombocytopenia,  altered  carbo- 
liydrate  metabolism  and  possibly  other  adverse 
eactions  that  have  occurred  in  the  adult.  When 
ised  during  pregnancy  or  in  women  who  might 
lear  children,  weigh  potential  benefits  against 
xjssible  hazards  to  fetus. 

’recautions:  Do  periodic  serum  electrolyte  and 
iUN  determinations.  Do  periodic  hematologic 
•tudies  in  cirrhotics  with  splenomegaly.  Anti- 
lypertensive  effects  may  be  enhanced  in  post- 
:ympathectomy  patients.  The  following  may 
iccur:  hyperuricemia  and  gout,  reversible 
litrogen  retention,  descreasing  alkali  reserve 
vith  possible  metabolic  acidosis,  hyperglycemia 
ind  glycosuria  (diabetic  insulin  requirements 
nay  be  altered),  digitalis  intoxication  (in 
lypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
igents  may  result  in  an  additive  hypotensive 
;ffect. 

\dverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
■ash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
may  indicate  electrolyte  imbalance),  diarrhea, 
;onstipation,  other  gastrointestinal  distur- 
I Dances.  Rarely,  necrotizing  vasculitis,  pares- 

I hesias,  icterus,  pancreatitis,  and  xanthopsia 
nave  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules, 
f 5K&F  CO, 

ICarolina,  P.R.  00630 
' Subsidiary  of  SmithKline  Corp. 


WHEN  VOUR  DIGriALIZED 
IWIENT  HEEDS  A DIURERC, 
SHE  NEEDS  DV^fflDE 


• relieves  edema* 


• conserves  potassium 

• reduces  the  risk  of  digitalis  intoxication  due  to  potassium 
depletion.  Potassium  depletion  sensitizes  the  myocardium 
to  the  toxic  effects  of  digitalis,  and  reduces  its  inotropic 
effect. 


Umax. 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


MEETS  THE  HEARTFELT  NEED 
OF  THE  DIGIIAUZED  FMTIENT 


At  Your  Service  in 
The  Centennial  State, 

The  T reasure  State, 

The  Silver  State, 

The  Land  of  Enchantment, 
The  Beehive  State  and 
The  Equality  State 


In  the  states  of  Colorado,  Montana, 
Nevada,  New  Mexico,  Utah  and 
Wyoming . . . 
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Ernie  Smith 


Dave  Stormont 
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These  men  bring  you 


Puts  comfort  in  your  prescription 

for  nicotinic  acid 


Description:  Each  capsule  contains  400  mg  of 
nicotinic  acid  in  a special  base  that  provides 
a prolonged  systemic  effect. 

Indications:  NICO-400’’  is  recommended  lor  all 
disease  states  in  which  nicotinic  acid  has 


THE  OPTIMAL  DOSE,  400-mg,  timed-release 
NICO-40d®  (nicotinic  acid)  capsule  provides 


been  used.  These  Include  conditions 
associated  with  deficient  circulation  and  for 
use  in  the  correction  of  nicotinic  acid 
deficiencies. 

Contraindications:  Individuals  with  a 
hypersensitivity  to  nicotinic  acid,  severe 
hypotension  or  hemorrhaging. 

Warnings:  Use  with  caution  in  those  patients 
with  history  of  peptic  ulcer,  severe  diabetes, 
impaired  gall  bladder  or  liver  functions  and 
in  pregnant  women. 

Adverse  Reactions:  Patients  should  be 
informed  of  the  short-lived  reactions 
experienced  with  nicotinic  acid  therapy: 
cutaneous  flushing,  a sensation  of  warmth, 
tingling  and  itching  of  the  skin,  increased 
gastrointestinal  motility  and  sebaceous 
gland  activity. 

Dosage  and  Administration:  One  capsule 
every  12  hours  or  as  directed  by  physician. 
Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

How  Supplied:  Bottles  of  100  capsules. 

Another  patient  benefit  product  from 
I-— I nawMCtimwi  oivuum 

IVI  MARION 

I I laboratories  INC 


• Controlled  flushing  for  the  desired  effects  without 
therapy-limiting  side  effects. 

• Convenient  b.i.d.  dosage  that’s  less  likely  to  be 
forgotten. 

• The  economy  of  nicotinic  acid  medication. 

For  comfort  wherever  nicotinic  acid  is  used 


(nicotinic  acid)  Plateau  CAPS® 


Rocky  Mountain  Medical  Conference 

INVITES  YOU  ON  A FUN-FILLED  EUROPEAN  ADVENTURE 
IN  SWITZERLAND.  GERMANY  AND  AUSTRIA 

Everyone  should  have  at  least  one  adventure  a year,  and  this  can  be  yours.  Join  us  for 
a relaxing,  do-as-you-please  two-week  holiday  in  Europe.  Cosmopolitan  Zurich,  historic 
Berlin,  nostalgic  Vienna  . . . Alpine  peaks,  the  Vienna  Woods  and  gothic  cathedrals. 
The  Blue  Danube,  magnificent  museums,  cabarets  that  never  close,  Rhine  wines  and 
crusty  pumpernickel.  Great  buys  in  cameras,  Hummel  figurines,  elegant  crystal,  fine 
antiques  and  superb  Swiss  timepieces  of  every  shape  and  dimension.  It  all  awaits  you. 


A GREAT  TRIP.  A GREAT  VALUE. 


*998 

Includes:  Direct  chartered  jet  flights.  Deluxe  hotels.  American  breakfasts.  Gourmet 
meals  at  a selection  of  the  finest  restaurants.  Generous  70  pound  luggage  allowance. 

DEPARTURE 

DENVER,  AUGUST  17,  1974 

r “Send  toTROa^"” MOUNfAnT  MEofCAL  COHERENCE  ' ~ | 

1601  East  19th  Avenue,  Denver,  Colorado  80218 

Enclosed  is  my  check  for  $ ( $100  per  person)  as  deposit.  I understand 

I the  total  deposit  will  be  refunded  if  it  becomes  necessary  to  cancel  my  European  i 
I Adventure  membership  at  least  60  days  before  departure,  when  final  payment  | 

I is  due. I 

I NAMES  ' I 

! ADDRESS 


CITY  STATE  ZIP 

I PHONE  ^ I 

L ^-1 


Make  Your  Reservations  Now  — Space  Strictly  Limited 


A Comprehensive  Thenapeutic  Program 

for  the  G.l.  patient 


Enarax"  (oxyphencyclimine  HCI/hydrox- 
yzine  HCI)  Tablets,  as  adjunctive  therapy,  can 
help  relieve  a wide  range  of  gastrointestinal 
disorders— and  their  accompanying  anxiety* 
Without  cooperation  of  the  patient,  however, 
no  medicinal  regimen  can  succeed  entirely... 
an  understanding  of  the  condition,  the  factors 
involved  in  its  development,  and  the  proper 
approach  to  self-care  are  often  basic  to  suc- 
cessful therapy. 

To  help  save  some  of  your  valuable  time  in 
providing  this  background  information,  this 
specially  designed  G.l.  Patient  Relief  Kit  is 
available  on  request— a valuable  addition  to 
your  overall  therapeutic  program. 

In  addition  to  a complimentary  introductory 
prescription  for  Enarax  Tablets,  this  hand- 


some kit  contains  the  information  and  appro- 
priate stimuli  to  start  the  patient  on  a program 
of  proper  self-care; 

Patient  Information  Booklet,  “You  and  Your 
Digestive  System”— easy-to-swal low  advice 
on  how  to  take  care  of  the  gastrointestinal 
tract,  including  diet  information. 

Sanka®  Decaffeinated  Coffee  sample  pack- 
ets to  provide  an  alternative  to  regular  coffee 
with  caffeine. 

Gelusil®  Liquid  to  help  relieve  heartburn, 
dyspepsia,  gas,  and  flatulence  between  meals. 

Money-saving  coupon  for  future  purchase. 

You  can  obtain  a quantity  of  these  kits  pack- 
aged for  easy  office  storage  by  filling  out  the 
attached  Prepaid  Business  Reply  Card. 

ROeRIG 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


* Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council, 
F.D.A.  has  classified  this  indication  as  "possibly"  effective. 


Please  see  following  page  for  prescribing  information, 
including  adverse  reactions,  contraindications  and  warnings. 


lb  help  control 

G.L  distress/calm  psychic  tension* 

Enara^^abiets 

(oxyphencyclimine  HCl/ hydroxyzine  HCl) 

• Combination  provides  for  effective  1 2-hours  antispasmodic/anti- 
cholinergic  action  of  oxyphencyclimine  with  the  calming  action  of 
Atarax®  (hydroxyzine  HCl). 

• As  adjunctive  therapy,  helps  relieve  a wide  range  of  gastrointes- 
tinal disorders,  and  their  accompanying  anxiety— simultaneously 
However,  it  should  be  used  with  caution  in  patients  with  ulcerative 
colitis. 

• Avoids  the  confusion  and  expense  of  two  medication  schedules. 

• Convenient  b.i.d.  dosage. 

• Individualized  therapy— Enarax®  5 (oxyphencyclimine  HCl 
5 mg. /hydroxyzine  HCl  25  mg.).  Enarax®  10  (oxyphencyclimine 
HCl  10  mg. /hydroxyzine  HCl  25  mg.). 

• Usually  well  tolerated;  drowsiness  or  blurred  vision  may  occur. 

More  detailed  professional  information  available  on  request. 

SEE  REVERSE  FOR  FREE  OFFER. 


Composition 

Each  Enarax  5 tablet  contains: 

oxyphencyclimine  HCl 5 mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Each  Enarax  10  tablet  contains: 

oxyphencyclimine  HCl 10  mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Description.  Enarax  is  a combination  of  oxyphencyclimine  HCl  and 
hydroxyzine  HCl.  Oxyphencyclimine  HCl  is  a crystalline  substance  char- 
acterized by  the  chemical  formula:  (1 -methyl-1 .4,5,6  tetrahydro-2- 
pyrimidyl-methyl  alpha-cyclohexyl-alpha-phenylglycolate  hydrochloride). 
It  is  soluble  and  stable  in  aqueous  solutions. 

Hydroxyzine  HCl  is  designated  chemically  as  1-(p-chlorobenzhydryl)-4- 
[2-(2-hydroxyethoxy)-ethyl]  piperazine  dihydrochloride. 

Actions.  Oxyphencyclimine  HCl  provides  long  acting  suppression  of  gas- 
tric secretion  through  its  anticholinergic  action.  The  mechanism  of  this 
action  is  the  inhibition  of  acetylcholine  at  postganglionic  cholinergic 
sites  in  structures  innervated  by  postganglionic  parasympathetic  nerves 
and  on  smooth  muscle  not  so  innervated  but  responsive  to  acetylcholine. 

Hydroxyzine  HCl.  marketed  under  the  trade  name,  Atarax®,  has  been 
shown  clinically  to  be  an  effective  anti-anxiety  agent.  It  induces  a calm- 
ing effect  in  anxious,  tense  individuals  without  impairing  mental  alert- 
ness. It  is  not  a cortical  depressant,  but  its  action  may  be  due  to  a sup- 
pression of  activity  on  certain  key  regions  of  the  subcortical  area  of  the 
central  nervous  system. 


4 Indications.  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective:  As  adjunctive  therapy  in  peptic  ulcer;  irri- 
table bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  coli- 
tis, functional  gastrointestinal  disorders);  functional  diarrhea;  drug 
induced  diarrhea;  ulcerative  colitis,  and  urinary  bladder  spasm  and 
ureteral  spasm  (i.e.  smooth  muscle  spasm). 

Final  classification  of  these  less  than  effective  indications  re- 
quires further  investigation. 


Contraindications.  Because  of  its  anticholinergic  activity,  Enarax  is  con- 
traindicated in  the  presence  of  glaucoma,  obstructive  uropathy  (i.e.  blad- 
der neck  obstruction  due  to  prostatic  hypertrophy),  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal  stenosis, 
etc.);  paralytic  ileus;  intestinal  atony  of  the  elderly  or  debilitated  patient; 
unstable  cardiovascular  status  in  acute  hemorrhage;  severe  ulcerative 
colitis;  toxic  megacolon  complicating  ulcerative  colitis;  myasthenia  gravis. 
Warnings.  Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat. 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  substantially 
above  the  human  therapeutic  range.  Clinical  data  in  human  beings  are 
inadequate  to  estabiish  safety  in  early  pregnancy.  Until  such  data  are 
available,  hydroxyzine-containing  drugs  are  not  advised  in  early  pregnancy. 

In  the  presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heatstroke  due  to  decreased  sweating). 

Diarrhea  may  be  an  early  symptom  of  incomplete  intestinal  obstruction, 
especially  in  patients  with  ileostomy  or  colostomy.  In  this  instance  treat- 
ment with  this  drug  would  be  inappropriate  and  possibly  harmful. 


Enarax  may  produce  drowsiness  or  blurred  vision.  In  this  event,  the 
patient  should  be  warned  not  to  engage  in  activities  requiring  mental 
alertness  such  as  operating  a motor  vehicle  or  other  machinery,  or  per- 
form hazardous  work  while  taking  this  drug. 

Precautions.  Anticholinergics  should  be  used  with  caution  in  patients  with; 
autonomic  neuropathy, 
hepatic  or  renal  disease, 

ulcerative  colitis— Large  doses  may  suppress  intestinal  motility  to  the 
point  of  producing  a paralytic  ileus  and  the  use  of  this  drug  may  precipi- 
tate or  aggravate  the  serious  complication  of  toxic  megacolon. 

hyperthyroidism,  coronary  heart  disease,  congestive  heart  failure,  car- 
diac arrhythmias,  hypertension  and  nonobstructing  prostatic  hypertrophy; 
hiatal  hernia  associated  with  reflux  esophagitis,  since  anticholinergic 
drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic  drugs  in  the  treat- 
ment of  gastric  ulcer  may  produce  a delay  in  gastric  emptying  time  and 
may  complicate  such  therapy  (antral  stasis). 

The  use  of  this  drug  in  the  presence  of  complication  of  biliary  tract 
disease  should  not  be  relied  upon. 

Tachycardia  should  be  thoroughly  investigated  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  Increase  the  heart  rate. 

With  overdosage,  a curare-like  action  may  occur. 

Adverse  Reactions.  As  with  other  anticholinergics,  oxyphencyclimine  HCl 
produces  certain  effects  which  may  be  physiologic  or  toxic  depending 
upon  the  individual  patient's  response.  The  physician  must  delineate  these. 

Adverse  reactions  may  include  xerostomia;  urinary  hesitancy  and  re- 
tention; blurred  vision  and  tachycardia;  palpitations;  mydriasis,  dilatation 
of  the  pupil;  cycloplegia,  increased  ocular  tension;  loss  of  taste;  head- 
aches; nervousness;  drowsiness;  weakness;  dizziness;  insomnia;  nausea; 
vomiting;  impotence;  suppression  of  lactation;  constipation;  bloated 
feeling;  severe  allergic  reaction  or  drug  idiosyncrasies  including  ana- 
phylaxis. urticaria  and  other  dermal  manifestation;  some  degree  of  men- 
tal confusion  and/or  excitement  especially  in  elderly  persons. 

Decreased  sweating  is  another  adverse  reaction  that  may  occur.  It 
should  be  noted  that  adrenergic  innervation  of  the  eccrine  sweat  glands 
on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 

An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses 
of  drug  would  be  required,  and  this  would  produce  severe  side  effects 
from  parasympathetic  paralysis. 

Side  effects  which  occasionally  occur  with  hydroxyzine  HCl  (Atarax)® 
are  drowsiness,  xerostomia,  and.  at  extremely  high  doses,  involuntary 
motor  activity,  all  of  which  may  be  controlled  by  reduction  of  the  dosage 
or  discontinuation  of  the  medication. 

Dosage  and  Administration.  The  recommended  adult  dose  is  usually  one 
Enarax  5 or  one  Enarax  10  tablet  two  times  a day  or  three  times  a day, 
depending  on  individual  response.  Proper  diet  and  antacids  should  be 
used  where  indicated  as  concomitant  therapy.  The  safe  use  of  Enarax 
in  children  has  not  been  established;  therefore,  the  drug  should  not  be 
used  in  children. 

Drug  Interactions.  The  potentiating  action  of  hydroxyzine  must  be  con- 
sidered when  the  drug  is  used  in  combination  with  central  nervous  sys- 
tem depressants. 

How  Supplied.  Enarax  5 is  available  as 

white,  scored  tablets  in  bottles  of  60.  I llNrf 

Enarax  10  is  available  as  black  and  A division  of  Pfizer  Pharmaceuticals 

white  scored  tablets  in  bottles  of  60.  New  York.  New  York  1001 7 
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Publication  rules 
and  suggestions  to  authors 


1.  Who  may  submit  articles.  The  Rocky  Mountain  Medi- 
cal Journal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
at  their  official  meetings. 

2.  Method  of  preparation.  All  material  for  publication 
must  be  typewTitten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  pages  consecutively  num- 
bered, and  preferably  on  standard  8V2  x 1 1 white  bond  paper. 
Carbon  copies  are  not  acceptable. 

Title  (preferably  short)  and  author’s  name,  city  and  state 
must  appear  at  the  top  of  the  first  page.  Second  and 
subsequent  pages  should  be  identified  with  consecutive  page 
numbers  and  author’s  surname.  If  physician  authors  possess 
more  than  one  degree,  the  MD  only  is  used.  Lesser  degrees  of 
non-MD  authors  or  co-authors  may  be  used. 

Please  include  beneath  the  title  or  at  the  top  of  the  first 
page  a brief  paragraph  stating  what  the  article  is  designed  to 
show  and,  therefore,  why  it  should  be  read.  This  introduc- 
tory feature  is,  in  editorial  parlance,  called  the  “blurb”;  it  is 
printed  in  bold  type. 

3.  Where  to  submit  material  All  copy  must  be  sent  to  the 
editor  for  the  state  in  which  the  material  originates.  Editors 
for  each  state,  with  their  mailing  addresses,  are  listed 
monthly  on  the  Table  of  Contents  page  of  the  Journal. 

4.  Acceptance  or  rejection.  The  state  editor  will  (1) 
tentatively  accept  the  article,  (2)  return  it  to  the  author  with 
suggestions  for  revision,  or  (3)  reject  it.  He  will  edit  and 
forward  approved  copy  to  the  publication  office  in  Denver 
for  final  editing  and  scheduling. 

5.  Order  of  publication.  Ordinarily,  articles  will  be  pub- 
lished in  the  order  received.  Those  whose  value  is  seasonal, 
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V_^ANCER  CONTINUES  to  be  the  number  one 
problem  and  puzzle  of  medicine.  In  spite  of 
unbelievable  effort,  study,  and  expertise  by 
thousands  of  scientists,  doctors,  and  others, 
we  cannot  find  the  handle.  The  current  con- 
troversy of  treatment 
of  breast  cancer  is 
familiar  to  all.  The 
cure  rate  of  breast 
cancer  improved  over 
the  decades,  but  it  has  not  changed  in  the 
past  twenty  years!  There  are  volumes  of 
studies  and  statistics,  but  the  experts  find  it 
impossible  to  put  them  together  for  defini- 
tive evaluation  of  forms  of  treatment.  The 
problem  with  cancer  of  prostate,  cancer  of 
rectum,  and  Hodgkin’s  disease,  other  spe- 
cific malignancies  that  come  to  mind,  is  the 
same — much  knowledge,  much  study  over  the 
years,  tons  of  statistics,  but  seemingly  no 
way  to  put  it  all  together  to  improve  cure. 

Of  course,  there  has  been  undeniable 
progress  in  diagnosis  and  treatment.  Early 
detection  methods  have  been  developed  for 
several  malignancies  and  significant  im- 
provement in  cure  has  been  achieved,  car- 
cinoma of  cervix  being  a well-known  exam- 
ple of  success  with  this  approach.  But  some 
investigators  are  questioning  in  several  can- 
cers the  long  standing  assumption  that  un- 
treated Stage  I always  progresses  to  II,  III, 
and  IV,  and  suggest  that  many  times  early 
stages  remain  local  diseases,  although  they 
cannot  be  distinguished  from  the  rest  with 
the  microscope.  Chemotherapy  and  immuno- 
therapy are  making  a giant  impact.  These 
forms  of  treatment  have  not  only  added  to 
length  of  life,  but  more  importantly  to  qual- 
ity of  life  during  palliation.  There  are  even 
a few  instances  of  cure  of  previously  incur- 
able malignancy.  But  the  fact  remains  that 
chance  of  cure  for  the  same  stage  of  most 
cancers  is  about  the  same  as  it  was  twenty 
or  thirty  years  ago.  Moreover,  as  the  inci- 
dence of  certain  cancers  decreases  for  un- 
known reasons  (i.e.  stomach),  the  incidence 


of  others  (i.e.  pancreas)  increases.  Progress 
is  slow. 

The  physician’s  frustration  with  the  puz- 
zle of  cancer  and  problem  of  treatment  is 
aggravated  by  some  of  the  activities  outside 
of  his  profession.  Because  much  is  not  known 
or  proved,  treatment  is  a judgment  decision. 
There  is  not  disagreement  with  intelligent 
informed  consent,  but  there  is  argument 
against  encouragement  of  the  patient  on  the 
basis  of  a thirty  minute  discussion  to  make 
a judgment  which  the  physician  concludes  on 
the  basis  of  thirty  years  study  and  experi- 
ence. Another  aggravation  is  the  promotion 
of  the  philosophy  that  if  there  is  a big  enough 
program,  government  or  otherwise,  the  prob- 
lems are  certain  to  be  licked.  No  one  argues 
the  need  for  money,  but  it  is  doubtful  that 
there  be  a direct  relationship  of  money  to 
solution.  The  allocation  of  monies  is  a tre- 
mendous responsibility  of  those  involved  in 
directing  the  war  on  cancer.  And  worst  of 
all  aggravations  are  those  persons  who  for 
political  advantage  use  this  impasse  in  the 
fight  against  cancer  as  an  argument  for  the 
total  reorganization  of  the  health  care  sys- 
tem of  America. 

Surely  if  we  could  find  the  cause,  or 
causes,  of  cancer  we  could  then  work  at  cure 
with  direction  and  chance  of  success.  But 
here,  for  the  physician,  may  be  the  greatest 
frustration  of  all.  The  cause  of  bronchiogenic 
carcinoma  is  known.  Cigarette  smoking  has 
been  proved  the  etiology  in  ninety-nine  per 
cent  of  patients.  Cancer  of  the  lung  could  be 
practically  eradicated  if  people  would  stop 
smoking.  But,  in  spite  of  universal  aware- 
ness, by  extensive  advertising  and  federal 
regulation  of  this  fact  of  cause  and  effect, 
the  statistics  of  tobacco  consumption  in 
America  are  essentially  unchanged.  It  seems 
that  there  are  many  of  our  patients  who 
don’t  care  that  there  is  a cure  for  this  can- 
cer! Would  our  patients  care  enough  if  there 
were  a cure  for  all  cancers? 


Cancer: 
Enigma  and 
Frustration 
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XX  CRITICISM  OF  A MEDICAL  PRACTICE  OF  pro- 
fessional activity  in  the  lay  media  for  many 
of  us  provokes  our  anger  and  leaves  us  frus- 
trated. Occasionally  there  is  a physician  who 
honestly  believes  the  superiority  of  his 

knowledge  or  the  im- 
portance of  his  find- 
ings justifies  criticism 
of  his  peers  by  the 
public  press.  The  usual 
situation,  however,  is  that  a scientific  obser- 
vation or  conclusion  about  a debatable  issue 
is  printed,  often  out  of  context,  by  a zealous 
news  writer.  Overuse  of  antibiotics  has  had 
a recent  big  play  in  the  news.  That  the  cold 
is  caused  by  a virus,  and  antibiotics  are  not 
effective  against  viruses  is  presented  in  the 
news  as  an  undebatable  scientific  fact  known 
by  everyone  in  America  except  the  practic- 
ing physician. 

On  the  other  hand,  in  the  March  4,  1974 
issue  of  the  JAMA  is  a symposium  on  use  of 
antibiotics  which  is  worthwhile  reading.  The 
JAMA  is  a proper  forum  for  such  discussion. 
The  introductory  paper  is  by  Harry  E.  Sirh- 
mons,  MD,  and  Paul  D.  Stoley,  MD,  of  HEW, 
and  is  a well  organized  review  of  the  trends 
of  usage  of  antibiotics  and  an  attempt  to 
assess  the  consequences.  It  traces  the  in- 
crease in  use  of  antibiotics,  emergence  of 
new  resistant  bacteria,  shift  in  ecology  of 
nosocomial  infection,  and  recognition  of  com- 
plications of  antibiotic  therapy.  Use  of  anti- 
biotics is  a legitimate  concern  of  HEW  since 
usage  under  proposed  drug  insurance  legis- 
lation for  Medicare  and  National  Health  In- 
surance will  be  in  their  domain — like  it  or 
not. 

There  follows  “In  Comment”  by  several 
authorities.  The  first,  by  the  senior  scien- 
tists of  the  Department  of  Drugs  of  the  AMA, 
questions  the  objectivity  of  the  HEW  presen- 
tation which  implies  that  there  has  been  un- 
necessary misuse  of  antibiotics.  However,  it 
seems  to  me  the  title  of  the  symposium. 


“This  is  Medical  Progress?”  establishes  a 
format  which  encourages  one  to  present  his 
data  in  a way  to  make  a yes  or  no  conclusion. 
The  Department  of  Drugs  of  the  AMA  on 
the  other  hand  is  still  in  the  midst  of  their 
studies  and  is  “not  adopting  the  position  in 
this  commentary  that  antibiotics  are  not  mis- 
used any  more  than  that  it  is  accepting  the 
premise  that  there  is  massive  abuse.”  In  an- 
other comment,  Milton  Howell,  MD,  of  the 
Editorial  Board  of  JAMA,  is  properly  critical 
of  the  efforts  of  the  analysis  from  HEW  to 
quantitate  the  magnitude  of  the  problem  by 
unproved  assumptions  and  unjustified  ex- 
trapolations of  recognized  statistics. 

Calvin  M.  Kunin,  MD,  an  expert  in  infec- 
tious disease,  in  a thoughtful  comment, 
raises  the  problem  of  pai.ient  expectation  as 
an  important  aspect  of  antibiotic  usage. 
Then,  Robert  H.  Moser,  Editor  of  JAMA, 
pursues  this  phase  of  the  problem  and  con- 
cludes that  “we  must  educate  the  patient” 
that  a prescription  for  medication  is  not  the 
sine  qua  non  of  a visit  to  the  doctor. 

Dr.  Moser  could  not  have  picked  a 
tougher  product  to  sell  to  our  patients.  There 
is  a heritage  of  tangible  ministrations  in 
treatment  dating  from  the  earliest  forms  of 
medicine.  Our  society  takes  too  much  of 
everything,  including  medicinal  drugs,  plus, 
it  has  been  educated  to  believe  that  there  is 
a medicine  for  almost  everything.  To  educate 
the  public,  medicine  must  utilize  and  operate 
in  the  lay  media.  Medical  facts  must  be  pub- 
licized in  the  public  press,  including  the 
errors,  exaggerations,  and  criticisms  (right 
or  wrong)  that  go  with  them. 

Come  to  think  about  it,  important  mat- 
ters of  public  health  have  always  been  dis- 
cussed and  promoted  in  the  public  forum. 
It’s  just  that  in  our  huge  modem  society  the 
job  is  bigger  and  more  sophisticated.  Think- 
ing about  this  way,  maybe  I shall  not  be  so 
angry  the  next  time  I read  an  unjustified 
criticism — or  so  frustrated.  I wonder. 


Criticism 
in  the 
Press 
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Current  concepts  in 
diagnosis  of  insulinoma* 


Robert  N.  Alsever,  MD,  and  Melvin  R.  Stjernholm,  MD,  Denver 


This  paper  reviews  the  protean  symptoms  of 
insulinoma  and  emphasizes  the  use  of  un- 
stimulated glucose  and  insulin  concentra- 
tions as  primary  diagnostic  tools.  Diagnosis 
can  be  accomplished  without  use  of  the  con- 
fusing tolbutamide,  glucagon,  leucine,  and 
glucose  tolerance  tests.  The  association  of 
other  endrocrine  tumors  with  insulinomas  is 
emphasized. 

Hypoglycemic  symptoms,  a documented 
low  blood  glucose  and  relief  of  symptoms  by 
ingestion  of  carbohydrate  comprise  the  triad 
described  by  Whipple  in  1935  which  was 
once  considered  diagnostic  for  insulinoma. 
In  the  fasting  state,  Whipple’s  triad  suggests 
hypoglycemia  which  may  be  secondary  to  a 
large  number  of  disorders  (Table  1).  The 
development  of  the  radioimmunoassay  for  in- 
sulin in  1960  allowed  for  separation  of  these 
disorders  from  islet  cell  tumors. 

The  hypoglycemic  symptoms  which  may 
bring  the  patient  to  the  physician  are  not 
those  classically  associated  with  insulin  re- 
actions in  diabetics,  but  rather  are  usually 
more  subtle.  These  symptoms  frequently  sug- 
gest neurologic  or  psychiatric  disease  and 
consist  of  confusion,  lethargy,  yawning, 
headaches,  slurred  speech,  localizing  neuro- 
logic signs,  coma  and  frank  psychosis.  Hy- 
poglycemia most  frequently  occurs  in  the 
morning  after  an  overnight  fast,  especially  if 
breakfast  is  skipped,  and  may  be  precipitated 
by  exercise.  Clinical  signs  of  hyperepineph- 

•From  the  Section  of  Endocrinology,  Department  of  Med- 
icine, University  of  Colorado  School  of  Medicine  and 
Veteran's  Administration  Hospital,  Denver,  Colorado  (ad- 
d^ress  reprint  requests  to  Dr.  Alsever,  4200  E.  9th  Avenue, 
Denver,  Colorado).  Presented  in  part  at  the  Regional 
Meetings  of  the  American  College  of  Physicians,  January 
10-12,  1974,  Colorado  Springs,  Colorado. 


rinemia  (sweating,  hunger,  tachycardia)  are 
frequently  absent  because  the  rate  of  fall  in 
blood  glucose  is  usually  slow.  This  may  be 
in  part  due  to  (1)  a major  effect  of  the  in- 
sulin, being  inhibition  of  hepatic  glucose  syn- 
thesis and  mobilization  rather  than  acceler- 
ated peripheral  utilization  of  glucose,  (2)  a 
less  rapid  biologic  effect  of  proinsulin,  the 
major  secretory  product  of  most  insulino- 
mas, or  (3)  a high  level  of  circulating  glu- 
cagon, which  may  in  some  cases  be  another 
secretory  product  of  the  tumor  (unpublished 
data) . 

Most  insulinomas  are  solitary  neoplasms, 
but  it  is  estimated  that  at  least  ten  per  cent 
are  multiple.^  In  ten  patients  seen  at  the 
University  of  Colorado,  four  had  multiple 
tumors,  suggesting  that  the  figure  may  be 
higher  than  ten  per  cent.  Inasmuch  as  islet 
cell  tumors  are  frequently  associated  with 
other  endocrine  tumors  (multiple  endocrine 
adenomatosis) , it  is  necessary  to  evaluate 
each  patient  for  parathyroid  and  pituitary 
tumors.^  Furthermore,  the  increasing  num- 
ber of  reports  of  islet  cell  tumors  producing 
other  hormones  in  addition  to  insulin  (e.g. 
ACTH,  glucagon,  gastrin,  parathyroid  hor- 
mone) dictates  that  appropriate  investiga- 
tions should  be  carried  out  to  exclude  ectopic 
hormone  production.^ 

Diagnosis 

Since  determination  of  glucose  is  critical 
to  accurate  diagnosis,  it  is  useful  to  under- 
stand some  basic  concepts  regarding  method- 
ology. Most  laboratories  utilize  methods 
measuring  “true”  glucose  concentration 
rather  than  total  reducing  substances.  The 
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latter  method  is  altered  by  a number  of  drugs 
and  non-glucose  sugars  and  may  yield  falsely 
elevated  values  compared  to  the  “true”  glu- 
cose method.  Thus,  while  useful  as  a screen- 
ing  method  for  detection  of  diabetes  mellitus, 
tests  employing  the  measurement  of  reduc- 
ing substances  are  not  sufficiently  sensitive 
for  accurate  measurement  of  low  glucose 
levels.  The  laboratory  should  be  consulted 
to  be  sure  that  “true”  glucose  methods  are 
employed.  The  measurement  of  glucose  in 
plasma  yields  values  which  are  fifteen  per 
cent  higher  than  the  whole  blood  glucose 
value.  This  should  be  kept  in  mind  when 
evaluating  a low  glucose  value. 

In  most  endocrine  disorders  associated 
with  excess  hormone  production,  suppression 
tests  rather  than  stimulation  tests  provide 
the  highest  degree  of  diagnostic  accuracy. 
Since  insulin  is  produced  in'  excess  in  islet 
cell  tumors,  the  same  principle  applies.  Insu- 
lin secretion  in  normal  subjects  is  finely  reg- 
ulated by  the  prevailing  blood  glucose  level, 
and  when  circulating  glucose  concentrations 
are  low,  insulin  secretion  is  inhibited.  Fast- 
ing results  in  a fall  in  glucose  levels  in  nor- 
mal subjects  and,  hence,  a proportional  fall 
in  insulin  concentrations. 


GLUCOSE/INSULIN 

RATIO 


1.9 


1.8  1.7  1.0 
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Fig.  1.  Glucose/insulin  ratio,  serum  insulin  and 
plasma  glucose  during  a 36-hour  fast  in  a patient 
with  insulinoma.  The  patient  became  symptomatic 
at  36  hours  and  the  test  was  discontinued.  In  this 
patient  the  ratio  was  initially  abnormal  but  was 
confirmed  by  demonstration  of  the  abnormality 
during  hypoglycemia. 


TABLE  1 

Causes  of  Fasting  Organic  Hypoglycemia 
Not  Due  to  Excess  Insulin  Secretion 


EXOGENOUS 

Iatrogenic 

Factitious  (self -admin- 
istration of  insulin 
or  oral  agents) 
Salicylates 
Ethanol 

MAO  inhibitors 
Sulfonamides 


ENDOGENOUS 

Severe  liver  disease 
Hereditary  enzjrme 
defects 

Pituitary-adrenal  disease 
Non-pancreatic  neo- 
plasms (sarcoma, 
fibroma,  hepatoma, 
etc.) 


The  single  most  diagnostic  test  for  insu- 
linoma is  the  demonstration  of  high  serum 
insulin  concentrations  in  the  presence  of  hy- 
poglycemia. Since  only  fifty  per  cent  of  islet 
cell  tumors  are  associated  with  fasting  insu- 
lin levels  over  100  /xU/ml,  and  since  these 
levels  may  fluctuate  widely  over  short  time 
intervals,  normal  or  only  marginally  ele- 
v'^ated  concentrations  may  be  seen  in  some 
patients.  Therefore,  reliance  must  be  placed 
on  the  demonstration  of  relative  hyperinsu- 
linemia  or  insulin  levels  which  are  inappro- 


priate for  the  simultaneously  drawn  blood 
glucose.  In  order  to  facilitate  rapid  evalua- 
tion, two  formulas  may  be  used  (Table  2) . 
The  glucose  to  insulin  ratio  is  greater  than 
5.0  in  normal  subjects  while  patients  with 
insulinoma  usually  have  levels  less  than  or 
equal  to  2.5.^  The  specificity  of  this  ratio  is 
improved  if  hypoglycemia  is  present.  More 
sensitive  is  the  amended  insulin  to  glucose 
ratio.  Normal  subjects  have  values  less  than 
30  /iU/mg  glucose,  while  insulinoma  patients 
have  values  greater  than  50  fiU/mg  glucose 
and  usually  much  higher.  When  plasma  glu- 
cose is  35  mg/ 100  ml  or  less,  this  method  may 
be  too  sensitive.'*  Both  formulas  employ  the 
plasma  glucose. 

In  most  cases  this  abnormal  relationship 
between  glucose  and  insulin  may  be  demon- 
strated after  an  overnight  12-14  hour  fast. 
Often  2-4  samples  may  be  required  before 
this  relationship  can  be  demonstrated.  Once 
an  abnormal  relation  is  established,  the  diag- 
nosis is  confirmed  and  further  testing  is  not 
necessary.  Occasionally,  however,  prolonga- 
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FRACTION  NUMBER  (l.Omi) 

Fig.  2.  Proinsulin  and  insulin  components  after 
gel  filtration  in  the  fasting  serum  of  a patient  with 
islet  cell  carcinoma.  This  patient  had  undetectable 
insulin  levels  during  hypoglycemia  in  our  im- 
munoassay for  insulin.  When  measured  in  another 
laboratory,  concentration  of  insulin  ranged  from 
7 to  11  /xU/ml.  This  discrepancy  was  due  to  the 
insensitivity  of  the  former  assay  for  proinsulin 
which  comprised  66  per  cent  of  the  total  im- 
munoreactive  material.  The  high  per  cent  pro- 
insulin confirmed  the  diagnosis  of  islet  cell  tumor. 
In  this  figure  Vg  represents  the  void  volume  of 
the  gel  filtration  column  and  immunoreactive  ma- 
terial is  reported  as  nanograms/ml. 

tion  of  the  fasting  (the  suppression  test)  is 
necessary.  In  these  cases,  the  patient  should 
be  hospitalized  and  a closely  supervised  fast 
up  to  72  hours  instituted  (Fig.  1).  Glucose 
and  insulin  concentrations  are  obtained  at 
6-12  hour  intervals.  After  the  onset  of  hy- 
poglycemic symptoms  glucose  and  insulin 
levels  should  be  drawn  and  the  test  discon- 
tinued. 

In  a rare  case  of  insulinoma,  the  insulin 
level  may  be  appropriate  for  the  degree  of 
hypoglycemia.®  Here  proinsulin  measurement 
may  be  valuable.  Proinsulin  with  a molecular 
weight  of  9,000  is  the  parent  single  chain 
precursor  of  insulin  (molecular  weight 
6,000) . While  most  of  proinsulin  is  cleaved 
within  the  beta  granule  to  form  insulin,  a 
small  amount  is  secreted  into  the  circulation 
in  normal  subjects.  Of  the  total  circulating 
proinsulin,  from  ten  to  thirty  per  cent  cross- 
reacts  in  the  routine  radioimmunoassay. 


Taking  advantage  of  this  cross-reactivity  and 
difference  in  molecular  weight,  proinsulin 
may  be  separated  from  insulin  by  gel  filtra- 
tion of  the  serum  sample  (Fig.  2) . This  yields 
two  peaks,  proinsulin  and  insulin.  Using  the 
routine  radioimmunoassay,  the  immunoreac- 
tive material  in  each  fraction  is  measured 
and  absolute  proinsulin  concentration  and 
its  per  cent  contribution  to  the  total  immu- 
noreactive material  recovered  from  gel  fil- 
tration may  be  calculated.  In  the  fasting 
state  normal  proinsulin  content  in  sera  is  less 
than  thirty  per  cent  of  the  total  immunore- 
active material.  Sera  from  patients  with  in- 
sulinoma contain  high  proportions  of  proin- 
sulin.® In  cases  where  the  proinsulin  level 
is  abnormally  high,  insulin  concentrations  by 
routine  assay  may  be  very  low  if  the  im- 
munoasays  cross-react  poorly  with  proinsu- 
lin. Thus,  the  physician  should  be  aware 
that  some  routine  insulin  assays  may  not  de- 
tect significant  amounts  of  proinsulin. 

There  has  been  some  recent  interest  in 
the  use  of  an  ethanol  suppression  test  for  the 
diagnosis  of  insulinoma.  Ethanol  will  reduce 
blood  glucose  in  normal  subjects  after  a 36- 
hour  fast  through  impairment  of  hepatic 
gluconeogenesis.  Under  these  circumstances, 
insulin  levels  will  fall  to  undetectable  levels. 
Although  potentially  a promising  suppres- 
sion test,  a larger  experience  with  this  test 
is  needed  before  its  general  use  can  be  rec- 
ommended. Moreover,  as  previously  pointed 
out,  the  measurement  of  serum  insulin  and 
glucose  concentrations  after  a simple  over- 
night fast  is  usually  sufficient  for  diagnosis. 

Ancillary  Diagnostic  Tests 

The  tolbutamide,  glucagon,  and  leucine 
tests  have  enjoyed  considerable  popularity 
as  diagnostic  agents  for  insulinoma.  Tolbu- 
tamide and  leucine  tests  carry  considerable 
risk  to  the  patient  from  severe  hypoglyce- 
mia. Since  all  three  tests  are  stimulation 


TABLE  2 


Glucose-Insulin  Interrelationship  in  the  Fasting  State 


TEST 

Glucose/Insulin  Ratio 

Amended  Insulin/Glucose 
Ratio 


CALCULATION 

Plasma  Glucose  mg/100  ml 
Serum  Insulin  /^U/ml 

Serum  Insulin  /xU/ml  x 100 
Plasma  Glucose  mg/100  ml  ®® 


NORMAL  — INSULINOMA 


>5.0 

<2.5 

<50 

>50  (most  200) 
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tests,  they  have  less  diagnostic  accuracy 
than  suppression  testing.  For  instance,  nor- 
mal responses  occur  in  insulinoma  patients 
when  tested  with  tolbutamide  (20%),  glu- 
cagon (30%)  and  leucine  (50%).* 

Glucose  tolerance  testing  is  not  a helpful 
diagnostic  test.  There  is  no  characteristic 
pattern  to  either  the  insulin  or  glucose 
curves.  Indeed,  it  may  lead  to  an  incorrect 
diagnosis  since  diabetic  type  and  reactive 
hypoglycemic  patterns  may  be  seen  in  some 
patients. 

Summary 

The  demonstration  of  fasting  hypoglyce- 
mia in  the  presence  of  an  inappropriately 


elevated  insulin  concentration  constitutes  the 
major  diagnostic  criterion  for  insulinoma.  In 
some  cases,  the  measurement  of  proinsulin 
levels  may  provide  a positive  diagnosis  when 
insulin  levels  are  very  low.  Stimulation  tests 
such  as  tolbutamide,  glucagon  and  leucine 
have  an  unacceptably  high  incidence  of  false 
negative  responses  and  should  not  be  em- 
ployed as  the  primary  diagnostic  test  in  the 
evaluation  of  insulinoma. 

Once  a diagnosis  of  insulinoma  is  estab- 
lished, the  investigation  should  proceed  to 
exclude  multiple  endocrine  adenomatosis 
and  ectopic  hormone  production  by  the 
tumor  (or  tumors) . • 
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Late  termination  of  pregnancy 


Comparative  risk  of  hysterectomy  and 
hysterotomy  with  tubal  ligation 


Michael  H.  Nielson,  MD,  and  Janies  J.  Delaney,  MD,  Denver* 


Whether  we  like  it  or  not,  termination  of 
pregnancy  has  become  a significant  part  of 
the  practice  of  medicine  during  the  last  few 
years.  The  Supreme  Court  ruling  regarding 
abortion  in  January  of  1973  and  the  experi- 
ence of  New  York,  Hawaii,  and  other  states 
prior  to  that  have  led  to  a significant  experi- 
ence in  termination  of  pregnancy  in  the 
United  States.  At  the  current  time,  the  vast 
majority  of  these  procedures  are  done  in  the 
first  trimester  and  can  be  done  with  relative 
safety  and  convenience  by  suction  curettage. 
However,  pregnancies  of  greater  gestational 
age  must  be  terminated  by  some  other 
method  because  the  increased  size  of  the 
uterus  and  products  of  conception  make 
suction  curettage  inefficient  and  dangerous. 
Advanced  pregnancies  must  either  be  ter- 
minated by  amniocentesis  with  the  instilla- 
tion of  some  abortifacient  or  a laparotomy 
must  be  performed. 

Because  of  a woman’s  age  or  because  of 
the  indication  for  the  abortion,  sterilization 
may  often  be  requested  by  the  patient  or  be 
advised  by  the  attending  physician.  In  such 
cases,  it  is  often  decided  to  do  either  a 
hysterectomy  or  hysterotomy  and  tubal  liga- 
tion as  a method  of  both  terminating  the 
pregnancy  and  providing  sterilization.  There 
are  theoretical  reasons  for  advocating  either 
procedure.  The  arguments  in  favor  of  hys- 
terectomy are  those  which  are  utilized  to 
justify  sterilization  by  hysterectomy  in  a 


*Dr.  Nielson  is  Chief  Resident  and  Dr.  Delaney  is  Assoc. 
Clin.  Prof.,  Department  of  Obstetrics  and  Gynecology, 
University  of  Colorado  Medical  Center,  Denver. 


non-pregnant  state.  Hysterotomy  and  tubal 
ligation  have  generally  been  offered  as  an 
alternative  only  to  patients  unwilling  to  un- 
dergo hysterectomy.  At  the  University  of 
Colorado  Medical  Center,  the  staff  has  felt 
that  hysterotomy  and  tubal  ligation  has 
greater  morbidity  than  hysterectomy. 

The  purpose  of  this  paper  is  to  compare 
the  morbidity  of  patients  whose  pregnan- 
cies were  terminated  and  who  were  steril- 
ized at  the  same  time  either  by  hysterectomy 
or  hysterotomy  and  tubal  ligation. 

Materials  and  Methods 

The  charts  of  all  patients  admitted  to  the 
University  of  Colorado  Medical  Center  for 
elective  termination  of  pregnancy  by  hys- 
terectomy or  hysterotomy  followed  by  tubal 
ligation  between  January  1,  1970  and  Decem- 
ber 31,  1972  were  reviewed.  There  were  75 
patients.  Fifty-four  underwent  hysterectomy 
and  21  underwent  hysterotomy  and  tubal 
ligation.  All  operative  procedures  were  per- 
formed by  residents  at  similar  levels  of 
training.  In  general,  these  were  first  year 
residents  at  the  end  of  their  first  year  of 
training  or  second  year  residents,  early  in 
their  second  year  of  training. 

A variety  of  factors  that  might  influence 
morbidity  were  considered.  Among  these 
were  age,  parity,  gestational  age,  and  oper- 
ating time.  Factors  investigated  were  blood 
loss,  as  measured  by  a drop  in  hematocrit, 
fever,  number  of  days  hospitalized  following 
the  procedure  and  major  complications. 
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TABLE  1 

AGE  DISTRIBUTION 
TAH  HTL 

Per  Per 


Ranqe 

Number 

cent 

Numbe  r 

cent 

< 20 

0 

0 

0 

0 

20-24 

4 

7.4 

10 

47.6 

25-29 

1 6 

29.8 

2 

9.5 

30-34 

20 

37.1 

6 

28.6 

35-39 

12 

22,2 

2 

9.5 

> 40 

2 

3.7 

1 

4.8 

Tota  1 

54 

100.0 

21 

100.0 

TABLE  3 

GESTATION  AT  TIME  OF  SURGERY 
TAH  HTL 


Range 

Number 

Per 

cent 

Number 

Per 

cent 

Weeks 

<12 

5 

9.3 

1 

4.8 

12-14 

16 

29.7 

7 

33.3 

15-16 

16 

29.7 

5 

23.8 

17-18 

13 

24.0 

4 

19.1 

19-20 

3 

5.5 

2 

9.5 

> 20 

1 

1.8 

2 

9.5 

Yota  1 

54 

100.0 

21 

100.0 

Results 

Table  1 shows  the  age  distribution  of  pa- 
tients. The  hysterectomy  group  (TAH)  was 
in  general  older  than  the  hysterotomy-tubal 
ligation  group  (HTL) . This  disparity  in  age 
is  probably  due  to  the  fact  that  older  women 
are  more  apt  to  be  willing  to  undergo  hys- 
terectomy. The  parity  of  the  patients  is 
shown  in  Table  2.  The  lower  parity  in  the 
hysterotomy  group  is  probably  a reflection 
of  the  younger  age  of  this  group.  Table  3 
shows  the  gestational  age  at  the  time  the 
surgical  procedure  was  performed. 

The  last  five  tables  graphically  illustrate 
the  morbidity  associated  with  different  pro- 
cedures. Table  4 depicts  the  fall  in  hematb- 
crit.  Sixty-nine  per  cent  of  patients  under- 
going hysterectomy  had  a significant  blood 
loss  as  compared  with  sixty-one  per  cent  of 
patients  undergoing  hysterotomy  and  tubal 
ligation.  Table  5 shows  the  febrile  morbidity 
in  each  group  of  patients.  The  number  of  pa- 
tients treated  with  antibiotics  is  also  shown. 

Table  6 shows  anesthesia  time.  The  op- 
erative time  for  hysterectomy  was  signifi- 


TABLE  2 
PARITY 

TAH  HTL 


Range 

Number 

Per 

cent 

Number 

Per 

cent 

< 2 

1 

1.8 

6 

28.6 

2 

8 

14.7 

8 

38.0 

3 

19 

35.2 

3 

14.3 

4 

9 

16.8 

3 

14.3 

5 

10 

18.6 

0 

0 

6 

4 

7.3 

0 

0 

> 6 

3 

5.6 

1 

4.8 

Tota  1 

54 

100.0 

21 

100.0 

cantly  longer  than  for  hysterotomy  and  tubal 
ligation.  In  a similar  manner,  the  number  of 
days  hospitalized  is  greater  in  the  hysterec- 
tomy group  than  in  the  hysterotomy  group 
as  is  shown  in  Table  7.  The  significant  com- 
plications experienced  by  individual  patients 
are  shown  in  Table  8.  The  incidence  and  se- 
verity of  complications  is  obviously  higher 
in  the  hysterectomy  group. 

Discussion 

A casual  evaluation  of  this  data  appears 
to  support  the  thesis  that  an  abortion  per- 
formed by  hysterectomy  has  greater  morbid- 
ity than  an  abortion  performed  by  hys- 
terotomy followed  by  tubal  ligation,  at  least 
in  the  hands  of  first  and  second  year  resi- 
dents. However,  when  the  data  is  subjected 
to  statistical  analysis  and  patient  age,  parity 
and  gestational  age  are  all  considered,  there 
is  an  insufficient  number  of  patients  in  each 
group  to  prove  statistical  significance.  There 
is,  however,  a definite  trend  favoring  hys- 
terotomy over  hysterectomy.  There  is  no 
doubt  that  the  increased  operating  time  as- 
sociated with  hysterectomy  is  not  related  to 


TABLE  k 


BLOOD  LOSS 

MEASURED 

BY  DROP 

IN 

HEMATOCRIT  POINTS 

TAH 

HTL 

Per 

Per 

Drop 

Numbe  r 

cent 

Number 

cent 

< 2 

17 

31.5 

8 

38.1 

2-4 

16 

29.6 

6 

28.5 

5-6 

7 

12.9 

3 

14.3 

> 6 

10 

18.6 

3 

14.3 

Unknown 

4 

7.4 

1 

4.8 

Total 

54 

100.0 

21 

100.0 
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TABLE  5 

DAYS  OF  FEVER  AND  TREATMENT  WITH  ANTIBIOTICS 
TAH  HTL 


Ant i b I 

iot i cs 

Antibiotics 

Number 
of  days 

Number 

Per 

cent 

(Number) 

(Per 
cent ) 

NumDer 

Per 

cent 

(Number) 

(Per 

cent) 

0 

13 

24.0 

3 

23.1 

3 

14.3 

0 

0 

1-2 

15 

27.9 

9 

60.0 

12 

57.2 

4 

33.3 

3-4 

20 

37.0 

12 

60.0 

5 

23.7 

4 

80.0 

> 4 

6 

11.1 

6 

100.0 

1 

4.8 

1 

100.0 

Total 

54 

100.0 

20 

37.0 

21 

100.0 

9 

42.8 

age,  parity  or  gestational  age,  and  the  fifty 
per  cent  significant  complication  rate  in  the 
hysterectomy  group  as  compared  to  the 
twenty-nine  per  cent  in  the  hysterotomy 
group  is  impressive. 

Regardless  of  the  method  used,  termina- 
tion of  pregnancy  is  associated  with  signifi- 
cant risk.  The  patient’s  age,  parity,  gesta- 
tional age,  pre-existing  medical  problems, 
the  experience  of  the  individual  terminating 
the  pregnancy  and  the  method  used  influence 
this  risk.  Mortality  rates  associated  with  the 
termination  of  pregnancy  vary  significantly. 
A mortality  rate  of  17  per  100,000  during  the 
first  year  of  experience  in  New  York  has  sub- 
sequently dropped  to  8 per  100,000.*  Eastern 
European  rates  vary  from  a low  of  3 per 

100.000  in  Hungary  to  40  per  100,000  in  Den- 
mark.^ Sood^  reported  that  the  greatest  risk 
of  death  from  abortion  was  among  women 
aged  35  to  44  whose  pregnancies  were  ter- 
minated by  hysterectomy  (12.6/10,000).  The 
mortality  rate  for  hysterotomy  was  8.4/ 

10.000  and  from  suction  curettage  was  2.2/ 
10,000. 

Stewart  and  Goldstein^  reported  a signifi- 
cant increase  in  mortality  when  sterilization 
was  performed  in  addition  to  termination  of 


the  pregnancy.  Schulman^  reported  a mortal- 
ity rate  of  16.4/10,000  in  patients  undergoing 
a hysterectomy  as  the  method  for  terminat- 
ing a pregnancy.  He  concludes  that  substitu- 
tion of  hysterectomy  or  hysterotomy  for  a 
simpler  abortive  procedure  increases  the 
mortality  at  least  twenty  times. 

In  view  of  the  well  documented  increased 
risk  associated  with  a sterilization  procedure 
performed  in  conjunction  with  termination 
of  a pregnancy,  it  is  legitimate  to  question 
the  wisdom  of  subjecting  a patient  to  such 
a procedure.  On  the  other  hand,  a woman  re- 
quiring a therapeutic  abortion  has  demon- 
strated her  fertility  and,  in  the  majority  of 
cases,  her  inability  to  use  an  effective 
method  of  contraception.  One-third  of  women 
under  the  age  of  36  in  Sweden  who  under- 
went termination  of  pregnancy  were  unin- 
tentionally pregnant  within  22  months.® 
Despite  contraceptive  advice,  encourage- 
ment, and  warning  of  the  hazards  of  subse- 
quent pregnancy,  forty-two  per  cent  were 
pregnant  within  six  months  and  fifty-eight 
per  cent  were  pregnant  within  one  year  in 
a large  series  of  patients  aborted  by  hys- 
terotomy without  sterilization.®  It  is  prob- 
ably safe  to  assume  that  a majority  of  pa- 
tients undergoing  therapeutic  abortion  who 


TABLE  6 

ANESTHESIA  TIME 

TAH  HTL 

Per  Per 


Hours 

Number 

cent 

Number 

cent 

< 2 

8 

14.7 

14 

66.7 

2-2i 

26 

48.1 

6 

28.5 

2i-3 

12 

22.4 

1 

4.8 

> 3 

7 

13.0 

0 

0 

Unknown 

1 

1.8 

0 

0 

Tota  1 

54 

100.0 

21 

100.0 

TABLE  7 

HOSPITALIZATION  FOLLOWING  SURGERY 

TAH  HTL 

Per  Per 

Days  Number  cent  Number  cent 

~1  37  5^75  Tt  ?TTo 

>7  17  31.5  ^ 19.0 

Range  5"17  4-25 

TotTi  100.0  21  100.0 
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TABLE  8 
COMPLICATIONS 


Conclusion 


TAH  HTL 

Per  Per 

Compi  i ca t i on Number  cent  Number  cent 


Smal 1 bowel  injury 

1 

1.9 

0 

0 

Urinary  tract  infection 

6 

n . 1 

0 

0 

Acute  psychotic  reaction 

2 

3.7 

0 

0 

Fever  of  undetermined  origin 

h 

7.h 

0 

0 

Pelvic  abscess  or  cellulitis 

1 1 

20. A 

1 

4.8 

Pelvic  hematoma 

3 

5.6 

0 

0 

Wound  dehiscence 

2 

3.7 

0 

0 

Ev i scerat i on 

1 

1.9 

0 

0 

Wound  infection 

0 

0 

1 

4.8 

Bladder  atony 

0 

0 

I 

4.8 

Endometr i t i s 

0 

0 

It 

19.0 

Total  number  of  patients 

with  complications  27  50.0  6 28.6 


are  candidates  for  sterilization,  but  who  are 
not  sterilized  will  request  termination  of 
their  pregnancy  if  they  become  pregnant 
again. 


Termination  of  pregnancy  after  the  first 
trimester,  regardless  of  the  method,  is  a haz- 
ardous procedure.  The  risks  are  influenced 
by  a variety  of  factors.  If  a sterilization  pro- 
cedure is  done  in  association  with  the  abor- 
tion, the  patient  is  subjected  to  a significant 
added  risk.  However,  there  are  valid  reasons 
for  sterilizing  a woman  at  the  same  time  her 
pregnancy  is  terminated.  On  the  basis  of  our 
experience  and  a review  of  the  literature,  it 
seems  that  if  a late  abortion  is  to  be  per- 
formed by  a major  operative  procedure  that 
hysterotomy  followed  by  tubal  ligation  has 
less  morbidity  than  hysterectomy.  • 
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Multiple  autoimmune  disorders 

in  a single  patient 

A case  report* 


James  Oberheide,  MD,  and  J.  Philip  Clarke,  MD,  Denver 


The  co-existence  in  a single  patient  of  sev- 
eral of  the  so-called  organ  specific  auto- 
immune diseases  has  provoked  considerable 
interest  in  the  past  decade.  The  following 
case  exemplifies  such  a complex  of  illnesses. 
The  purpose  of  this  report  is  to  alert  the  phy- 
sician to  these  associations  and  to  arouse  sus- 
picion of  the  possibility  of  other  autoimmune 
disorders  occurring  when  one  such  diagnosis 
has  been  made. 

CASE  REPORT 

A 77-year-old  Caucasian  woman  gave  a five 
month  history  of  weight  loss  of  20  pounds, 
anorexia,  light-headedness,  malaise  and  occasional 
nausea  and  vomiting  unrelated  to  meals.  Past 
surgical  history  included  a pyloroplasty  and 
vagotomy  in  1967  for  peptic  ulcer  disease.  Past 
medical  history  included  the  discovery  of  a small 
multinodular  goiter  and  subnormal  PBI  level  in 
1968,  following  which  the  patient  was  treated 
with  desiccated  thyroid.  Five  months  prior  to  the 
present  admission,  she  was  noted  to  have  a hy- 
perchromic  macrocytic  anemia.  A Schilling’s  test 
at  that  time  showed  subnormal  urinary  Bj,  ex- 
cretion, which  when  repeated  with  administration 
of  intrinisic  factor  demonstrated  normal  Bj^  ex- 
cretion levels.  Bone  marrow  study  showed  megal- 
oblasts,  and  a diagnosis  of  pernicious  anemia  was 
made.  B,.^  injections  produced  prompt  reticulocy- 
tosis  and  return  of  hemoglobin  levels  to  normal. 
The  remainder  of  the  history  of  systems  review 
was  not  contributory.  The  patient’s  mother  died 
of  a gastric  carcinoma;  otherwise  the  family  his- 
tory was  unremarkable. 


*From  the  Department  of  Medicine,  Saint  Joseph  Hos- 
pital and  The  Denver  Clinic,  Denver. 


On  examination,  the  patient  appeared  weak 
but  was  not  in  distress.  Blood  pressure  lying  was 
130/70  mmHg,  but  dropped  to  80/40  mmHg  upon 
standing.  The  lips  were  noted  to  have  small 
macular  areas  of  hyperpigmentation.  The  thyroid 
was  slightly  enlarged  and  irregular.  The  remain- 
der of  the  examination  was  normal  for  her  age. 

Initial  diagnostic  studies  for  gastric  or  upper 
intestinal  pathology,  including  upper  gastrointes- 
tinal x-rays,  and  multiple  stool  examinations  for 
occult  blood,  were  negative.  Laboratory  data  shows 
a normal  hemogram  except  for  an  8%  eosinophil 
count.  The  serum  sodium  was  120  meq/L  and 
serum  potassium  was  6.6  meq/L.  Adrenocortical 
stimulation  with  Cortrosyn  produced  subnormal 
response  and  a three  day  intravenous  ACTH  stim- 
ulation test  also  failed  to  increase  plasma  cortisol 
or  urinary  17-ketogenic  steroids.  Tuberculin  skin 
tests  were  negative  and  the  chest  x-ray  was  nor- 
mal. A diagnosis  of  primary  adrenocortical  in- 
sufficiency was  made.  The  patient  responded  well 
subjectively  and  objectively  to  corticosteroid  re- 
placement therapy.  Thyroid  biopsy,  subsequently 
done,  showed  the  characteristics  of  Hashimoto’s 
thyroiditis. 

Discussion 

We  have  reported  a patient  with  the  in- 
teresting triad  of  pernicious  anemia,  Hashi- 
moto’s thyroiditis  and  primary  adrenocortical 
insufficiency.  The  association  of  these  three 
illnesses  along  with  several  others  in  the 
autoimmune  category  has  recently  under- 
gone intensive  study.  Histologically,  the 
changes  seen  in  autoimmune  thyroiditis  and 
idiopathic  adrenal  insufficiency  are  quite 
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TABLE  1 

Circulating  Antibodies  In  Patients  With  Adrenocortical 
Insufficiency  compared  to  Age  and  Sex  Matched  Controls. 
(After  Irvine,  et  al ; 1967) 

Number  of  Patients  with  Antibodies  to: 


Adrenocortical 

Insufficiency 

Patients 

Adrenal 

Tissue 

Ovary, 
Testes , 
Placenta 

Parietal 

Cells 

Intrinsic 

Factor 

Thyroglobulin 

Idiopathic 

174 

109 

30 

50 

16 

38 

Tuberculous 

46 

0 

0 

3 

0 

5 

Others 

4 

0 

0 

0 

0 

0 

Control 

224 

1 

0 

23 

0 

15 

similar,  with  loss  of  parenchymal  cells  and 
increased  stromal  tissue  with  round  cell  in- 
filtration similar  to  that  seen  in  delayed  hy- 
persensitivity reactions  elsewhere  in  the 
body.  Several  animal  experiments  have 
shown  this  same  destruction  of  adrenocor- 
tical cells  and  round  cell  infiltration  after 
injection  of  homologous  adrenal  tissue  in 
Freund’s  adjuvant.'  In  1957  Anderson  demon- 
trated  that  the  sera  of  20  per  cent  of  his 
group  of  patients  with  idiopathic  adrenocor- 
tical insufficiency  gave  positive  complement 
fixation  reactions  to  human  adrenal  tissue.^ 
A combined  study  by  Irvine,  et  al,  'in 
1967  of  224  patients  with  adrenocortical  in- 
sufficiency demonstrated  an  increased  inci- 
dence of  autoantibodies  to  other  tissues  and 
proteins.'*  As  noted  in  the  Table,  the  low  in- 
cidence of  antibody  formation  in  patients 
with  tuberculous  adrenal  insufficiency  is 
evidence  against  adrenal  antibodies  being 


TABLE  2 


Principal  Clinical  Disorders  Associated  with 
Adrenocortical  I nsuf f i c I ency . (Af ter  Irvine, 
et  al ; 1967) 


D I sorde  r 

Idl 

i opath i c 

TB 

Thy roi d 

Tox  i c 

9) 

Hypothy ro i d 
Hash i moto 

10) 
h)  - 

27 

Simple  goiter 

h) 

Pernicious  Anemia 

10 

Diabetes  Me  1 1 i tus 

18 

Hypoparathy ro i d i sm 

12 

Abnormal  Gonadal 

Funct . 

31 

1 

Vitiligo 

16 

_l_ 

No.  of  Patients  affected 

83 

2 

Total  No.  of  pati 

ents 

17'« 

46 

formed  in  reaction  to  destruction  of  adrenal 
tissue  (Table  1). 

The  clinical  overlap  of  adrenocortical  in- 
sufficiency with  other  autoimmune  condi- 
tions has  been  studied  extensively.  Table  2 
summarizes  the  disorders  which  frequently 
co-exist  with  adrenocortical  insufficiency, 
and  following  is  a brief  discussion  of  each. 

In  1926  Schmidt  described  two  patients 
with  idiopathic  adrenal  insufficiency  and 
chronic  thyroiditis,  now  known  as  Schmidt’s 
syndrome."'  Note  that  although  Hashimoto’s 
thyroiditis  is  the  most  common  thyroid  dis- 
order linked  with  adrenal  insufficiency,  an 
associated  increased  incidence  of  other  thy- 
roid disorders  is  also  seen. 

Addison  described  both  pernicious  anemia 
and  idiopathic  adrenal  insufficiency,  but  it 
is  doubtful  that  he  was  aware  of  any  causal 
relationship.  The  immune  basis  of  pernicious 
enemia  has  been  well  studied  and  increases 
in  three  types  of  antibodies  have  been  noted; 
two  of  these  are  against  intrinsic  factor  and 
the  other  against  the  parietal  cells  of  the 
gastric  mucosa.  The  latter  type  is  much  less 
specific  in  pernicious  anemia.  Irvine’s  study 
found  that  10  of  174  patients  with  idiopathic 
adrenal  insufficiency  also  had  pernicious 
anemia;  however,  a much  greater  incidence 
(33%)  of  subclinical  atrophic  gastritis  and 
achlohydria  has  been  noted.® 

An  autoimmune  basis  for  diabetes  has 
not  been  established.  However,  several 
studies  suggestive  of  such  an  etiology  have 
been  made.  Ogilvie  and  LeCompte  have 
demonstrated  lymphocytic  infiltration  in 
pancreatic  islets  at  autopsy  in  diabetics  quite 
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similar  to  infiltrates  seen  in  thyroiditis  and 
adrenal  insufficiency.®  Specific  antibodies  to 
pancreatic  B-cells  have  not  been  demon- 
strated, but  diabetics  have  been  noted  to 
have  an  increased  incidence  of  thyroid  and 
parietal  cell  antibodies.  This  has  been  seen 
only  in  insulin  dependent  diabetics. 

Turkington  has  demonstrated  an  in- 
creased incidence  of  autoantibodies  to  testic- 
ular and  ovarian  tissue  in  the  sera  of  patients 
with  idiopathic  adrenal  insufficiency.’’  Ac- 
cording to  his  study,  twenty-seven  per  cent 
of  female  patients  with  this  disease  had  pri- 
mary amenorrhea,  and  an  even  higher  inci- 
dence of  other  menstrual  abnormalities  re- 
lated to  premature  gonadal  failure. 

In  1966  Blizzard  demonstrated  parathy- 
roid antibodies  in  the  sera  of  thirty-eight  per 
cent  of  his  patients  with  idiopathic  hypopara- 
thyroidism.® He  also  has  shown  parathyroid 
antibodies  in  twenty-six  per  cent  of  patients 
with  idiopathic  adrenal  insufficiency  with  or 
without  clinical  evidence  of  hypoparathy- 
roidism. 

The  association  of  vitiligo  with  autoim- 
mune thyroiditis,  pernicious  anemia  and  ad- 
renal insufficiency  has  been  described.®  It  is 
now  postulated  by  some  investigators  that 
vitiligo  may  be  an  autoimmune  response  to 
the  melanocyte. 

Many  other  conditions,  such  as  bronchial 
asthma  and  rheumatoid  arthritis  have  been 
reported  to  be  more  common  in  patients  with 
Addison’s  Disease  but  the  increased  inci- 
dence is  not  as  definite  as  in  those  conditions 
which  have  been  discussed,  and  the  immu- 


TABLE  3 

Concurrent  Diseases  of  19  Patients  with 

Idiopathic  Adrenal  Insufficiency 

St.  Joseph  Hospital,  Denver , 1 968- 1 973 


Thyroid  disorders  5 
D i abetes  Me  1 1 i tus  5 
Pernicious  Anemia  2 
Asthmatic  Bronchitis  _2 

Total  coexisting  disorders  1^ 


nologic  relationship  has  not  been  as  well 
studied. 

A retrospective  review  of  records  at  Saint 
Joseph  Hospital  in  Denver  shows  that  nine- 
teen patients  have  been  diagnosed  as  having 
idiopathic  adrenal  insufficiency  in  the  past 
five  years.  The  incidence  of  other  illnesses 
in  these  patients  is  noted  in  Table  3.  These 
patients  had  co-existing  thyroid  disorders, 
diabetes  mellitius,  pernicious  anemia,  and 
asthmatic  bronchitis.  There  were  fourteen 
instances  of  occurrence  of  another  autoim- 
mune disorder. 

Conclusion 

Whatever  may  be  the  etiology  of  these 
various  disorders,  we  believe  little  doubt  re- 
mains that  if  one  exists  in  a patient  there  is 
definitely  an  increased  expectancy  over  the 
general  population  of  one  or  more  other 
organ  specific  autoimmune  disorders  occur- 
ring. It  is  important  for  the  clinician  to  be 
aware  of  this  relationship  and  to  be  alert  for 
the  signs  and  symptoms  of  other  associated 
disorders.  • 
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Denver’s  detoxification  unit 


Barry  R.  Berns,  MD,  and  Stephen  L.  Dilts,  MD,  Denver 


Nationwide,  efforts  are  being  made  to  pro- 
vide help  for  people  suffering  from  alcohol- 
ism.^® Most  reported  efforts-"®  basically 
involve  two  phases  of  treatment,  (1)  detox- 
ification and  (2)  longer-term  treatment  for 
the  problem  of  staying  sober. 

Denver’s  Detoxification  Unit,  an  integral 
part  of  Denver  General  Hospital,  is  essen- 
tially the  first  phase  of  a comprehensive  pro- 
gram aimed  at  the  treatment  of  alcoholism 
and  other  drug  addictions.  More  than  ninety- 
five  per  cent  of  the  patients  detoxified  bn 
the  unit  are  addicted  to  alcohol,  and  accord- 
ingly, alcoholism  is  the  unit’s  main  focus. 
The  ward  is  the  only  detoxification  unit  for 
the  metropolitan  Denver  area.  As  a result, 
it  has  become  the  regional  center  for  teach- 
ing the  initial  phases  of  alcoholism  treat- 
ment to  nurses,  pre-medical  students  and 
medical  students. 

The  Detoxification  Unit  has  twenty-three 
beds  with  the  primary  goal  of  providing 
around-the-clock  medical  care  for  patients 
suffering  from  the  toxic  effects  of  alcohol  or 
other  addicting  drugs.  The  secondary  goal  is 
to  help  motivate  these  patients,  as  they  re- 
cover from  their  physical  illness,  to  seek 
longer-term  treatment  for  their  addictions. 

Medical  Treatment 

Medical  treatment  is  provided  for  the  al- 
cohol withdrawal  syndrome  as  well  as  for 
the  medical  complications  and  chronic  dis- 
eases associated  with  alcoholism.  Admission 


history  and  physical  examination  as  well  as 
laboratory  tests  (CBC,  UA,  STS,  electrolytes, 
blood  glucose,  BUN,  biochemical  screen, 
blood  alcohol,  and  chest  x-ray)  provide  a 
thorough  evaluation  of  the  patient’s  physical 
status  whereby  appropriate  treatment  is 
begun. 

Many  studies  have  been  performed  in  an 
attempt  to  determine  which  drug  is  best  for 
the  treatment  of  the  alcohol  withdrawal  syn- 
drome. Various  authors  espouse  chlordiaze- 
poxide,®-“  hydroxyzine,"  or  paraldehyde  with 
chloral  hydrate.^-  Lidocaine  has  recently 
been  suggested  both  for  preventing  with- 
drawal symptoms  as  well  as  for  preventing 
withdrawal  seizures.’®  However,  Jorges  Via- 
montes  reviewed  eighty-nine  studies  and 
concluded  that  no  drug  has  been  proven  to 
be  better  than  placebo  in  the  treatment  of 
the  alcohol  withdrawal  syndrome.®  Maurice 
Victor  sees  no  evidence  that  drugs  shorten 
the  duration  of  withdrawal  symptoms,  nor 
prevent  onset  of  DT’s,  but  he  does  believe 
that  sedative  drugs  blunt  psychomotor  over- 
activity and  lessen  exhaustion.’® 

For  the  alleviation  of  the  distressing 
symptoms  of  the  alcohol  withdrawal  syn- 
drome itself,  we  have  found  the  following 
drugs  to  be  useful:  chlordiazepoxide  and 
chloral  hydrate  for  sedation,  hydroxyzine  for 
nausea  and  vomiting,  chlorpromazine  for  hal- 
lucinations and  paranoia  related  to  the  toxic 
withdrawal  state,  and  thiamine  intramuscu- 
larly for  treatment  and/or  prevention  of  the 
Wernicke-Korsakoff  syndrome. 
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Psychologic  Approach 

Our  goal  of  motivating  patients  to  seek 
long-term  treatment  for  their  alcoholism  or 
other  addictions  is  promoted  through  rap 
sessions  (the  whole  ward  participating) , 
small  group  discussions  (ten  or  fewer  pa- 
tients per  group),  films  on  alcoholism,  and 
individual  counseling.  With  an  average  stay 
of  only  five  days,  we  operate  in  a manner 
similar  to  the  St.  Louis  Detoxification  Cen- 
ter,’ attempting  to  create  an  atmosphere 
of  acceptance,  accentuating  the  positive 
strengths  in  patients,  and  helping  patients  to 
face  reality.  Generally,  we  use  a direct  ap- 
proach, promoting  the  instillation  of  hope, 
imparting  useful  information,  encouraging 
constructive  ventilation  of  feelings,  and  fos- 
tering reality-oriented  problem  solving.  These 
approaches  are  useful  in  short-term  group 
settings,  as  outlined  by  Yalom.^'* 

We  consider  Antabuse  to  be  an  important 
therapeutic  tool,  which  provides  additional 
incentive  to  remain  sober,  providing  a chance 
to  participate  in  other  aspects  of  a rehabili- 
tative program.  Two  seminars  per  week  are 
devoted  to  explanation  of  what  Antabuse  is, 
how  it  works,  what  are  its  advantages  and 
its  side  effects  and  contraindications.  At 
present  its  use  on  the  unit  is  voluntary. 

Experience 

Table  1 describes  the  patients  treated 
over  a period  of  twelve  months  in  1973.  The 
ratio  of  males  to  females  is  9 to  1.  This  lop- 
sided relationship  may  reflect  many  factors, 
such  as  cultural  condemnation  of  alcoholism 
in  women  more  than  men,  leading  them  into 
seclusion,  or  the  fact  that  women  are  se- 
cluded in  their  households  and  are  less  prone 
to  seek  help.^® 

TABLE  1 

PATIENTS  SEEN  IN  1973 


Total  Patients  1,683 

Monthly  Average  1^0 

Male  87% 

Female  \8% 

Anglo  Gh% 

Hispano  20% 

Black  13^ 

Other  3% 


In  Table  2,  by  far  the  greatest  number  of 
referrals  are  those  from  self,  relative,  or 
friend  (58%).  These  patients  may  or  may 
not  be  in  contact  with  one  or  several  of  the 
other  agencies  listed  in  Table  2;  however,  the 
primary  force  behind  their  presentation  for 
help  seems  to  be  in  themselves  or  in  the  peo- 
ple immediately  and  intimately  involved  in 
their  lives. 

TABLE  2 

REFERRAL  SOURCES 


Medical  Agencies  8^ 
Alcoholism  Agencies  2h% 
Community  Agencies  6% 
Legal  Agencies  k% 
Self,  friend,  relative  58% 


Table  3 illustrates  that  fifty-six  per  cent 
of  our  patients  at  discharge  accept  referral 
for  further  treatment  (inpatient  alcoholism 
treatment,  outpatient  alcoholism  treatment, 
Alcoholics  Anonymous) ; of  course,  their  ac- 
cepting referral  does  not  always  mean  that 
they  do  make  contact  with  that  treatment 
agency.  Twenty-eight  per  cent  of  the  patients 
seen  do  not  accept  any  referral  (including 
Against  Medical  Advice  discharges) . Thir- 
teen per  cent  accept  referral  to  shelter  agen- 
cies, which  are  in  some  cases  affiliated  with 
Alcoholics  Anonymous  or  other  self-help 
groups. 

TABLE  3 

PATIENT  DISPOSITIONS 

(Sample  months  of  September 
December  1973  ) 


In-patient  Medical  3% 
In-patient  Alcoholism  Treatment  26% 
Out-patient  Alcoholism  Treatment  \6% 
Alcoholics  Anonymous  ]k% 
Shelter  Facilities  \3%> 
Will  not  accept  referral  22^ 
Against  medical  advice  6%o 


Eighty  per  cent  of  our  patients,  as  seen 
in  Table  4,  have  been  admitted  only  one 
time;  only  four  per  cent  have  been  admitted 
more  than  two  times.  In  general  we  have  an 
open  door  policy  consistent  with  the  primary 
goal  of  medical  treatment  of  those  suffering 
from  alcohol  withdrawal  symptoms.  We  have 
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seen  no  data  that  might  indicate  that  there 
is  a better  alternative  to  open  door  policy. 
In  fact,  many  patients,  who  otherwise  would 
not  follow  up  longer-term  treatment,  return 
for  medical  help  and  cannot  avoid  contact 
with  our  staff  in  some  therapeutic  form, 
much  as  described  by  Richard  Fox,  who  saw 
development  of  therapeutic  relationships  be- 
tween staff  and  patients  who  were  contin- 
ually being  re-admitted.^ 

TABLE  k 

RE-ADMISSIONS  (1973) 


1 

Admi ss ion  only 

80^ 

2 

Adm i ss I ons 

16^ 

3 

Adm i ss i ons 

3% 

4 

Adm i s s i ons 

.1% 

5 

Adm i ss i ons 

The  average  patient  seen  on  the  Detox 
Unit,  as  seen  in  Table  5,  represents  a person 
with  little  social  stability  in  family  or  job; 
typically  he  lives  alone,  usually  in  an  apart- 
ment or  hotel,  and  has  made  contact  with 
many  helping  agencies.  He  is  a patient  with 
a long  drinking  history  who  in  most  cases 
has  gone  through  the  multiple  crises  of  los- 
ing wife,  family,  job,  money,  and  status  in 


Age 

Duration  of  Heavy 
Drinking 
Marita!  Status 


Source  of  Income 
Who  he  1 i ves  with 
Previous  Treatment 


TABLE  5 

AVERAGE  PATIENT 

45  Years 


18  Years 

Sepa  rated , 
Divorced,  or 
Wi dowed 
Spot  Jobs 
Alone 
Yes 


society,  leaving  little  basis  for  motivation  to 
stay  sober. 


Summary 

The  detoxification  unit  at  Denver  Gen- 
eral Hospital  is  a twenty-three  bed  ward, 
providing  medical  care  and  counseling  for 
patients  who  are  in  physical  and/or  psycho- 
social crisis  because  of  the  abuse  of  alcohol 
or  other  addicting  drugs.  Hospitalization  at 
the  time  of  crisis  offers  the  patient  a chance 
to  form  a therapeutic  alliance  with  the  staff, 
with  the  goal  of  achieving  motivation  to  seek 
long-term  treatment  after  discharge.  • 
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TUMOR  CONFERENCE 


Malignant  carcinoid  of  the  small  boweT 


Moderator:  Francis  A.  Barrett,  MD,  Cheyenne,  Wyoming 
Discussant:  Richard  Loughry,  MD,  Cheyenne,  \Siyoming 


Case  Presentation: 

A 75-year-old  white  female  had  operation 
on  June  30,  1971,  for  a partial  small  bowel 
intestinal  obstruction.  She  had  had  a long 
career  in  surgical  procedures  and  hospital 
admissions  dating  back  over  thirty  years. 
The  patient  started  with  a subtotal  hysterec- 
tomy, subsequently  followed  by  other  pelvic 
surgery,  cholecystectomy,  vein  stripping  hi- 
atus hernia  repair,  and  pyloroplasty. 

Following  the  last  hernia  repair  in  1964 
the  patient  developed  symptoms  of  “ileitis” 
with  x-ray  evidence  of  a “diffuse-type 
ileitis”.  At  the  time  of  hiatus  hernia  repair 
and  pyloroplasty,  there  was  no  evident 
pathology  in  the  small  or  large  bowel. 

In  1970,  she  began  complaining  of  inter- 
mittent attacks  of  rather  severe  cramping 
abdominal  pain  associated  with  nausea,  vom- 
iting, diarrheal  stools,  and  abdominal  disten- 
tion described  as  “bloating”.  The  patient  was 
hospitalized  no  less  than  six  times  during 
the  subsequent  year,  and  many  flat  plate  and 
small  bowel  studies  of  the  abdomen  were  in- 
terpreted as  partial  small  bowel  intestinal 
obstructions  (Fig.  2).  Finally,  the  patient 
was  explored  surgically  on  June  30,  1971.  At 
that  time,  an  obstruction  was  found  in  the 
distal  ileum  which  was  thought  to  be  due  to 
a foreign  body  granuloma. 


*A  presentation  at  the  Tumor  Conference.  8th  Annual 
Winter  Seminar  of  Wyoming  State  Medical  Society.  Cas- 
per, Wyoming,  February  1973. 


Moderator: 

As  you  might  suspect,  this  patient  had 
several  different  doctors  in  several  different 
towns  over  a period  of  many  years.  As  a re- 
sult of  her  many  operations  with  multiple 
episodes  of  peritoneal  contamination  and  the 
likelihood  of  postoperative  adhesions,  the 
story,  up  to  this  point,  is  not  at  all  unusual. 

In  addition,  the  patient  presents  a typical 
picture  of  the  “chronic  complainer”  who  pre- 
sents herself  for  treatment  of  a myriad  of 
complaints  and  ordinarily  receives  diagnos- 
tic efforts  in  the  extreme  with  a minimal 
return  in  positive  diagnosis.  However,  there 
was  a different  twist  here  that  allows  us  to 
learn  a lesson. 

Discussant: 

At  operation  a segment  of  distal  ileum 
encompassing  the  obstructing  mass  was  re- 
sected. The  pathology  report  was  quite  sur- 
prising. The  mass  was  a carcinoid  tumor  of 
the  small  bowel  which  had  metastasized  to 
three  of  nine  mesenteric  nodes  that  were  in- 
cluded in  the  specimen.  This  case  report 
serves  as  an  introduction  to  a brief  review 
of  some  of  the  pertinent  points  about  car- 
cinoid tumors,  with  special  reference  to  car- 
cinoid tumors  of  the  small  intestine. 

Carcinoid  tumors  tend  to  be  small  tumors. 
Three-fourths  of  them  are  less  than  one  cm. 
in  size.  They  can  be  found  in  any  tissue  that 
is  derived  from  the  primitive  entoderm,  and 
they  are  found  in  the  stomach,  small  and 
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Fig.  1.  Partial  small  bowel  obstruction  with  de- 
layed transit  time,  narrowed  lumen,  and  proximal 
dilatation. 


large  bowel,  appendix,  Meckel’s  diverticu- 
lum, pancreas,  bile  duct,  ovary,  larynx, 
trachea,  and  bronchus.  In  the  GI  tract,  they 
start  in  the  submucosal  area  and  grow  out 
very  slowly.  In  reported  groups,  the  patients 
who  are  symptomatic  have  complaints  often 
of  two  or  four  years  duration.  There  have 
been  several  patients  who  have  been  re- 
ported symptomatic  from  carcinoid  tumors 
for  over  twenty  years.  They  grow  slowly. 
They  extend  and  grow  outward  through  the 
bowel  wall  at  which  point  they  metastasize 
to  regional  nodes  and  it  is  quite  common  with 
these  tumors  to  have  the  metastases  greater 
in  size  than  the  primary.  This  is  in  contrast 
to  the  ordinary  adenocarcinoma  of  the  colon 
where  usually  the  primary  is  bigger  than  the 
lymph  node  metastases.  Carcinoid  tumors  of 
the  small  intestine  account  for  25  per  cent 
of  all  carcinoid  tumors,  and  they  are  the 
most  common  neoplasms  in  the  jejunum  and 
ileum.  Their  incidence  increases  in  fre- 
quency as  you  go  down  the  small  intestine, 
being  eight  times  more  common  in  the  ileum 
than  in  the  jejunum,  and  80  per  cent  of  the 


lesions  in  the  ileum  are  in  the  last  two  feet 
of  the  ileum. 

Most  patients  with  carcinods  are  asymp- 
tomatic (70-80%).  When  the  symptoms  do 
occur,  it  is  very  commonly,  as  in  this  patient, 
one  of  intermittent  intestinal  obstruction  or 
vague  abdominal  pains.  The  over-all  rate  of 
metastases  is  quite  constant  in  reported 
cases,  about  one-third  of  them  have  metasta- 
sized by  the  time  they  are  diagnosed.  Ten 
per  cent  of  small  bowel  carcinoids  show  the 
carcinoid  syndrome. 

There  are  three  peculiar  quirks  of  car- 
cinoid tumors  of  the  small  intestine  which 
are  important  for  the  surgeon  to  remember. 
First,  if  you  find  one  carcinoid  tumor  of  the 
small  intestine,  there  is  a 20  to  30  per  cent 
chance  that  at  that  time  there  will  be  a sec- 
ond carcinoid  tumor  of  the  small  intestine 
present.  This  is  in  contrast  with  adenocar- 
cinoma of  the  colon  where  at  the  time  of  dis- 
covery of  the  first  tumor  there  is  only  a 4 
per  cent  incidence  of  a second  adenocar- 
cinoma of  the  colon,  and  also  in  contrast  to 
the  stomach  where  there  is  only  a 2 per  cent 
incidence  of  another  primary.  Secondly,  pa- 
tients with  carcinoids  of  the  small  intestine 
frequently  have  a second  primary  cancer  of 
some  other  type.  This  has  been  reported  in 
four  different  series  where  30  per  cent,  31 
per  cent,  47  per  cent,  and  53  per  cent  of  the 
patients  with  carcinoids  had  a second  pri- 
mary cancer  of  some  other  type.  This  means 
that  one  of  every  two  or  three  patients  with 
a carcinoid  have  some  other  cancer.  The 
third  point,  which  is  interesting  and  im- 
portant to  the  surgeon,  is  that  carcinoids 
produce  much  scarring  and  frequently  a 
tumor  is  not  thought  to  be  present  when  this 
is  actually  the  pathology.  In  this  case,  a car- 
cinoid was  not  recognized  at  the  time  it  was 
resected.  Since  they  grow  out  through  the 
bowel,  they  produce  extensive  scarring  and 
an  adhesive  type  process  and  often  there  is 
more  scarring  than  there  is  primary  tumor. 
In  an  otherwise  clean  abdomen,  if  there  is 
an  isolated  area,  particularly  in  the  lower 
small  bowel,  of  apparent  adhesions,  it  is  sus- 
pect as,  in  fact,  representing  a carcinoid 
tumor.  • 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDlCATtONS:Tfterapeut/ca</y^  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgtt:al  incisions,  otitis  e)dema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


IVEOSPOREV 

(POLYMYXIN  B-BACm-NEOMYCIN) 


Ointment 

Each  gram  contains:  AerosporinS  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vt  oz.  and  Vs,  oz.  (approx.)  foil  packets. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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A-H  240  H-V30 


Prepared  l)y  Alan  E.  Lindsay,  MD,*  Salt  Lake  City,  l^tah 


THE  PATIENT:  A 52-year-old  man  presented 
with  a two-week  history  of  intermittent  light- 
headedness without  syncope.  An  ECG  one  year 
before  had  been  normal  except  for  first  degree 
AV  block  (PR  interval  of  300  msec.).  Clinical  ex- 
amination failed  to  reveal  any  evidence  of  or- 
ganic heart  disease  apart  from  a conduction  de- 
fect. 

THE  PROBLEM:  Two  non-continuous  tracings 
of  V,  (A)  show  high-grade  AV  block.  When  suc- 
cessive atrial  impulses  are  conducted  there  is  a 
long  fixed  PR  interval  of  320  msec.  One  or  more 
P-waves  may  not  be  followed  by  QRS  complexes. 
The  QRS  morphology  is  always  normal  (100  msec, 
in  duration). 

What  is  the  anatomic  level  of  AV  block  in  this 
case?  The  long  fixed  PR  interval  and  normal 
QRS  morphology  suggest  Type  I AV  block  (that 
occurring  at  the  level  of  the  AV  node),  but  the 
lack  of  progressive  PR  prolongation  (Wenckebach 
periods)  is  unusual  in  this  type  of  block.  On  the 
other  hand,  the  lack  of  QRS  widening  argues 
against  the  presence  of  AV  block  at  the  bundle 
branch  level  (Type  II  AV  block). 


THE  SOLUTION:  His  bundle  recordings  re- 
vealed the  block  to  be  above  the  level  of  the  re- 
cording electrode. 

The  top  tracing  of  panel  B is  lead  II;  the  bot- 
tom tracing  is  a His  bundle  electrogram  (simul- 
taneous tracings  recorded  at  a paper  speed  of  50 
mm. /sec.)  A His  electrogram,  in  this  patient  re- 
corded by  Dr.  Hiram  Marshall,  is  obtained  by 


*Dr.  Lindsay  is  former  scientific  editor  for  Utah  of  the 
Rocky  Mountain  Medical  Journal. 


the  AV  node,  or  proximal  His  bundle.  The  varia- 
tion in  morphology  of  the  “A”  waves  is  due  to 
movement  of  the  catheter  tip.  The  “A”  waves  fol- 
lowing ventricular  deflections  are  larger,  because 
they  occur  during  ventricular  systole;  forceful 
atrial  contraction  brings  the  catheter  tip  closer  to 
the  atrial  wall. 

COMMENT:  There  are  no  certain  criteria  for 
differentiating  between  Type  I and  Type  H AV 
block  in  the  surface  ECG.  QRS  duration  is  one  of 
the  most  useful  criteria,  however,  as  normal  QRS 
width  almost  always  bespeaks  a Type  I block,  as 
it  did  in  this  case.  The  presence  or  absence  of 
progressive  PR  prolongation  is  generally  less  help- 
ful, although  Wenckebach  periodicity  generally 
favors  Type  I block. 

In  this  instance,  the  Mobitz-H-like  behavior  of 
the  block  indicates  that  the  conduction  defect  is 
probably  situated  within  the  main  His  bundle,  not 
within  the  AV  node.  This  type  of  block  often  be- 
haves in  an  all-or-none  fashion,  much  like  infra- 
Hisian  block.** 

This  patient  had  a demand  pacemaker  in- 
serted and  his  symptoms  promptly  disappeared, 
passing  a percutaneous  bipolar  catheter  through 
the  femoral  vein  to  the  region  of  the  tricuspid 
valve.  “A”  indicates  atrial  depolarization,  “H”  the 
arrival  of  the  depolarization  wave  at  the  His  bun- 
dle, and  “V”  represents  ventricular  depolarization. 
The  A-H  interval  is  greatly  prolonged  (normal  is 
80-130  msec.)  while  the  H-V  interval  is  within 
the  normal  range  of  30-50  msec.  Atrial  impulses 
not  conducted  to  the  ventricles  are  not  followed 
by  a His  spike,  indicating  block  at  the  level  of 


**Massumi.  R.  A.:  Personal  communication. 
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When  G.I. 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  gastrointestil 
nal  function.  Excessive  anxiety  and  tension  caij 
adversely  affect  the  function  of  any  portion  of  th 
gastrointestinal  system.  Complaints  are  varied,  e.g 
epigastric  pressure,  heartburn,  ulcer'like  pain,  diai 
rhea,  etc.  A vicious  circle  may  develop  in  whicli 
anxiety  and  G.I.  disorders  intensify  each  other. 

Prime  objectives  of  total  patient  therapy  inj 
elude:  symptomatic  relief,  removal  of  apprehension  1 
about  organic  disease  and  helping  the  patient  un 
derstand  how  excessive  anxietv  may  trigger  physical  i 


Before  prescribing,  please  consult  complete  product  informatioi| 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accon 
panying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  dru 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcci 
hoi  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patien 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,ope 
ating  machinery,  driving).  Though  physical  and  psychological  dependeni‘ 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administe 
ing  to  addiction-prone  individuals  or  those  who  might  increase  dosage;  witl 
drawal  symptoms  (including  convulsions),  following  discontinuation  of  tl 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  c 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  require 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  si 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  precluc 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  re 
ommended  in  children  under  six.  Though  generally  not  recommended, 
combination  therapy  with  other  psychotropics  seems  indicated,  careful 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiatir 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautioi 


)mplaints.  Brief  counseling  and  the  utilization  of 
vorable  factors  in  the  patient’s  personality  and 
ivironment  can  often  provide  needed  support. 


Antianxiety  therapy.  Antianxiety  medica- 
on  may  prove  a valuable  supplement  when  conn- 
ding  and  reassurance  are  not  sufficient  to  allay 
le  patient’s  emotional  distress  and  relieve  his 
axiety-provoked  physical  complaints.  The  agent 
rescribed  should  be  both  clinically  effective  and 
snerally  free  from  undesirable  side  effects, 
’ibrium  (chlordiazepoxide  HCl)  meets  these  re- 
(uirements  with  a high  degree  of  consistency,  and 
ias  a wide  margin  of  safety  and  an  excellent  record 
if  patient  acceptance.  The  most  common  side  eT 
acts  reported  have  been  drowsiness,  ataxia  and  con- 
usion,  particularly  in  the  elderly  and  debilitated. 

Whenever  anxiety  is  a clinically  significant 
ictor,  adjunctive  Librium  is  used  concomitantly 
/ith  specific  gastrointestinal  drugs  such  as  anti' 
holinergic  agents.  Once  anxiety  has  been  reduced 
0 appropriate  levels,  treatment  with  Librium 
hould  be  discontinued. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium'  lOmg 

(chlordiazepoxide  HCl) 
lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


1 presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
tric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
1 treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
pudencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
n blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
rug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
linically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
ially  in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
iroper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
losage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
re  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
lausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
ibido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
n EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
nent;  blcx)d  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
unction  have  been  reported  occasionally,  making  periodic  blood  counts  and 
iver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
liazepoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
hlordiazepoxide. 


TODAY’S  STYLE  MEETING 
TOMORROW’S  NEEDS 

---AN  UNCOMMON 
MEDICAL  FACILITY 


Presenting 

THE  MIRADOR  BUILDING 


Located  at  3595  East  Fountain  Boulevard 
at  Colorado  Springs 


Individual  details  to  satisfy  your  clients  . . . massive  brick  columns  ....  wide  expanses  of  tinted 
glass  ....  private  entrances  ....  wheel  chair  entry  given  special  attention  ....  ample  off-street 
parking. 


Significant  provision  for  the  practice  of  modern  medicine  in  spacious  suites  consisting  of  doctor's 
office,  nurse's  station,  receptionist's  office  and  file  room,  receiving  room,  exam  room,  large  storage 
area,  and  lavatory  . . . three  different  plans  available. 


THE  TERRAWEST  CO. 

524  South  Cascade  Avenue 
Colorado  Springs.  Colorado  80902 
CaU:  (303)  471-9874 
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ORGANIZATION 


UTAH 


Dr.  Wiiilrohe  Lectures 

Dr.  Maxwell  M.  Wintrobe,  the  University  of 
Utah’s  distinguished  professor  of  internal  med- 
icine, delivered  the  annual  Wingate-Johnson  Lec- 
ture Feb.  13  at  Wake  Forest  University.  The 
former  chairman  of  the  department  of  medicine, 
was  the  visiting  professor  at  Wake  Forest’s 
Bowman-Gray  School  of  Medicine.  His  lecture 
was  entitled,  “The  Inert  Particle  — The  Story  of 
Discovery.” 

Dr.  Wintrobe  was  the  first  chairman  of  the  de- 
partment of  medicine,  serving  from  1943  to  1967 
when  he  became  director  of  the  Cardiovascular 
and  Research  Training  Institute  at  the  university. 
He  was  named  distinguished  professor  in  1970, 
elected  a master  in  the  American  College  of  Phy- 
sicians in  1973  and  received  the  Robert  H.  Wil- 
liams Award  from  the  Association  of  Professors 
of  Medicine.  The  distinguished  physician  was  also 
selected  as  the  Kober  Medalist  of  1974  by  the  As- 
sociation of  American  Physicians. 

% ^ 4:  ^ 4: 

W iiislow  Named  Chairman 

Walter  W.  Winslow,  M.D.,  has  been  named  chair- 
man of  the  Department  of  Psychiatry  at  the  Uni- 
versity of  New  Mexico  School  of  Medicine.  Dr. 
Winslow  will  continue  as  director  of  the  Bernalillo 
County  Mental  Health/Mental  Retardation  Cen- 
ter, a position  he  has  held  since  October,  1970. 

President-elect  of  the  New  Mexico  Psychiatric 
Association,  Dr.  Winslow  is  active  in  numerous 
mental  health  activities  throughout  the  state.  Dur- 
ing the  past  year,  for  example,  he  has  helped  to 
conduct  workshops  on  drug  abuse  throughout  New 
Mexico. 

Born  in  Alberta,  Canada,  the  psychiatrist  joined 
the  UNM  medical  faculty  in  1966.  In  1968,  he  left 
to  serve  a year  as  associate  professor  of  psychiatry 
at  Georgetown  University  School  of  Medicine,  and 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f /Mjf\  \ Telephone 

Denver  80202  534-8714 


as  chief  of  the  psychiatry  service  at  the  Veterans 
Administration  Hospital  in  Washington,  D.C.  He 
returned  to  UNM  in  September,  1969. 

He  is  a Fellow  in  the  Academy  of  Psychosomatic 
Medicine,  and  has  been  nominated  for  fellowship 
status  in  the  American  Psychiatric  Association.  Dr. 
Winslow  also  is  an  author  of  numerous  publica- 
tions in  his  field. 

***** 

P.  Ruben  Koehler,  M.D.,  professor  and  chair- 
man of  the  vision  of  diagnostic  radiology  at  the 
University  of  Utah  Medical  Center,  has  been 
named  president-elect  of  the  Utah  Radiological 
Society  for  1974.  Dr.  Koehler,  who  was  born  in 
Berlin,  Germany,  educated  in  Israel,  and  received 
his  degree  from  the  University  of  Berne,  Switzer- 
land, also  is  president  of  the  International  Society 
of  Lymphology. 

***** 

Faculty  Teaching  Lah 

A laboratory  to  help  medical  faculty  members 
gain  additional  teaching  skills  has  been  funded  at 
the  University  of  Utah  College  of  Medicine  by  a 
$30,000  grant. 

The  money  comes  from  the  National  Fund  for 
Medical  Education  based  in  New  York  City,  and 
covers  a one-year  period  beginning  July  1. 

The  project,  known  as  the  medical  faculty 
teaching  laboratory,  is  designed  to  expand  instruc- 
tional skills  of  faculty  members.  Three  laboratory 
programs  will  be  available  to  fit  different  faculty 
members’  schedules.  One  lab  will  spread  training 
over  a nine-month  period,  another  will  be  con- 
ducted during  one  11-week  academic  quarter  and 
a third  lab  will  be  a full-time  workshop  lasting  a 
week. 

Each  selected  faculty  member  will  receive  a 
small  stipend  to  pay  for  developing  an  instruc- 
tional project  as  part  of  the  laboratory  experience. 
Projects  may  include  developing  independent 
study  modules,  setting  instructional  objectives, 
developing  testing  criteria  or  improving  seminar 
skills.  The  laboratory  will  emphasize  more  per- 
sonalized teaching  and  the  use  of  technology  to 
enhance  more  effective  learning,  but  with  greater 
person-to-person  involvement. 


The  University  of  New  Mexico  School  of  Med- 
icine has  expanded  its  “body  donor”  program  to 
include  the  entire  state.  Because  of  the  sudden 
large  enrollment  in  the  medical  school  an  ex- 
panded program  has  been  deemed  crucial.  The 
medical  school  underwrites  the  costs  of  embalm- 
ing, transportation,  and  disposition  of  the  body. 
The  Department  of  Anatomy,  University  of  New 
Mexico  School  of  Medicine,  at  Albuquerque,  has 
donor  forms  and  informational  materials. 
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88th  Annual  Meeting 
New  Mexico  Medical  Society 

Hilton  Inn,  Santa  Fe,  New  Mexico 

May  22-24,  1974 


Credit  hours  have  been  ap- 
plied for  to  the  New  Mexico 
Board  of  Medical  Examiners 
and  the  American  Academy  of 
Family  Physicians  for  all  three 
Scientific  Sessions. 


A registration  fee  of  $30.00  will  be  charged  for  one  or  all  three 
clinical  sessions  for  Active  and  Associate  members  of  the  New 
Mexico  Medical  Society.  If  preregistered  before  May  17,  1974,  a 
registration  fee  of  $25.00  will  be  charged.  All  non-members  will 
be  charged  $50.00.  Interns,  residents,  and  military  physicians  will 
be  charged  $10.00.  Medical  students,  nurses,  and  Emeritus  members 
may  register  without  fee. 


TUESDAY,  MAY  21 

10:00  a.m.  New  Mexico  Foundation  for  Medical  Care  — Board  Meeting 

2:30  p.m.  Council  Meeting 


WEDNESDAY,  MAY  22 


9:00  a.m. 
2:00  p.m. 

6:30  p.m. 
7:30  p.m. 


Program  for  New  Members 
First  Meeting  of  House  of  Delegates 
Reference  Committee  Hearings 
Convention  Reception 

New  Mexico  Medical  Political  Action  Committee  Banquet 

Speaker — Ernest  B.  Howard,  MD,  Executive  Vice  President,  American  Medical 
Association 


THURSDAY,  MAY  23  FIRST  CLINICAL  SESSION 

Coronary  Disease 

Presiding:  Jerry  E.  Goss,  MD 
Private  Practice  of  Cardiology,  Albuquerque 


8:30  a.m. 


9:15  a.m. 


10:00  a.m. 


The  Surgical  Approach  to  Acute  Infarction  and  the  Pre-Infarction  Syndrome 

Edward  Jahnke,  MD,  Private  Practice  of  Thoracic  and  General  Surgery, 

Santa  Barbara,  California 

Bypass  Surgery  in  the  Treatment  of  Arteriosclerotic  Heart  Disease 

Ben  F.  Mitchel,  MD,  Clinical  Professor  of  Thoracic  and  Cardiovascular  Surgery, 
University  of  Texas  Southwestern  Medical  Branch,  and  Private  Practice  of 
Thoracic,  Cardiac,  and  Vascular  Surgery,  Dallas,  Texas 

Intermission  to  Visit  Exhibits 


10:30  a.m.  Surgical  Treatment  of  Myocardial  Disease:  A Cardiological  View 

Albert  A.  Kattus,  MD,  Professor  of  Medicine,  Head  of  Cardiology  Unit, 
University  of  California  at  Los  Angeles  School  of  Medicine 

11:15  a.m.  PANEL:  Drs.  Jahnke,  Mitchel,  and  Kattus 


232 


Rocky  Mountain  Medical  Journal 


SECOND  CLINICAL  SESSION 

Corticosteroids 

Presiding:  Ralph  Williams,  MD 

Professor  and  Chairman,  Department  of  Medicine,  UNM  School  of  Medicine 

2:00  p.m. 

Diagnosis  and  Management  of  Adrenal  Disease 

Frank  Tyler,  MD,  Director,  Clinical  Research  Center,  and  Professor  of  Medicine, 
University  of  Utah  College  of  Medicine,  Salt  Lake  City 

2:40  p.m. 

Clinical  Use  of  Corticosteroids 

Roberto  F.  Escamilla,  MD,  Clinical  Professor  of  Medicine  and  President,  Pituitary 
Bank  Foundation,  University  of  California  School  of  Medicine,  San  Francisco 

3:20  p.m. 

Intermission  to  Visit  Exhibits 

3:50  p.m. 

Abuses  of  Cortical  Steroids 

Harry  C.  Shirkey,  MD,  Professor  and  Chairman,  Department  of  Pediatrics, 

Tulane  University  School  of  Medicine,  New  Orleans 

4:30  p.m. 

PANEL:  Drs.  Tyler,  Escamilla,  and  Shirkey 

6:30  p.m. 

Reception 

7:30  p.m. 

Presidential  Banquet  — Dinner  Theatre 

“Generation”  presented  by  The  Kaleidoscope  Players 

The  State  Theatre  of  New  Mexico 

FRIDAY,  MAY  24  THIRD  CLINICAL  SESSION 


Infections 

Presiding:  V.  G.  Hodgin,  Jr.,  MD 

Private  Practice  of  Internal  Medicine,  Albuquerque 

8:30  a.m. 

Treatment  of  Urinary  Infections 

Abraham  I.  Braude,  MD,  Professor  of  Medicine,  University  of  California  Medical 
School,  La  Jolla,  California 

9:10  a.m. 

Factors  Directing  Choice  of  Antibiotics  for  Pediatric  Infections 

Harry  C.  Shirkey,  MD 

9:50  a.m. 

Intermission  to  Visit  Exhibits 

10:20  a.m. 

Anaerobic  Infections 

Abraham  I.  Braude,  MD 

11:00  a.m. 

Drug  Administration  in  Children 

Harry  C.  Shirkey,  MD 

11:40  a.m. 

PANEL:  Drs.  Braude  and  Shirkey 

2:00  p.m.  Second  Meeting  of  House  of  Delegates 

5:30  p.m.  Annual  Meeting,  New  Mexico  Professional  Standards  Review  Organization 

6:00  p.m.  Specialty  Society  Meetings 
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University  of  Colorado  Medical  Center 

Rawle  N.  McIntosh,  M.D.,  a leading  investigator 
in  the  field  of  immunonephrology,  has  been  named 
associate  professor  of  pediatrics  and  medicine 
and  head  of  pediatric  nephrology  at  the  Univer- 
sity of  Colorado  Medical  Center  where  he  will 
have  clinical  responsibilities  for  those  children  at 
Colorado  General  and  at  Denver  General  who 
suffer  from  renal  diseases. 

He  will  work  with  the  staff  of  the  Regional 
Pediatric  Dialysis  Center  at  Colorado  General, 
which  was  established  in  1972  in  cooperation  with 
the  Colorado-Wyoming  Regional  Medical  Pro- 
gram, as  well  as  with  the  renal  transplant  team 
at  the  Medical  Center. 

Dr.  McIntosh  was  born  in  Trinidad,  West  In- 
dies, and  received  his  degree  from  New  York 
Medical  College  in  1963.  He  interned  in  pediatrics 
at  the  University  of  California,  San  Francisco,  and 
received  his  residency  training  there  and  at  Stan- 
ford University. 

From  1968  to  1971  he  was  an  assistant  profes- 
sor of  pediatrics  at  the  University  of  California 
at  Los  Angeles. 


University  of  Utah  Medical  Center 
8151,000  Cancer  Grant 

A University  of  Utah-Veterans  Administration 
research  project  examining  the  body’s  natural  re- 
sistance to  cancer  cells  has  been  awarded  a 
$151,000  grant.  The  funding  comes  from  the 
National  Cancer  Institute  (NCI)  and  names  Dr. 
John  B.  Hibbs,  an  assistant  professor  of  medicine 
at  the  university’s  college  of  medicine  and  chief 
of  infectious  diseases  at  the  Salt  Lake  VA  Hos- 
pital, as  principal  investigator. 


The  money  will  allow  Dr.  Hibbs  and  his  asso- 
ciates to  continue  research  into  the  role  of 
“macrophages”  in  resistance  to  cancer. 

The  researcher  said  macrophages,  which  are 
cells  present  in  all  tissue,  have  generally  been 
considered  merely  to  be  scavenger  cells  that  re- 
move foreign  material  and  dead  cells  in  order  to 
maintain  a constant  internal  environment.  How- 
ever, in  recent  years  research  has  suggested  that 
the  role  of  macrophages  in  body  maintenance  is 
far  more  complex.  For  example.  Dr.  Hibbs  said 
it  is  now  clear  that  macrophages  play  a critical 
role  in  defense  against  many  infectious  agents, 
particularly  those  that  are  capable  of  intracellular 
growth. 

In  addition.  Dr.  Hibbs’  work  with  experimen- 
tal animals  has  established  a role  for  macrophages 
in  the  recognition  and  the  destruction  of  tumor 
cells.  One  of  the  techniques  that  will  be  used  to 
accomplish  this  will  be  to  keep  human  tumor  cells 
that  have  been  surgically  removed  “alive”  in  the 
laboratory. 

“This  will  enable  us  to  study  the  interaction 
of  the  patient’s  tumor  cells  with  macrophages 
that  will  be  collected  from  samples  of  the  pa- 
tient’s blood,”  Dr.  Hibbs  added. 


Epilepsy  Grant 

A $12,000  grant  for  epilepsy  research  has  been 
awarded  to  a University  of  Utah  pharmacologist 
by  the  Epilepsy  Foundation  of  America.  The  re- 
cipient, Dr.  Ralph  Karler,  is  an  associate  profes- 
sor of  pharmacology  at  the  University  college  of 
medicine. 

Funds  will  be  used  to  study  the  possible  anti- 
convulsant properties  of  various  drugs.  Past 
studies  have  suggested  that  many  drugs  can  con- 
trol seizures,  but  newer  and  more  effective  agents 
are  being  sought.  No  new  anticonvulsants  for  the 
control  of  epileptic  seizures  have  been  developed 
in  the  past  14  years.  Dr.  Karler’s  study  will  at- 
tempt to  evaluate  some  new  drugs  for  their  pos- 
sible use  as  antiepileptic  medication. 


LOCATE  IN  THE  GROWING  CITY  OF  AURORA 

OFFICE  SUITES  FOR  LEASE 
SMALL  AND  LARGE  SPACES 


Most  Attractive  Leasing  Arrangements 
A Modern  Building  of  Colonial  Design 
near  the  Center  of  Aurora 

Air  conditioned 


Call;  Mr.  Francis  Grove 
(303)  341-9794 


AURORA  MEDICAL-DENTAL  ARTS  BUILDING 

1646-56-66  ELMIRA  STREET 
AURORA,  COLORADO  80010 
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llniversity  of  New  Mexico 
School  of  Medicine 

Residents  from  almost  every  state  in  the  na- 
tion, as  well  as  several  foreign  countries,  want 
to  attend  the  University  of  New  Mexico  School  of 
Medicine  next  year,  Dr.  Diane  Klepper,  assistant 
dean  for  student  affairs,  has  said.  One  thousand 
thirty-one  applications  have  been  received  for 
next  year’s  entering  class — an  increase  of  11  per 
cent  over  the  923  applications  received  last  year. 
Of  the  1,031  applications  received,  267  are  from 
New  Mexico. 


Twenty-four  medical  technology  students  from 
the  University  of  New  Mexico  School  of  Med- 
icine have  begun  the  clinical  portion  of  their 
training  in  nine  hospitals  throughout  New  Mex- 
ico. These  senior  students  are  now  training  in 
hospitals  in  Espanola,  Gallup,  San  Juan,  Clovis, 
Carlsbad,  and  at  Presbyterian,  St.  Joseph,  Ber- 
nalillo County  Medical  Center  and  Veterans  hos- 
pitals in  Albuquerque. 

Medical  technologists  have  been  trained  at 
UNM  medical  school  since  1969.  They  must  have 
a minimum  of  three  years  of  college  before  en- 
tering the  12  months  of  specialized  training  at 
UNM.  Six  months  is  spent  in  UNM  classroom  lab- 
oratories, and  the  final  six  months  is  spent  in 
practical  application  in  one  of  the  hospital  lab- 
oratories. 


Dr.  W.  Sterling  Edwards  has  been  named 
chairman  of  the  Department  of  Surgery  at  the 
University  of  New  Mexico  School  of  Medicine. 
Dr.  Edwards  has  been  on  the  UNM  surgical  fac- 
ulty since  1969,  and  also  is  currently  the  assistant 
dean  for  graduate  education  within  the  medical 
school.  In  this  administrative  role  he  is  respon- 
sible for  coordinating  the  training  of  almost  200 
interns  and  residents  annually. 

He  is  president  of  the  New  Mexico  Heart  As- 
sociation, serves  on  a number  of  national  boards 
involved  in  his  specialties  of  cardiovascular  and 
thoracic  surgery,  and  has  been  an  author  on  more 
than  100  publications  in  these  areas. 

Dr.  Edwards  developed  the  first  artificial  ar- 
tery, the  Edwards  teflon  arterial  prosthesis,  using 
crimped  tubing.  In  September  he  reported  to  the 
International  Cardiovascular  Society  in  Barcelona, 
Spain  on  a new  heart  surgery  technique  he  has 
developed  for  bypassing  obstructed  heart  arteries. 

Dr.  Edwards  earned  his  M.D.  degree  from  the 
University  of  Pennsylvania  Medical  School  (1945), 
and  taught  surgery  at  the  Medical  College  of  Ala- 
bama for  17  years  before  joining  the  UNM  fac- 
ulty. Graduating  medical  students  at  Alabama 
named  him  Best  Teacher  for  seven  of  his  last  12 
years  of  teaching  at  the  Medical  College. 


ASTHMA-HAYFEVER-ALLERGY  SUFFERERS 

Protect  Yourself  and  Your  Family  Against  Irritating  Pollens,  Bacteria,  Smoke  and  other  Pollutants. 

BREATHE  FRESH,  PURE  AIR... 

Remove  Air  Pollution  in  Your  HOME  With  a . . . 
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TAX  DEDUCTIBLE 

When  prescribed  by  your  Doctor 

• Absolute  filter — high  efficiency,  long  life — no  bothersome 
cleaning. 

• No  cracking  or  popping — no  toxic  ozone  emissions. 

• Gentle  oir  flow — no  drafts. 
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Removes  up  to  99%  of  foreign  particles  in 
room  air.  Smoke,  dust,  pollens,  bacteria  and 
other  contaminants  are  eliminated.  Developed 
for  NASA  for  use  in  the  space  program.  Tested 
by  the  National  Bureau  of  Standards. 
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Clean  Air  Oisiribuiors,  Inc. 

10100  W.  27th  Avenue 
Lakewood,  Co.  80215 
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T riaminic’  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 


Maybe  the  patient’s  self-cliaftno- 
sis  is  right.  He  could  have  hay 
fever.  But  that  ])right  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
tlie  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
sufferinK  from  the  same  irritat- 


ing symptoms  of  «lrip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extextabs®.  Tliey’re  formulated 
to  relieve  these  synij)tonis  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-liour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  aniihistam.ines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatuient  of  bron 
f chial  asthma.  Also,  Dimetapp  Extentabs 
I are  contraindicated  in  concurrent  MAO 

1 inhibitor  therapy. 

2 WARNINGS:  Use  in  children:  In  infants 


and  children- particularly,  antihistami  les 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
hea,  constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree.  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenapheif 
with  Gxleine 


Phenaphen  with  Codeine  No  2.  3.  or  4 contains-  Phenobarbital  (Va  gr  ).  16  2 rng  (warning: 
may  be  habit  forming);  Aspirin  (2V2  gr).  162  0 mg  ; Phenacetin  (3  gr ) 194  0 mg  ; Codeine 
phosphate,  Vt  gr.  (No.  2).  Vj  gr,  (No  3)  or  1 gr.  (No  4)  (warning  may  be  habit  forming). 
Indications;  Provides  relief  in  severer  grades  of  pain,  on  low  oodeine  dosage, 
with  minimal  possibility  of  side  effeots.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
^ stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company.  Richmond.  Va 
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Colorado  Stale  University 

CHILD  ABUSE  WORKSHOP 

Rockwell  Hall,  Colorado  State  University 
Fort  Collins,  Colorado 

April  15-17,  1974 

Contact:  Office  of  Conferences  and  Institutes, 
Rockwell  Hall,  Colorado  State  University,  Colo- 
rado 80521. 


University  of  Utah  College  of  Medicine 

2ND  ANNUAL  SYMPOSIUM  ON  SURGERY 
OF  THE  HAND 

Rodeway  Inn,  Salt  Lake  City,  Utah 
April  16-18,  1974 

Contact:  Earl  Z.  Browne,  Jr.,  M.D.,  Division  of 
Plastic  Surgery,  University  Medical  Center,  50 
N.  Medical  Drive,  Salt  Lake  City,  Utah  84132. 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

RECENT  ADVANCES  IN 
PULMONARY  MEDICINE 

April  17-19,  1974 

4:  4c  * 

SYMPOSIUM  ON  THE  TISSUE 
CONSEQUENCES  OF  ALCOHOLISM 

April  1974 

Details  to  be  announced. 

* * 4c  4c  * 

DIAGNOSTIC  ULTRASOUND 
Boulder,  Colorado 
May  27-31,  1974 

4c  4c  * * 4j 

FAMILY  PRACTICE  REVIEW 


TENTH  ANNUAL  POSTGRADUATE  COURSE 
IN  INTERNAL  MEDICINE 

YMCA  Conference  Center,  Estes  Park,  Colorado 

July  16-19,  1974 

Contact:  Office  of  Postgraduate  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 


The  American  College  of  Allergists 
30TH  ANNUAL  CONGRESS 
New  Paris  Convention  Center 
Paris,  France 
April  17-21,  1974 

Contact:  American  College  of  Allergists,  2100 
Dain  Tower,  Minneapolis,  Minnesota  55402. 


Lovelaee-Bataan  Medical  Center 

THE  MANAGEMENT  OF  COMMON  PROBLEMS 
IN  ORTHOPEDIC  SURGERY 

Lovelace  Center  for  the  Health  Sciences 

5200-5400  Gibson  Boulevard 

Albuquerque,  New  Mexico 

April  19-20,  1974 

Contact:  Office  of  Education,  Lovelace  Foun- 
dation for  Medical  Education  and  Research,  5200 
Gibson  Blvd.,  S.E.,  Albuquerque,  New  Mexico 
87108. 


.American  Medical  Association 

8TH  NATIONAL  CONGRESS  ON  THE 
SOCIO-ECONOMICS  OF  HEALTH  CARE 

Town  and  Country  Hotel,  San  Diego,  California 

April  19-20,  1974 

Contact:  AMA,  Division  of  Medical  Practice, 
535  N.  Dearborn,  Chicago,  Illinois  60610. 


Colorado  Academy  of  Family  Physicians 
ANNUAL  MEETING 


YMCA  Conference  Center,  Estes  Park,  Colorado 
June  10-15,  1974 


Minnequa  Country  Club,  Pueblo,  Colorado 
April  20,  1974 


4c  4f  * * * 


4:  4:  4c  4c  4c 
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12TH  ANNUAL  SYMPOSIUM 
Minnequa  Country  Club,  Pueblo,  Colorado 
April  21,  1974 

Contact:  Samuel  Nelson,  M.D.,  120  Colorado 
Avenue,  Pueblo,  Colorado  81004. 

National  Council  on  Alcoholism 

FIFTH  ANNUAL  MEDICAL-SCIENTIFIC 
CONFERENCE 

Denver  Hilton  Hotel 

April  29-May  1,  1974 

Contact:  Frank  Seixas,  M.D.,  National  Council 
on  Alcoholism,  2 Park  Avenue,  NYC,  NY  10016. 

Penrose  Hospital 

THIRD  ANNUAL  THYROID  SYMPOSIUM 
Broadmoor  Hotel,  Colorado  Springs,  Colorado 
May  4,  1974 
Fee:  $10. 

Contact:  F.  R.  Gydesen,  M.D.,  Symposium  Di- 
rector, Penrose  Hospital,  2215  North  Cascade  Ave., 
Colorado  Springs,  Colorado  80907. 


Fourteenth  Biennial  Western  Conference 
on  Anesthesiology 

COMBINED  CONVENTION  AND 
REFRESHER  COURSE 

Princess  Kaiulani  Hotel,  Honolulu,  Hawaii 

Main  Convention 

May  4-8,  1974 

* ♦ ♦ ♦ * 

Sheraton  Maui  Hotel,  Island  of  Maui,  Hawaii 
Refresher  Course 
May  9-11,  1974 

Contact:  Murray  G.  Atnikov,  M.D.,  Secretary- 
Treasurer,  Biennial  Western  Conference  on  Anes- 
thesiology, BWCA  Headquarters,  P.O.  Box  32366, 
San  Antonio,  Texas  78210. 

C^tah  State  Hospital 
and  I tall  State  I niversity 

FIFTH  ANNUAL  HOSPITAL  INSTITUTE 
Utah  State  Hospital,  Provo,  Utah 
May  14-16,  1974 

Contact:  Darrell  L.  Cheney,  P.O.  Box  270, 
Provo,  Utah  84601. 


American  College  of  Chest  Physicians 

CRITICAL  CARE  MEDICINE— THE  NURSE, 
THE  THERAPIST,  THE  PHYSICIAN 

St.  Anthony  Hospital,  Denver,  Colorado 

May  23-24,  1974 

Contact:  D.  Boyd  Bigelow,  MD.,  St.  Anthony 
Hospital,  Denver,  Colorado  80204. 


British  Council  for  Rehabilitation 
of  the  Disabled 

FIFTH  INTERNATIONAL  SEMINAR  & 
EXHIBITION 

Central  Hall  Westminster,  London,  S.W.  1 
July  1-5,  1974 

Contact:  Conference  Secretary,  REHAB,  Ta- 
vistock House  (South),  Tavistock  Square,  London, 
WCiH,  9LB. 


International  Academy  of  Chest  Physicians 
and  Surgeons  and  Surgeons  Affiliated  with 
the  American  College  of  Chest  Physicians 

XH  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST 

Royal  Festival  Hall,  London 

July  7-12,  1974 

Contact:  Bradford  W.  Claxton,  American  Col- 
lege of  Chest  Physicians,  112  East  Chestnut  St., 
Chicago,  Illinois  60611. 


WYOMING  POSTGRADUATE  ALLERGY 
COURSE,  INC. 

Jackson  Lake  Lodge,  Jackson,  Wyoming 
July  14-15,  1974 

Contact:  Russell  I.  Williams,  M.D.,  1605  East 
19th  St.,  Cheyenne,  Wyoming  82001. 


The  American  Academy  of  Family  Physicians 
17TH  ANNUAL  RUIDOSO  SUMMER  CLINIC 
Chaparral  Motel,  Ruidoso,  New  Mexico 
July  15-18,  1974 

Contact:  Bob  Reid,  P.O.  Box  456,  Sunland 
Park,  New  Mexico  88063. 
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STEELCREST 

....  the  newest  name 
in  examining  room  furniture 


h 


Tomorrow’s  styling  and  conveniences 
today!  Here  is  the  ultimate  in  exam- 
ining room  furniture.  It  is  a comple- 
ment to  both  your  professional  com- 
petence and  office  decor.  Behind  the 
contemporary  new  styling  and  rich 
detail  are  a host  of  functional  fea- 
tures to  assist  you  in  examination 
and  treatment. 

For  example,  Steelcrest  tables  have 
an  attractive  new,  custom-contoured, 
foam -padded  top.  Completely  re- 


styled, the  top  is  constructed  of 
nylon-backed,  vacuum-formed,  seam- 
less vinyl  that  doesn’t  leave  dirt  any 
place  to  hide.  The  gently  curved  con- 
cave top  configuration  at  the  end  of 
the  table  provides  easy  access  for  ex- 
amination and  treatment.  It  elimi- 
nates any  need  for  removing  cutouts. 
Steelcrest  tables  also  have  an  abun- 
dance of  storage  room.  In  fact,  the 
extra-wide,  full-depth  drawers  pro- 
vide sixty  per  cent  more  storage  than 
ordinary  tables.  In  addition  Steelcrest 
tables  have  all  the  other  fine  features 
you  associate  with  the  Hamilton 
name.  Steelcrest.  The  ultimate  in  ex- 
amining room  furniture. 


GEO.  BERBERT  SONS,  INC. 

1717  LOGAN  STREET,  DENVER,  COLORADO  80203  • TEL.  255-0408 
1903  - 1974  — Our  71st  Anniversary 
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Montana 

David  A.  Fink,  MD,  Billings,  Montana,  died  on 
January  20,  1974.  Doctor  Fink  was  born  on  De- 
cember 16,  1939,  and  attended  the  University  of 
Cincinnati  medical  school  from  1961  to  1965.  He 
interned  at  King  County  Hospital  at  Seattle,  Wash- 
ington 1965-66.  From  1966-68  he  was  associated 
with  the  National  Academy  of  Sciences,  Wash- 
ington, D.C.,  and  in  1968-71  was  a resident  at 
Barnes  Hospital,  St.  Louis,  Missouri. 

:fc  4:  4:  * 


Ross  D.  Benson,  MD,  Sidney,  Montana,  died 
December  25,  1973.  Doctor  Benson  was  born  on 
April  18,  1882  in  Gladbrook,  Iowa.  He  received 
his  degree  from  the  University  of  Minnesota  Med- 
ical School  in  1912.  He  was  a member  of  the  Mon- 
tana Medical  Association,  the  American  Medical 
Association,  and  the  Southeastern  Montana  Med- 
ical Society. 


Utah 

Robert  Mowatt  Muirhead,  MD,  a Salt  Lake  City 
otolaryngologist,  died  at  the  age  of  73  in  Salt  Lake 
City  on  March  11,  1974. 

After  graduating  from  the  University  of  Sas- 
katchewan in  Canada,  Doctor  Muirhead  entered 
Rush  Medical  College.  He  received  his  M.D.  in 
1928  and  interned  at  Presbyterian  Hospital  in  Chi- 
cago. Later  he  attended  Washington  University 
Medical  School  where  he  specialized  in  otolaryn- 
gology. Doctor  Muirhead  practiced  in  Salt  Lake 
City  until  his  retirement  in  1972.  He  was  also  an 
Assistant  Professor  at  the  University  of  Utah  Col- 
lege of  Medicine. 

In  addition  to  having  been  a member  of  the 
Salt  Lake  County  Medical  Society,  the  Utah  State 
Medical  Association  and  the  American  Medical 
Association  for  over  30  years,  Doctor  Muirhead 
was  also  active  in  the  Kiwanis  Club  and  with  the 
Shriners. 

Doctor  Muirhead  is  survived  by  his  widow,  one 
son  and  two  daughters:  Dr.  J.  Fraser  Muirhead 
and  Roberta  C.  Muirhead,  both  of  California,  and 
Cynthia  Ann  Worthington  of  Boulder  City,  Ne- 
vada. He  is  also  survived  by  ten  grandchildren 
and  a brother  and  sister:  Dr.  A.  F.  Muirhead  and 
Catherine  Muirhead,  both  of  Saskatchewan. 


Rondomycin 

(methac^line  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS;  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  In  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS;  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  fO  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin;  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  f50  mg  every  six  hours  or 
300  mg  every  f2  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  lor  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  Initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

ol^ 

ifWi  WALLACE  PHARMACEUTICALS 
CRANBURY,  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.g 

[menhacvcline  HCI] 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


What  it  means 
to  live  and  woik  ii 
Tipton  County, 
"fennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  similar  population,  wherever 
people  work  or  play  out-of-doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I I Persons  without  solar  keratoses  Persons  with  solar  keratoses 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

[Called  by  many  names,  the  typical  lesion  is  flat 
3r  slightly  elevated,  brownish  or  reddish  in 
;olor,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

‘Erythema  in  areas  of  lesions  may  begin  after 
[several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
fwo  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptabUity . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
establisjied. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia; 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Research  and  Cookie  Jars  Are  A Lot  Alike. 


You  never  know  what  you'll  iind  until  you 
look.  Take  mental  illness,  for  example. 
You  might  say  that's  biting  oH  quite  a 
chunk.  But  dedicated  researchers  are 
doing  just  that  — and  coming  awoy 
Winners. 

It  used  to  be  that  a person  vdth  schizo- 
phrenia — the  most  prevalent  mental 
crippler  — faced  a 50-50  chance  of  being 
iOid  up  m the  ho^ital  for  more  than  a 
year.  No  .more.  Today,  his  chances  for 


release  within  a year  ore  four  in  five, 
provided  he  enters  an  adequately  stah'ed 
ho^ilol. 

Encouraging  these  research  efforts  is  the 
Natonal  Association  for  Mental  Health 
— the  only  nationwide  citizens'  organiza- 
tion to  do  so. 

Your  mental  health  ossoaotion  is  str.ving 
to  make  a difference  in  the  quality  of 
mental  health  research  conducted  locally. 


Join  and  Support  Your  Mental  Health  Association 
Citizens  Who  Do  Make  A Difference 


PUBLICATION 

PRINTING... 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc./ 
Monilor  Publications 

2177  W.  7fh  DENVER  892-0166 


The  American  Board  of  Family  Practice 
announces  that  it  will  give  its  next  two-day 
written  certification  examination  on  October 
19-20,  1974.  It  will  be  held  in  five  centers 
geographically  distributed  throughout  the 
United  States.  Information  regarding  the 
examinations  may  be  obtained  by  writing: 

Nicholas  J.  Pasacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

Note:  It  is  necessary  for  each  physician 
desiring  to  take  the  examination  to  file  a 
completed  application  with  the  Board  office. 
Deadline  for  receipt  of  application  is  June 
15,  1974. 


( \ 

A NEW  CAREER 

— PSYCHIATRY  — 


Many  outstanding  Family  Practitioners  find 
that  during  a successful  career  their  needs  and  in- 
terests change  and  their  family’s  needs  change  — 
so  consider  a second  career  in  psychiatry. 


Our  program  is  a small,  truly  eclectic,  uni- 
versity-based program  in  Omaha  connected  with 
the  University  of  Nebraska  College  of  Medicine. 
We  balance  a carefully  planned  core  curriculum 
with  flexible  electives  in  the  best  tradition  of  mod- 
ern psychiatric  education. 


Our  faculty  has  highly  valued  the  Family 
Practitioners  we  have  trained  over  the  past  few 
years.  In  many  cases,  Doctor,  the  needs  of  psy- 
chiatry can  best  be  met  by  a return  to  the  same 
region  where  you  practiced  — in  a new  career. 
A salary  schedule  is  generously  available  that  will 
provide  for  you  and  your  family  during  three 
years  of  training.  A few  positions  are  still  avail- 
able at  the  Nebraska  Psychiatric  Institute  for 
1974.  Contact  us  for  an  interview  with  one  of 
our  Family  Practitioners  who  are  now  in  training. 


Write  Merrill  T.  Eaton,  Jr.,  M.D.,  Nebraska 
Psychiatric  Institute,  602  South  45th  Street, 
Omaha,  Nebraska  68106  or  call  Area  Code  402, 


541-4600. 

y 
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Rocky  Mountain  Medical  Journal 


THE 

BOOK  CORNER 


Rook  Rei'ieii' 

Allergy  Management  in  Clinical  Practice  by  Louis 
Tuft,  M.D.  About  $29.50,  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  1973. 

This  publication  by  Dr.  Louis  Tuft,  a pioneer 
in  American  allergy,  from  Philadelphia,  is  a con- 
cise and  lucid  text,  written  evidently  with  the 
practitioner  in  mind. 

The  introductory  chapters  provide  sufficient 
fundamental  knowledge  to  satisfy  the  average 
student  of  allergic  phenomena.  One  might  only 
have  wished  a more  detailed  discussion  of  the 
types  of  “allergy”,  especially  for  the  purpose  of 
clarifying  the  relationship  of  the  reagin-mediated 
(Type  I)  “classical”  allergic  diseases  to  Type  III 
& IV  (tuberculin  type),  as  well  as  to  autoimmune, 
to  connective  tissue  and  other  immunologic  dis- 
orders. 

The  perennial  question  of  heredity  vs.  environ- 
ment is  fairly  adequately  covered,  although  very 
recent  data  are  missing. 


The  reader  will  find  the  section  on  diagnosis 
to  be  very  useful  as  a guide  in  this  field.  Specific 
etiologic  diagnosis  is  analyzed  in  exceptional  de- 
tail, and  very  useful  guidelines  are  offered  on  how 
to  establish  cause-and-effect  relationships. 

Treatment  is  discussed  extensively  but  in  a 
somewhat  “old-fashioned”  way.  Every  allergist 
and  most  internists  or  pediatricians  ought  to  be 
quite  familiar  with  the  therapeutic  principles  de- 
scribed in  this  volume,  and  may  find  them  some- 
what repetitious.  The  neophyte,  on  the  other  hand, 
could  use  more  precisely  formulated  guidelines  in 
decision-making,  i.e.,  what  to  do,  when,  how,  etc., 
rather  than  an  enumeration  (no  matter  how  com- 
plete) of  what  is  available. 

Finally,  the  author  covers,  one  by  one,  all  the 
familiar  diagnostic  labels  of  allergy.  By  so  doing, 
he  provides  the  reader  with  a solid  framework  for 
the  practice  of  allergy.  As  a pioneer  in  this  field, 
however,  and  as  a very  experienced  clinician,  he 
makes  it  clear  that  disease  taxonomy  is  only  a 
convenient  beginning  and  that,  in  this  complex 
field  of  clinical  science,  one  should  maintain  an 
open  mind  and  be  ready  to  constantly  review  and 
revise  initial  diagnostic  impressions,  in  order  to 
achieve  optimal  understanding  control  of  each 
patient’s  variable  problems. 

C.  J.  Falliers,  MD 


ir  A Disability  Closed  the  Door  on  Your  Practice... 
Would  it  also  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury 

Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members. 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Group  rates,  helps  see  to  it  that  your  family  will  have 
somefhing  to  fall  back  on  should  you  become  sick  or  hurt 
and  unable  to  work  because  of  a covered  sickness  or 
accident 

ACT  NOW  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need  There's 
no  obligation. 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  CO  80033 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 

Carl  Roderick  Tony  Occhiuto 

2627  West  10th  Street  1702  North  Circle  Drive 

Greeley,  CO  80631  P.O  Box  9226,  Station  A 

Colorado  Springs.  CO  80932 


Mutual 

3^maha.\L/ 

People  ijou  can  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAl  OF  OMAHA  INSURANCE  COMPANY 
HOME  OEFICE:  OMAHA.  NEBRASKA 


Colorado  Medical  Society  Insurance  Program 
Please  send  me  full  details  on  the  Disability  Income 
Protection  Plan  available  to  me  as  a member. 

NAME 

ADDRESS 

CITY STATE ZIP 


for  April  1974 
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The  Rural  Health  Care  Association,  based  in 
Denver,  has  received  a $462,000  grant  from  the 
Robert  Wood  Johnson  Foundation  of  Princeton, 
N.J.  to  further  primary  ambulatory  health  care 
in  rural  Colorado  and  adjacent  states. 

The  grant  will  be  divided  into  three  yearly 
allocations  beginning  February  1.  The  Founda- 
tion funds  health  programs  across  the  nation. 
Rick  Spears,  executive  director  of  the  Rural 
Health  Care  Association,  RHCA,  called  the 
grant  the  “largest  RHCA  has  received  since  its 
founding  less  than  three  years  ago.” 

Among  services  offered  and  coordinated  by 
the  rural  health  care  group  are  physician  re- 
cruitment for  rural  surveys,  community  or- 
ganization, and  training  of  medical  personnel. 


Currently,  RHCA  is  working  with  the 
Northwest  Colorado  Health  Planning  Associa- 
tion, Inc.  to  establish  health  councils  in  Routt, 
Jackson,  Grand,  Summit,  Eagle,  and  Pitkin 
counties. 

RHCA  is  also  providing  management  serv- 
ices for  McNamara  Memorial  Hospital  in  Fair- 
play  and  community  health  organization  as- 
sistance for  all  of  Park  County. 

The  Rural  Health  Care  Association  was 
founded  in  the  fall  of  1971  as  a non-profit  or- 
ganization through  a grant  from  the  Boettcher 
Foundation  to  the  Medical  Care  and  Research 
Foundation.  Both  the  RHCA  and  Medical  Care 
and  Research  Foundation,  also  non-profit,  are 
headquartered  at  The  Denver  Clinic,  701  East 
Colfax  Avenue. 


ATTENTION 

PEDIATRICIANS,  DERMATOLOGISTS,  NEUROLOGISTS 

FAMILY  PRACTITIONERS 

Space  available  in  newly  completed  ground  level  building  complex  for  a select  group  of 
medical  doctors.  Will  divide  your  office  space  to  be  decorated  to  meet  your  specifications. 

10  minutes  from  Lutheran  and  St.  Anthony's  Hospitals. 

WOODRIDGE  MEDICAL  CENTER 

2020  Wadsworth  Blvd. 

Lakewood,  Colorado 

For  leasing  information  call:  LEE  KINNIE,  Leasing  Agent  757-7601 


CENTRALLY  LOCATED 


For  tlie  raedical  and.  dental  professions 


REPUBLIC  BUILDING  CORPORATION 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car.  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for 
illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Colorado  Medical  Society 

OFFICERS — lUTS-II — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Kenneth  A.  Kahn,  Boulder. 

President-eleet:  Howard  T.  Robertson,  Denver. 

Vice  President:  Harlan  B Huskey,  Fruita. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 
Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  A.M.A.:  Ray  G.  Witham,  Craig,  Dec.  31, 
1974;  John  M.  Wood,  Englewood,  Dec.  31,  1975;  Robert  E. 
klcCurdy,  Denver,  Dec.  31.  1973. 

.Alternate  Delegates  to  the  .\.M..A.:  Clyde  E.  Stanfield,  Dec. 
31,  1974;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1975; 
Kenneth  A.  Platt,  Westminster,  Dec.  31,  1975. 

Speaker,  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Vice  Speaker,  House  of  Delegates:  Robert  A.  O’dell,  Aurora. 
Foundation  .Advocate:  H.  Sol  Cersonsky,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus.  Rocky  Mountain  Medical  Journal: 
Douglas  W.  Macomber.  Denver. 

Executive  Director;  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  80218.  Telephone  (303i  534-8580. 


.Montana  Medical  -\ssociation 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  of  the  j'ear  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1974  Annual  Meeting. 

President;  John  R.  Burgess,  Jr.,  Helena. 

President-elect:  John  R.  Halseth,  Great  Falls. 

Vice  President;  David  Gregory,  Glasgow. 

Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  James  E.  Elliott,  Havre. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Pomt. 

Executive  Committee:  John  R.  Burgess,  Jr.,  Helena;  John  R. 
Halseth,  Great  Falls;  David  Gregory,  Glasgow;  Robert  P. 
Yost,  Missoula;  James  E.  Elliott,  Havre;  Herbert  T.  Caraway, 
Billings;  Mark  B.  Listerud,  Wolf  Point;  Hollis  K.  Lefever, 
Lewistown;  A.  L.  Vadheim,  Bozeman. 

Scientific  Editor  for  Montana.  Rocky  Mountain  Medical 
Journal:  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  G. 
Brian  Zins,  Helena. 

Executive  Director:  Mr.  G.  Brian  Zins,  2021  11th  Avenue, 
Suite  12,  Helena,  Montana  59601,  Telephone  (406)  443-4000. 


Mevada  State  Medical  .488ociation 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Thomas  K.  Hood,  Elko. 

President-elect:  William  K.  Stephan,  Las  Vegas. 
Secretary-Treasurer:  John  L.  Holmes,  Las  Vegas. 

Immediate  Past  President:  John  P.  Sande,  Reno. 

Delegate  to  A.M..A.:  Hugh  C.  FoUmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada.  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon.  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Bernard  K.  Guerin,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Richard 
G.  Pugh,  Reno. 

Executive  Director:  Mr.  Richard  G.  Pugh,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  825-6788. 


New  .Mexico  Medical  Society 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Annin  T.  Keil  Raton. 

President-elect:  U.  G.  Hodgin,  Jr.,  Albuquerque. 

Vice  President:  Robert  E.  Cutler,  Espanola. 

Secretary-Treasurer:  Ronald  V.  Dorn,  Jr.,  Albuquerque. 
Immediate  Past  President;  Don  R.  Clark,  Roswell. 

Speaker.  House  of  Delegates:  William  J.  Hossley,  Doming. 

Vice  Speaker,  House  of  Delegates:  John  D.  Abrums, 
Albuquerque. 

Delegate  to  .A  M. .A.;  Allan  L.  Haynes,  Clovis. 

.Mternate  Delegate  to  .A  M. .A.;  Emmit  M.  Jennings,  Roswell. 
Councilors  for  Three  Years:  William  C.  Gorman,  Albuquerque: 
Jerome  P.  Pucelick,  Las  Cruces. 

Councilors  for  Two  Years:  Samuel  E.  Neff,  Clovis:  Walter  J. 
Hopkins,  Lovington;  Jack  L.  Coats,  Farmington. 

Councilors  for  One  Year;  Adrian  H.  Bodelson,  Santa  Fe;  John 
J.  Smoker,  Raton. 

Scientific  Editor  for  New  Mexico.  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

.Assistant  Scientific  Editor  tor  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

.Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 
.Assistant  Executive  Director:  Mr,  Thomas  A.  Bodnar, 
Albuquerque. 

Utah  State  Medical  Association 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1974  Annual  Session. 

President;  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 
President-elect:  Howard  G.  McQuarrie,  Murray. 

Past  President:  William  R.  Christensen,  Granger. 

Honorary  President:  George  S.  Diumenti,  Bountiful. 
Secretary  ’74:  Dale  G.  Johnson,  Salt  Lake  City. 

Treasurer  ’74:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’74:  Wm.  Knox  Fitzpatrick,  Salt  Lake 
City. 

Delegate  to  A.M.A.  ’75:  Drew  M.  Petersen,  Salt  Lake  City. 
Alternate  Delegate  to  A.M.A.  ’74;  Richard  H.  Keller,  Mur- 
ray. 

Alternate  Delegate  to  A.M.A.  ’75:  Alan  R.  Nelson,  Salt  Lake 
City. 

Chairman  of  the  Board,  Blue  Shield  of  Utah:  George  H. 
Lowe,  Ogden. 

Speaker,  House  of  Delegates,  ’75:  Wm.  Knox  Fitzpatrick, 
•Salt  Lake  City. 

VTce  Speaker,  House  of  Delegates  ’75:  Harold  V.  Liddle,  Salt 
Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Lewis  J.  Barton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W Brewster,  42  South  Fifth 
East  Street,  Salt  Lake  City,  Utah  84102.  (Telephone  (801) 
355-7477. 

M yoming  State  Medical  Society 

OFICERS — 1974 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1974.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  A.M.A.)  expire  at 
the  end  of  the  calendar  year  rather  than  at  the  Annual 
Session. 

President:  Paul  R.  Yedinak,  Rock  Springs. 

President-elect:  Donald  B.  Hunton,  Cheyenne. 

Vice  President:  Patrick  D.  Nolan,  Buffalo. 

Secretary:  James  E.  Stoetzel,  Pine  Bluffs. 

Treasurer:  Archie  P.  Kusch,  Rawlins. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 
Vice-Speaker  of  the  House:  (currently  vacant). 

Immediate  Past  President:  Donald  F.  Mahnke,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal;  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307)  634-7305. 
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Green  Gables  Professional  Pork 


Jewell  and  Pierce,  Lakewood,  Colo.  (Southwest  Denver) 


FOR  LEASE 


MEDICAL  SPACE 

(Courtyard  Entrances) 


• Located  in  Jefferson  County, 
Colorado's  most  rapidly 
growing  county. 
• Lowest  medical  population 
in  Metro  Denver. 


1880  So.  Pierce 
Suite  #4 

Lakewood,  Colorado  80226 
Phone:  (303)  934-2166 


Suites  from  960-2560  square  feet  to  accommodate 
25  physicians  in  single  and  associate  practices 


• Easy  access 
• Generous  parking 
• Pharmacy 
• Occupancy  beginning 
March  1974 
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Rocky  Mount.mn  Medical  Journ.^l 


WANT  ADS 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver).  (303)  922-3525. 

873-5-TFB 


PHYSICIANS  WANTED.  Two  men  to  join  nine-man  multi- 
specialty group  in  scenic  Glenwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact:  Dr.  Orrie  Clemens  or  Dr.  G.  Thomas 
Morton.  Glenwood  Medical  Associates,  1905  Blake,  Glenwood 
Springs,  Colorado  81601,  or  call  (303  ) 945-5441.  374-4-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(303)  922-3525  (Southwest  Denver).  873-6-TFB 


WANTED:  ASSOCIATE,  General  Practitioner  or  Family  Prac- 
titioner. Suburban  area  of  NW  Denver,  Colorado.  Write: 
Donald  E.  Zimmerman,  M.D.,  7290  Samuel  Drive,  Denver. 
Colorado  80221.  Call:  (303)  427-1411.  374-5-3 


FOR  SALE — 2-Doctor  building  plus  dental  office,  4 patient 
rooms,  business  office,  reception  room,  laboratory.  X-ray 
and  developing  room.  Air  conditioned,  3 baths  (one  private), 
all  equipment  inc.  EKG.  North  area — ready  to  go.  Call  Mrs. 
McLaughlin,  MCLAUGHLIN  & CO..  INC.  6411  E.  Colfax 
Ave.,  Denver,  Colorado  80220.  (303)  377-2771.  1273-7-TFB 


FOR  LEASBl — Front  Range  Medical  Arts  Building.  84th  and 
Bryant,  adjacent  to  St.  Anthony’s  North  Hospital.  Two  610 
sq.  ft.  suites  available  now.  8 suites  ready  to  be  built  to 
specification.  Call  Mrs.  McLaughlin,  MCLAUGHLIN  & CO.. 
INC.,  6411  E.  Colfax  Ave.,  Denver.  Colorado  80220.  (303)  377- 
2771.  1273-8-TFB 


PEDIATRICIAN  for  Aspen,  Colorado,  mixed  corporate  group 
of  GP's  and  specialists  with  no  pediatrician.  Percentage 
of  gross  with  minimum  guarantee  leading  to  st(3ck  options. 
Contact:  D.  L.  McMillan,  M D.,  Box  660,  Aspen,  Colorado 
81611.  374-7-3B 


NEW  MEDICAL  DENTAL  BXHLDING  in  prime  Southeast 
Denver  location  adjacent  to  new  Southglenn  Shopping  Cen- 
ter. Design  your  suite  to  fit  your  needs.  Suite  finishing  allow- 
ance. Completion  date,  February  1974.  Contact  J.  A.  Murlin, 
5500  E.  Yale  Ave.,  Denver,  80222  or  call:  (303)  757-7471. 

374-8-3B 


SEMI-RETIRED  FAMILY  PRACTITIONER  or  internist  wanted 
for  part-time  practice  at  Lake  Tahoe.  Nevada  license  re- 
quired. Write:  Harry  W.  Weigel,  M.D.,  P.O.  Drawer  3189, 
Incline  Village,  NV  89450  or  call:  (702)  831-0420.  474-1-3 


IMMUNOLOGIST-MICROBIOLOGIST  desires  position,  reloca- 
tion to  western  U.S.,  Utah.  Colorado.  Write:  Ronald  Paque, 
M.D..  40  West  Lake  St.,  Oak  Park.  Illinois,  60302.  474-2-lB 


BROOMFIELD,  COLORADO.  1800  square  feet  available  in 
medical  building  suitable  for  General  Practitioner  or  ophthal- 
mologist. Latter  moving  April  1st.  Air  conditioned.  Contact: 
Leon  L.  Gordon,  MD.,  (303)  665-5577,  or  see  at  11950  Quay  St., 
Broomfield,  Colorado  80020.  474-3-2B 


BLACK  HILLS— FAMILY  PRACTITIONERS  NEEDED  for 
rural  community,  3,000  population.  16  bed  general  hospital, 
80  bed  nursing  home,  good  schools.  40  minutes  from  larger 
medical  center,  18  miles  from  Mt.  Rushmore.  Located  in  the 
heart  of  vacation  land,  in  the  Black  Hills.  Contact:  D.  C. 
Kanwischer,  Administrator.  Custer  Community  Hospital, 
Box  272,  Custer,  South  Dakota  57730,  or  call:  (605)  673-2229. 

274-1-4B 


WANTED:  EMERGENCY  ROOM  PHYSICIAN  for  established 
Emergency  Room  in  Denver  area.  Low  workload,  great 
recreational  opportunities.  Part-time  and  full-time.  Send 
resume  to  Box  274-8-3B.  Rocky  Mountain  Medical  Journal, 
1601  East  19th  Avenue,  Denver,  Colorado  80218.  274-8-3B 


FAMILY  PHYSICIAN  WANTED  to  join  established  physician 
or  set  up  own  practice  western  city  of  2,600  real  nice  people. 
Excellent  hunting  and  fishing  area  northcentral  Montana. 
Prosperous  ranching  and  farming  area  with  6-7,000  people  in 
trade  area.  Progressive,  growing  city  with  excellent  schools, 
clean  environment,  good  place  to  raise  a family.  Partnership 
available  with  present  established  doctor,  excellent  earnings 
prospects.  Write:  R.  M.  Wiprud.  M.D.,  P.O.  Box  700,  Malta, 
Montana,  59538,  or  call:  (4061  654-2431.  474-4-lB 


OPPORTUNITY : General  Practitioner  to  associate  with  5-man 
organization  at  Colorado  Springs  in  growing  part  of  the 
city.  Leisure  time  above  average.  Excellent  laboratory  and 
X-Ray.  Write:  Gary  A.  Bloom,  M.D.,  3040  Caravan  Court. 
Colorado  Springs,  Colorado  or  call:  (303)  596-4403.  474-5-1 


GENERALIST  PHYSICIAN,  age  46;  w/CoIorado  license;  mar- 
ried, family  grown;  available  for  consultation/employment 
industrial  med;  insurance  medical  department;  employee/ 
student  health;  public  health,  preventive  medicine.  Consider 
full  or  part  time.  Expert  medical  writing  for  general/profes- 
sional readers.  P.O.  Box  36204,  Denver,  Colorado.  80236. 

474-6-3B 


PSYCHIATRIST  NEEDED  in  private  practice  in  academic 
community  located  in  the  mountains  of  Northern  New 
Mexico.  Associate  with  multi-specialty  group  of  25  MD’s. 
Assume  practice  of  psychiatrist  who  returned  to  academic 
position.  Exceptional  recreational  and  cultural  opportunities  in 
surrounding  country.  Contact:  Philip  H.  Newman,  M.D.,  Chief 
of  Staff,  or  Robert  D.  Hill.  Administrator,  Los  Alamos  Medical 
Center,  Los  Alamos,  New  Mexico  87544,  or  call:  (505  ) 662-4201. 

474-7-lB 


SUITE  IN  MEDICAL  BUILDING.  1100  sq.  ft.  West  Denver 
location,  with  view  of  Sloan’s  Lake  and  mountains.  Car- 
peted. Partially  furnished.  Leased  to  10/75.  Sublet  or  take 
over  lease.  Call  (303)  825-1224  between  9:00  A.M.  and  4:00 
P.M.  Weakdays.  474-8-3B 


OWNER  WILL  FINANCE  excellent  land  investment  just 
North  of  Colorado  Springs  near  Air  Force  Academy.  Low 
down  payment  — ■ flexible  terms,  33  acres  for  just  $50,000. 
Excellent  opportunity  for  young  professional  just  getting 
started.  Call  Gloria  Armstrong,  Armstrong-Holmstead  Realtors, 
P.O.  Box  2388,  Boulder,  Colorado  80302,  or  Phone  (303) 
449-6900.  474-9-3B 


EXCELLENT  OPPORTUNITY  for  General  Practitioner  and 
specialists  at  Arvada  Medical  Center.  Well-developed  com- 
munity. An  ideal  situation  for  a doctor  to  develop  his  own 
practice  rapidly.  For  information  call  Dr.  Leon  Sherman, 
(303)  421-2240.  474-13-3B 


FOR  RENT— COLORADO  SPRINGS.  800  sq.  ft.  street  level 
suite  in  established  Medical/Dental  Building,  two  blocks 
from  Penrose  Hospital.  Write  2520  No.  Tejon,  Inc.,  2221  No. 
Meade  Avenue,  Colorado  Springs,  Colorado  80907,  or  call: 
(303)  632-4559  or  (303)  632-6862.  274-10-3B 


OPHTHALMOLOGIST.  Due  to  sudden  death,  growing  oph- 
thalmology practice  available  in  Billings,  Montana.  Modern 
office  with  latest  and  finest  equipment.  Opportunity  for  doctor 
who  is  interested  in  retina,  as  this  practice  has  a strong 
retina  emphasis,  with  referrals  from  outlying  areas.  Argon 
laser  available  in  adjacent  hospital.  Write:  Mrs.  David  Fink, 
2506  Wildwood  Way,  Billings,  Montana,  59101  or  call  (406) 
252-8022.  474-10-3 


WANTED:  Physicians  interested  in  employing  a Physician’s 
assistant.  Top  qualifications  and  references.  AMA  approved 
school  graduate.  Contact:  David  E.  Larson,  600  W.  Arnold, 
Marshfield,  Wisconsin  54449.  474-11-3B 


WESTERN  COLORADO  — Well-trained  family  physician  to 
join  established  partnership  in  active  and  challenging  rural 
family  practice  with  open  hospital  privileges  according  to 
capabilities.  Reply  with  full  curriculum  vitae  to  Box  474-12-4, 
Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue, 
Denver.  Colorado  80218.  474-12-3 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  tit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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Medical  Condominiums 


.A  New  Concept  in  Medical  Offices 


* Doctor-Owned  and  Controlled 

* Planned  Monorail  Connecting 

St.  Joseph  and  Presbyterian  Hospitals 

* Custom-Designed 

* Ten-Story,  100,000  square  foot 
Facility 

* Convenient  Location 


* Convert  Rent  Expense  Into  Equity 

* Flexibility  in  Pension  and 
Profit-Sharing  Plans 

* Excellent  Investment 

* Parking  for  400  Cars 

* Available  for  Occupancy  Early  1976 


Available  Services: 

* Pharmacy 

* Exercise  Facilities 

* Telephone 
Answering 
Services 

* Employment  Service 

* Medical 
Transcription 

* Billing  Services 

* Print  Shop 


MIDTOWN  MEDICAL  CENTER 
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Between  19th  and  20th  Avenues  on  Franklin  Street 

For  Information : Call  Professional  Services  Corporation 

(303 ) 893-5333 


Rocky  Mountain  Medical  Journal 


Aardvark  Aero  Associates,  Inc. 

Aircraft  Cover  IV 

Aurora  Medical-Dental  Arts  Building  ....  234 

Berbert,  George  & Sons,  Inc 241 

Bio-Science  Laboratories 
Diagnostic  Tests  189 

Burroughs  Wellcome  Company 
Neosporin  Ointment  225 

Clean  Air  Distributors,  Inc. 

Clean  Air  Purifier  235 

Denver  Optic  Company 
Artificial  Eyes  251 

Dorsey  Laboratories 

Triaminicol  Syrup 195 

Triaminic  Expectorant  236 

International  Travel  Advisors 
Rocky  Mountain  Medical  Conference 
tour  202 

Lilly,  Eli  and  Company 
Darvocet-N  206 

Marion  Laboratories 

NICO-400  200-201 

McNeil  Laboratories 

Parafon  Forte  190-191 

Merck,  Sharp  & Dohme 
Aldomet 192-194 

Midtown  Medical  Center 
Medical  Condominiums  252 

Mutual  of  Omaha  247 

Newton  Optical  Company  231 

for  April  1974 


Park  Investment  Company 

Green  Gables  Professional  Park  250 

Pharmaceutical  Manufacturer’s 


Association 

The  Weight  of  Professional 

Opinion  196-197 

Picker  Medical  Products  216 

Publishers  Press,  Inc./ 

Monitor  Publications  246 

Republic  Building  Corporation  248 

Robins,  A.  H.  Company 

Dimetapp  237 

Phenaphen  238 

Roche  Laboratories 

Dalmane  Cover  11-187 

Librium  228-229 

Efudex  244-245 

Roerig,  J.  B.  Company 
ENARAX  203-204 

Safeguard  Business  Systems  191 

Searle,  G.  D.  and  Company 
Pro-Banthine  254-Cover  III 

Smith,  Kline  French  Laboratories 
Dyazide  199 

Terrawest  Company 

Mirador  Building  230 

University  of  Nebraska 
Medical  Center  246 

Wallace  Pharmaceuticals 

Rondomycin  242-243 

Woodridge  Medical  Center  248 
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When  you  add  Pro-Banthine  yoi 

brand  of  , , , , r ^ 

propantheline  bromide 


give  pain  killers?. . . prescribe  freq 


use  antacids  only? 

Antacids,  like  food,  help  neutralize 
or  buffer  stomach  acidity.  Their 
action  is  short,  usually  lasting 
only  1 to  VA  hours  (given  four 
hours  after  a meal).*  Some 
patients  may  require 
antacids  every  half  hour. 


give  pain  killers  only? 

They  relieve  pain  but  may  cause  patient  drug 
dependency  and  unnecessary  sedation. 


prescribe  frequent  eating  only? 


Frequent  feeding  helps  buffer  acid,  but  caloric, 
digestive,  and  social  considerations  make 
frequent  eating  both  difficult  and  impractical. 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy.  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respire 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evider 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  shoulc] 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcenj 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions 


I 


hannibal  stomach 


*Fordtran,  J.S.,and  Collyns,  J.  A.  H.;  Antacid 
Pharmacology  in  Duodenal  Ulcer:  Effect  of 
Antacids  on  Postcibal  Gastric  Acidity  and 
Peptic  Activity,  New  England  J.  Med. 
274:921-927  (April  28)  1966. 


add  Pro-Banthine 

Helps  to  relieve  pain  without  risk  of  patient  drug 
dependency. 


add  Pro-Banthine 


Reduces  gastric  secretory  volume  and  total 
resting  and  free  acid  without  the  caloric, 
digestive,  and  social  problems  occasioned  by 
eating. 


Pro-BanthIne 


Pro-BanthIne  slows  intestinal  motility  to 
enhance  and  prolong  the  action  of 
antacids.  The  action  of  Pro-Banthine 
lasts  4 to  6 hours. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


SEARLE 


ijsually  get  better  patient  response. 


s 

f :ur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
jj/erse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
J,  omnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
1 1,  impotence  and  allergic  dermatitis. 

>sage  and  Administration:  The  recommended  daily  dosage  for  adult 
■ J therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
,ent  adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
ide. 

,0-Banthine  P.A.  — Each  tablet  of  Pro-Banthine  RA.  (propantheline 
..amide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads:  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and.  for  parenteral  use,  as  serum- 


AEROBICS  OR  AEROBATICS 

things  haven't  changed  much  — girls  or  airplanes! 


Citabria  provides  a range  of  aircraft  from  the  lowest  priced  plane  in  current 
production  (Standard  Citabria)  to  the  National  Aerobatic  Team  Decathlon. 
An  entire  line  "capable  of  aerobatics. 

\ ^ \ ^ ....  * 

• For  economical  12SMPH'7.S  GPH  transportation 
Fun  flying,  sport,  or  serious  aerobatics,  or  even  as  spray  plane 


THE  ALL  STAR  LINEUP  OF  CHAMPIONS 

Difficult  to  Beat 

Learn  to  fly,  or  teach  your  son  — very  economically. 

See  it  all  at  the  foot  of  the  Rockies  — Boulder  Municipal  Airport,  main  terminal 

AARDVARK  AERO  ASSOCIATES,  INC. 

CALL:  (303)  442-3131 


library  of  the 
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STAGE  2 


STAGE  3 

STAGE  4 

HOURS  . 1 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.^ 


\l 


I 


i 


i 


a,j  eu,  nu„,  iL  DU,  eacl  ^nJiani  at  f^OM  ’ J4oL 


Though  it  was  early  September,  blinding  sleet  and  stretches  of  frozen  ground 
and  the  freeze  in  the  air  in  the  mountains  of  Montana  drove  the  party  towards 
lower  altitudes.  Under  Lewis  and  Clark,  leaders  chosen  personally  by  Jefferson, 
the  expedition  was  immediately  seeking  the  Snake  River  which  they  hoped  to  fol- 
low to  the  Pacific.  They  would  locate  the  Northwest  Passage. 

So  it  was  that  they  left  the  mountains  on  Wednesday,  September  4,  1805. 
Rising  on  slopes  so  steep  that  two  horses  had  been  lost  and  others  badly  injured, 
and  their  treasured  thermometer  broken,  the  party  had  pursued  a stream  which 
emptied  into  a river.  Then  “in  the  wide  valley  at  their  junction,”  wrote  Lewis,  “we 
discovered  a large  encampment  of  Indians;  when  we  had  reached  them  and  alighted 
from  our  horses  we  were  received  with  great  cordiality.  A council  was  immediately 
assembled,  white  robes  were  thrown  over  our  shoulders,  and  the  pipe  of  peace 
introduced.’” 

Both  Lewis  and  Clark  liked  Indians  and  welcomed  the  chance  to  meet  the 
Flatheads,  a friendly  Nation  of  33  Lodges.  Respecters  of  these  natives,  they  ad- 
mired “their  personal  dignity,  their  rituals,  taboos,  their  religious  thinking,  indeed 
the  full  content  of  their  thought,”  as  Bernard  DeVoto  wrote. 

In  1911  Russell  was  commissioned  by  Montana  to  paint  a mural  to  go  behind 
the  Speaker’s  Desk  in  the  House  of  Representatives  in  the  State  Capitol.  He  sub- 
mitted sketches  suitable  for  the  24'  9"  x 11'  IVz"  space,  and  agreed  to  do  the  Lewis 
and  Clark  and  Flathead  subject  for  $5,000,  not  an  overly  large  sum  even  then. 
Russell  sketched  on  the  scene  at  Ross’  Hole,  and  the  painting  is  perhaps  the  master- 
piece of  Russell’s  career. 

With  the  kind  permission  of  the  Montana  Historical  Society  the  painting  is 
reproduced  on  our  cover.  It  makes  a splendid  addition  to  those  oil  on  canvas  prints 
of  Russell  paintings  already  available  through  the  Rocky  Mountain  Medical  Journal. 

If  you  have  failed  to  order  any  of  the  reproductions  we  have  offered  in  the 
past,  you  may  now  complete  your  collection  by  filling  out  the  order  blank  below. 
Prices  stated  are  current. 


I wish  to  order  oil  on  canvas  reproductions  of  the  following  Charles  Russell 
paintings: 


Quantity  Size 

Name  of  Painting  and  Date  of  Publication 

Price  Each  Total  Price 

14"x30" 

Lewis  and  Clark  Meeting  the  Flathead 
Indians  at  Ross’  Hole  (May  1974) 

$27.50  

24"x36" 

Wagon  Boss  (May  1973) 

30.00  

14"x21" 

Meat’s  Not  Meat  (Nov.  1972) 

22.00  

20"x30" 

Toll  Collectors  (May  1972) 

27.50  

18"x30" 

Laugh  Kills  Lonesome  (May  1969) 

27.50  

22"x33" 

Indian  Hunters  Return  (Nov.  1967) 

27.50  

22"x31" 

Free  Trappers  (May  1967) 

27.50  

(Prices  shown  do  not  include  mailing  charges) 

Mail  aU  orders  to: 


Rocky  Mountain  Medical  Journal 

1601  East  19th  Avenue 
Denver,  Colorado  80218 
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City  


State 


Zip 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects*  ’) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories ' ' 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?"^ 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  "hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
isinciicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


REFERENCES:  1 . Kales  A,  et  al:  Arch  Gen  Psychiatry  23:226-2i2.  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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To  the  Editor; 

Will  the  rotating  internship  soon  be  extinct? 
It  has  been  under  fire  from  those  who  favor  the 
straight  internship.  Should  the  rotating  internship 
be  completely  sacrificed  for  the  straight  intern- 
ship? Consider  that  there  may  be  much  to  lose. 

The  valid  reasons  for  straight  internships  can- 
not be  denied.  However,  the  rotating  internship 
offers  advantages  of  giving  young  doctors  an  over- 
all perspective  of  medicine  and  surgery  at  a time 
when  doctors  are  criticized  for  being  too  narrowly 
specialized. 


We  have  been  programmed  to  think  that  new 
discoveries  in  medicine  come  from  ivory  tower 
geniuses  on  full-time  large  government  grants. 
This  may  be  too  narrow  a view.  I suspect  that 
many  important  and  useful  discoveries  do  not  re- 
quire genius  or  large  grants.  Just  as  important 
may  be  point  of  view  and  being  in  the  right  place 
at  the  right  time.  The  value  of  the  rotating  in- 
ternship is  that  it  allows  one  to  see  many  differ- 
ent ideas  being  used  in  many  different  fields.  With 
this  exposure,  the  young  doctor  is  then  given  the 
opportunity  to  synthesize  from  many  different 
points  of  view  new  approaches  to  old  problems. 

Straight  internships  are  right  for  some  folks 
and  rotating  internships  are  right  for  others.  Shall 
we  allow  the  rotating  internship  to  become  ex- 
tinct? The  price  may  be  high. 

Sincerely, 

John  R.  Tkach,  M.D. 

Denver 


Reader  commentaries  are  always  enlivening. 
The  Journal  welcomes  your  thoughts,  criticisms, 
and  observations. 


ir  A Disability  Closed  the  Door  on  Your  Practice... 
Would  it  also  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury. 

Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Group  rates,  helps  see  to  it  that  your  family  will  have 
something  to  fall  back  on  should  you  become  sick  or  hurt 
and  unable  to  work  because  of  a covered  sickness  or 
accident, 

ACT  NOW!  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan,  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need.  There's 
no  obligation 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  CO  80033 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 


Carl  Roderick 
2627  West  10th  Street 
Greeley,  CO  80631 


Tony  Occhiuto 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs.  CO  80932 


Mutual 

3^maha.\L/ 

People  you  cao  couot  oo... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA,  NEBRASKA 


I 

I 
I 
I 

ADDRESS * 

CITY STATE ZIP * 

I 


Colorado  Medical  Society  Insurance  Program 
Please  send  me  full  details  on  the  Disability  Income 
Protection  Plan  available  to  me  as  a member. 


for  May  1974 
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At  Your  Service  in 
The  Centenniai  State, 

The  T reasure  State, 

The  Silver  State, 

The  Land  of  Enchantment, 
The  Beehive  State  and 
The  Equality  State 


In  the  states  of  Colorado,  Montana, 
Nevada,  New  Mexico,  Utah  and 
Wyoming . . . 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES,  INC. 

KANSAS  CITY  MISSOURI  64137 

is  represented  by . . . 
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Fred  Winkelmeyer 


These  men  bring  you 


Puts  comiort  in  your  prescription 


>r  nicotinic  acid 


Description:  Each  capsule  contains  400  mg  of 
nicotinic  acid  in  a special  base  that  provides 
a prolonged  systemic  effect. 

Indications:  NICO-400*  is  recommended  for  all 
disease  states  in  which  nicotinic  acid  has 
been  used.  These  include  conditions 
associated  with  deficient  circulation  and  for 
use  in  the  correction  of  nicotinic  acid 
deficiencies. 

Contraindications:  Individuals  with  a 
hypersensitivity  to  nicotinic  acid,  severe 
hypotension  or  hemorrhaging. 

Warnings:  Use  with  caution  in  those  patients 
with  history  of  peptic  ulcer,  severe  diabetes, 
impaired  gall  bladder  or  liver  functions  and 
in  pregnant  women. 

Adverse  Reactions:  Patients  should  be 
informed  of  the  short-lived  reactions 
experienced  with  nicotinic  acid  therapy: 
cutaneous  flushing,  a sensation  of  warmth, 
tingling  and  itching  of  the  skin,  increased 
gastrointestinal  motility  and  sebaceous 
gland  activity. 

Dosage  and  Administration:  One  capsule 
every  12  hours  or  as  directed  by  physician. 
Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

How  Supplied:  Bottles  of  100  capsules. 

Another  patient  benefit  product  from 

II  rWUltUCCUTICAl  DWIMM 

M MARION 

' laboratories.  INC 

AAH5A5  CiTV  M SSOU«'  64137 


THE  OPTIMAL  DOSE,  400-mg,  timed-release 
NICO-400®  (nicotinic  acid)  capsule  provides 

• Controlled  flushing  for  the  desired  effects  without 
therapy-limiting  side  effects. 

• Convenient  b.i.d.  dosage  that’s  less  likely  to  be 
forgotten. 

• The  economy  of  nicotinic  acid  medication. 

For  comfort  wherever  nicotinic  acid  is  used 


CAPS® 


(nicotinic  acid)  Plateau 


When 

low  back  pain 
interferes 


Help  relieve  pain,  restore  mobility 

PARAFON  FORTE  Tablets 

PARAFLEX®  Cchlorzoxazone)t  250  mg  ; Pi'LENOL®  (acetaminophen]  300  mg 

This  drug  has  been  evaluated  as  possibly"  effective  for  this  indication 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 

Contraindications,  Warnings,  Precautions  and  Adverse  Reactions. 


© McN  73 


PARAFON  FORTE  Tablets 
help  relieve  pain, 
restore  mobility  and 
stop  paimspasm 
feedback  by  providing: 

a non  salicylate  analgesic  equal  to 
aspirin  for  relief  of  pain, ^’2  yet  unlikely 
to  cause  the  gastric  irritation,^'^ 
allergic  reactions^  or  increased  bleeding 
time'*  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant 
shown  in  extensive  clinical  studies  to  be 
useful  in  a variety  of  low  back 
disorders^'"^*  but  which  is  not  an 
antihistamine  or  tranquilizer  derivative 
and  is  unlikely  to  produce  a 
tranquilizing  or  sedative  effect.® 


*lndications  Based  on  a review  of  this  drug  by  the  National 
Academy  ot  Sciences-National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 

Possibly"  effective  tor  the  relief  of  severe  skeletal  muscle  pain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  Cincluding  acute  exacerbations  of  chronic  conditions) 


Contraindications:  Sensitivity  to  either  component. 

Warnings:  Usage  in  Pregnancy— Use  in  woman  of  child-bearing 
potential  only  when  potential  benefits  outweigh  possible  risks. 
Precautions:  Exercise  caution  in  patients  with  known  allergies  or 
history  of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
be  stopped 

Adverse  Reactions:  Occasionally,  drowsiness,  dizziness,  iighthead- 
edness.  malaise,  overstimulation  or  gastrointestinal  disturbances 
may  be  noted;  rarely,  allergic-type  skin  rashes,  petechiae.  ecchy- 
moses,  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
stances. Paraflex  (chlorzoxazone)  may  possibly  have  been  associ- 
ated with  gastrointestinal  bleeding.  While  Paraflex  (chlorzoxazone) 
and  chlorzoxazone-containmg  products  have  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
tients. it  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
drug  induced 

Usual  Adult  Dosage:  Two  tablets  q i d 

Supplied:  Scored,  light  green  tablets,  imprinted  McNEIL"  — 

bottles  of  too. 

References:  1.  Batterman,  RC.  and  Grossman,  AJ  Fed  Proc  f4;316, 
1955  2.  Goodman,  L S . and  Gilman,  A , ed  The  Pharmacological  Basis  of 
Therapeutics,  ed  4 New  York.  The  Macmillah  Company.  1970  3.  Vickers. 
FN  Gastroint  Endosc  14  94,  1967  4.  Mielke,  C H . Jr,  and  Britten  A F H 
NewEngl  J Med  282: 1 270.  1 970  CCorresp  5 5.  Vernon,  W G Curr  Therap 
Res  14801.  1972  6.  Schemer  JJ  Curr  Therap  Res  14  168.  1972  7. 
Walker.  J M Curr  Therap  Res  15  248.  1973  8.  Friend.  D G Clin  Pharma- 
col Ther  5 871,  1964 

tUS  Patent  No  2.895.877 
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A NEW  CAREER 

— PSYCHIATRY  — 

Many  outstanding  Family  Practitioners  find 
that  during  a successful  career  their  needs  and  in- 
terests change  and  their  family’s  needs  change  — 
so  consider  a second  career  in  psychiatry. 

Our  program  is  a small,  truly  eclectic,  uni- 
versity-based program  in  Omaha  connected  with 
the  University  of  Nebraska  College  of  Medicine. 

We  balance  a carefully  planned  core  curriculum 
with  flexible  electives  in  the  best  tradition  of  mod- 
ern psychiatric  education. 

Our  faculty  has  highly  valued  the  Family 
Practitioners  we  have  trained  over  the  past  few 
years.  In  many  cases.  Doctor,  the  needs  of  psy- 
chiatry can  best  be  met  by  a return  to  the  same 
region  where  you  practiced  — in  a new  career. 

A salary  schedule  is  generously  available  that  will 
provide  for  you  and  your  family  during  three 
years  of  training.  A few  positions  are  still  avail- 
able at  the  Nebraska  Psychiatric  Institute  for 
1974.  Contact  us  for  an  interview  with  one  of 
our  Family  Practitioners  who  are  now  in  training. 

Write  Merrill  T.  Eaton,  Jr.,  M.D.,  Nebraska 
Psychiatric  Institute,  602  South  45th  Street, 
Omaha,  Nebraska  68106  or  call  Area  Code  402, 
541-4600. 

J 


PUBLICATION 

PRINTING... 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 


EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 


Publishers  Press,  Inc./ 
Monilor  Publications 

2177  W.  7fh  DENVER  892-0166 


261 


rd 


AMA  ANNUAL  CONVENTION 
JUNE  22-26,  1974 
CHICAGO,  McCORMICK  PLACE 

• Scientific  Sessions  including  Hypertension/Management  of 
Obesity/A  Practitioner’s  Approach  to  Angina — 1974 

• Postgraduate  Courses  including  Cardiopulmonary 
Resuscitation/Total  Parenteral  Nutrition/Workshop  on 
Human  Sexuality/American  Society  of  Clinical  Pathologists: 
special  courses  for  non-pathologists 

• Fireside  Forums— return  of  a popular  evening  session 
in  a new  “meet  the  professor”  format 

• Scientific  Exhibits  including  Clinical  Pathologic 
Conferences/Live  Teaching  Clinic/Fresh  Tissue  Pathology 

• Film  Symposia  including  a 'h-day  session  on  techniques 
of  producing  a medical  motion  picture  in  your  hospital 

• Charter  flights  are  being  planned  from  Los  Angeles, 

San  Francisco  and  Dallas. 


Write  a letter  with  the  coupon  below  to  the  AMA  or  see  the  JAMA  Convention  Issue  on  April  15,  1974,  for  scientific  ses- 
sion lists,  hotel  reservations,  and  course  registrations— as  well  as  social  activities  while  in  Chicago  this  June. 


Advance  Registration 

123rd  AMA  Annual  Convention 
June  22-26,  1974 
Chicago/McCormick  Place 

Please  return  this  form  before  May  24,  1974,  to: 
Circulation  and  Records  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Please  print 

Name 

(each  physician  must  register  in  his  own  name) 


Office  Address 


In  accordance  with  the  AMA  Bylaws,  I hold  active  member- 
ship in  the  AMA,  and  I wish  to  vote  in  the  Scientific  Session 
I have  checked: 


01  □ Allergy 

02  □ Anesthesiology 

26  □ Cardiovascular  Diseases 

05  □ Clinical  Pharmacology 

and  Therapeutics 
20  □ Colon  and  Rectal  Surgery 

03  □ Dermatology 

04  □ Diseases  of  the  Chest 

07  □ Family  and  General  Practice 

1 1 □ Federal  and  Military  Medicine 

06  □ Gastroenterology 

08  □ General  Surgery 

09  □ Internal  Medicine 

24  □ Neurological  Surgery 

25  □ Neurology 


13  □ Obstetrics 

and  Gynecology 

14  □ Ophthalmology 

15  □ Orthopedic  Surgery 
10  □ Otorhinolaryngology 

16  □ Pathology 

17  □ Pediatrics 

18  □ Physical  Medicine 

and  Rehabilitation 
27  □ Plastic  and 

Reconstructive  Surgery 

19  □ Preventive  Medicine 
12  □ Psychiatry 

21  □ Radiology 

22  □ Urology 


City  / State/  Zip 

I am  a member  of  the  AMA  through  the  following  State  Medical 
Association  or  government  service 

Please  send  more  information  on  the  charter  flights  being 
planned  from: 

Los  Angeles  San  Francisco  Dallas 


General  Registration 

AMA  members  and  their  guests:  no  fee 

Non-member  physicians:  $25 

Guests  of  non-members:  $5 

Medical  students,  interns  and  residents:  no  fee 

My  remittance  of  S is  enclosed. 

(Make  check  payable  to  American  Medical  Association.) 
Check  must  accompany  registration. 


AMERICAN  MEDICAL  ASSOCIATION  Ad  #275-K  7 X 10"  Convention  Ad 


A Comprehensive  Therapeutic  Program 

for  the  G.l.  patient 


Enarax®  (oxyphencyclimine  HCI/hydrox- 
yzine  HCI)  Tablets,  as  adjunctive  therapy,  can 
help  relieve  a wide  range  of  gastrointestinal 
disorders— and  their  accompanying  anxiety* 
Without  cooperation  of  the  patient,  however, 
no  medicinal  regimen  can  succeed  entirely... 
an  understanding  of  the  condition,  the  factors 
involved  in  its  development,  and  the  proper 
approach  to  self-care  are  often  basic  to  suc- 
cessful therapy. 

To  help  save  some  of  your  valuable  time  in 
providing  this  background  information,  this 
specially  designed  G.l.  Patient  Relief  Kit  is 
available  on  request— a valuable  addition  to 
your  overall  therapeutic  program. 

In  addition  to  a complimentary  introductory 
prescription  for  Enarax  Tablets,  this  hand- 


some kit  contains  the  information  and  appro- 
priate stimuli  to  start  the  patient  on  a program 
of  proper  self-care: 

Patient  Information  Booklet,  “You  and  Your 
Digestive  System”— easy-to-swal low  advice 
on  how  to  take  care  of  the  gastrointestinal 
tract,  including  diet  information. 

Sanka®  Decaffeinated  Coffee  sample  pack- 
ets to  provide  an  alternative  to  regular  coffee 
with  caffeine. 

Gelusil®  Liquid  to  help  relieve  heartburn, 
dyspepsia,  gas,  and  flatulence  between  meals. 

Money-saving  coupon  for  future  purchase. 

You  can  obtain  a quantity  of  these  kits  pack- 
aged for  easy  office  storage  by  filling  out  the 
attached  Prepaid  Business  Reply  Card. 

ROGRIG 


A division  of  Rizer  Pharmaceuticals 
New  York.  New  York  10017 


* Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council, 
F.D.A.  has  classified  this  indication  as  ' possibly"  effective. 


Please  see  following  page  for  prescribing  information, 
including  adverse  reactions,  contraindications  and  warnings. 


lb  help  control 

G.I.  distress/calm  psychic  tension  ‘ 

Enaraxtabiets 

(oxyphencyclimine  HCl/hydroxyzine  HCl) 

• Combination  provides  for  effective  1 2-hours  antispasmodic/anti- 
cholinergic  action  of  oxyphencyclimine  with  the  calming  action  of 
Atarax®  (hydroxyzine  HCl). 

• As  adjunctive  therapy,  helps  relieve  a wide  range  of  gastrointes- 
tinal disorders,  and  their  accompanying  anxiety— simultaneously 
However,  it  should  be  used  with  caution  in  patients  with  ulcerative 
colitis. 

• Avoids  the  confusion  and  expense  of  two  medication  schedules. 

• Convenient  b.i.d.  dosage. 

• Individualized  therapy— Enarax®  5 (oxyphencyclimine  HCl 
5 mg. /hydroxyzine  HCl  25  mg.).  Enarax®  10  (oxyphencyclimine 
HCl  10  mg. /hydroxyzine  HCl  25  mg.). 

• Usually  well  tolerated;  drowsiness  or  blurred  vision  may  occur. 

More  detailed  professional  Information  available  on  request. 

SEE  REVERSE  FOR  FREE  OFFER 


Composition 

Each  Enarax  5 tablet  contains: 

oxyphencyclimine  HCl  5 mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Each  Enarax  10  tablet  contains: 

oxyphencyclimine  HCl 10  mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 


Description.  Enarax  is  a combination  of  oxyphencyclimine  HCl  and 
hydroxyzine  HCl.  Oxyphencyclimine  HCl  is  a crystalline  substance  char- 
acterized by  the  chemical  formula:  (1-methyl-1 .4,5,6  tetrahydro-2- 
pyrimidyl-methyl  alpha-cyclohexyl-alpha-phenylglycolate  hydrochloride). 
It  is  soluble  and  stable  in  aqueous  solutions. 

Hydroxyzine  HCl  is  designated  chemically  as  1-{p-chlorobenzhydryl)-4- 
[2-(2-hydroxyethoxy)-ethylJ  piperazine  dihydrochloride. 

Actions.  Oxyphencyclimine  HCl  provides  long  acting  suppression  of  gas- 
tric secretion  through  its  anticholinergic  action.  The  mechanism  of  this 
action  is  the  inhibition  of  acetylcholine  at  postganglionic  cholinergic 
sites  in  structures  innervated  by  postganglionic  parasympathetic  nerves 
and  on  smooth  muscle  not  so  innervated  but  responsive  to  acetylcholine. 

Hydroxyzine  HCl,  marketed  under  the  trade  name,  Atarax®,  has  been 
shown  clinically  to  be  an  effective  anti-anxiety  agent.  It  induces  a calm- 
ing effect  in  anxious,  tense  individuals  without  impairing  mental  alert- 
ness. It  is  not  a cortical  depressant,  but  its  action  may  be  due  to  a sup- 
pression of  activity  on  certain  key  regions  of  the  subcortical  area  of  the 
central  nervous  system. 


=i=  Indications.  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective:  As  adjunctive  therapy  in  peptic  ulcer;  Irri- 
table bowel  syndrome  (Irritable  colon,  spastic  colon,  mucous  coli- 
tis, functional  gastrointestinal  disorders);  functional  diarrhea;  drug 
induced  diarrhea;  ulcerative  colitis,  and  urinary  bladder  spasm  and 
ureteral  spasm  (i.e.  smooth  muscle  spasm). 

Final  classification  of  these  less  than  effective  indications  re- 
quires further  investigation. 


Contraindications.  Because  of  its  anticholinergic  activity,  Enarax  is  con- 
traindicated in  the  presence  of  glaucoma,  obstructive  uropathy  (i.e.  blad- 
der neck  obstruction  due  to  prostatic  hypertrophy),  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal  stenosis, 
etc.);  paralytic  ileus;  intestinal  atony  of  the  elderly  or  debilitated  patient; 
unstable  cardiovascular  status  in  acute  hemorrhage;  severe  ulcerative 
colitis;  toxic  megacolon  complicating  ulcerative  colitis;  myasthenia  gravis. 
Warnings.  Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  substantially 
above  the  human  therapeutic  range.  Clinical  data  in  human  beings  are 
inadequate  to  establish  safety  in  early  pregnancy.  Until  such  data  are 
available,  hydroxyzine-containing  drugs  are  not  advised  in  early  pregnancy. 

In  the  presence  of  a high  environmental  temperature,  heat  prostration 
can  occurwith  drug  use  (fever  and  heatstroke  due  to  decreased  sweating). 

Diarrhea  may  be  an  early  symptom  of  incomplete  intestinal  obstruction, 
especially  In  patients  with  ileostomy  or  colostomy.  In  this  instance  treat- 
ment with  this  drug  would  be  inappropriate  and  possibly  harmful. 


Enarax  may  produce  drowsiness  or  blurred  vision.  In  this  event,  the 
patient  should  be  warned  not  to  engage  in  activities  requiring  mental 
alertness  such  as  operating  a motor  vehicle  or  other  machinery,  or  per- 
form hazardous  work  while  taking  this  drug. 

Precautions.  Anticholinergics  should  be  used  with  caution  in  patients  with: 

autonomic  neuropathy, 

hepatic  or  renal  disease, 

ulcerative  colitis— Large  doses  may  suppress  intestinal  motility  to  the 
point  of  producing  a paralytic  ileus  and  the  use  of  this  drug  may  precipi- 
tate or  aggravate  the  serious  complication  of  toxic  megacolon. 

hyperthyroidism,  coronary  heart  disease,  congestive  heart  failure,  car- 
diac arrhythmias,  hypertension  and  nonobstructing  prostatic  hypertrophy; 
hiatal  hernia  associated  with  reflux  esophagitis,  since  anticholinergic 
drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic  drugs  in  the  treat- 
ment of  gastric  ulcer  may  produce  a delay  in  gastric  emptying  time  and 
may  complicate  such  therapy  (antral  stasis). 

The  use  of  this  drug  in  the  presence  of  complication  of  biliary  tract 
disease  should  not  be  relied  upon. 

Tachycardia  should  be  thoroughly  investigated  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  increase  the  heart  rate. 

With  overdosage,  a curare-like  action  may  occur. 

Adverse  Reactions.  As  with  other  anticholinergics,  oxyphencyclimine  HCl 
produces  certain  effects  which  may  be  physiologic  or  toxic  depending 
upon  the  individual  patient's  response.  The  physician  must  delineate  these. 

Adverse  reactions  may  include  xerostomia;  urinary  hesitancy  and  re- 
tention; blurred  vision  and  tachycardia:  palpitations;  mydriasis,  dilatation 
of  the  pupil;  cycloplegla,  increased  ocular  tension;  loss  of  taste;  head- 
aches; nervousness;  drowsiness;  weakness:  dizziness;  insomnia;  nausea; 
vomiting;  impotence;  suppression  of  lactation;  constipation;  bloated 
feeling;  severe  allergic  reaction  or  drug  idiosyncrasies  including  ana- 
phylaxis, urticaria  and  other  dermal  manifestation;  some  degree  of  men- 
tal confusion  and/or  excitement  especially  in  elderly  persons. 

Decreased  sweating  is  another  adverse  reaction  that  may  occur.  It 
should  be  noted  that  adrenergic  innervation  of  the  eccrine  sweat  glands 
on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 
An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses 
of  drug  would  be  required,  and  this  would  produce  severe  side  effects 
from  parasympathetic  paralysis. 

Side  effects  which  occasionally  occur  with  hydroxyzine  HCl  (Atarax)® 
are  drowsiness,  xerostomia,  and.  at  extremely  high  doses,  involuntary 
motor  activity,  all  of  which  may  be  controlled  by  reduction  of  the  dosage 
or  discontinuation  of  the  medication. 

Dosage  and  Administration.  The  recommended  adult  dose  is  usually  one 
Enarax  5 or  one  Enarax  10  tablet  two  times  a day  or  three  times  a day, 
depending  on  individual  response.  Proper  diet  and  antacids  should  be 
used  where  indicated  as  concomitant  therapy.  The  safe  use  of  Enarax 
in  children  has  not  been  established;  therefore,  the  drug  should  not  be 
used  in  children. 

Drug  Interactions.  The  potentiating  action  of  hydroxyzine  must  be  con- 
sidered when  the  drug  is  used  in  combination  with  central  nervous  sys- 
tem depressants. 

How  Supplied.  Enarax  5 is  available  as 
white  scored  tablets  in  bottles  of  60. 

Enarax  10  is  available  as  black  and 
white  scored  tablets  in  bottles  of  60. 


ROeRIG<^ 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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Physician... 


your 

general  practice’ 
couldn’t  be 
more  general 
than  the  Air  Force 


Our  doctors  run  into  everything  — 
and  have  the  modern  facilities  and 
highly  trained  support  staff  to  deal 
with  it.  A medical  career  in  the  Air 
Force  offers  other  advantages,  too 
- reasonable  hours 
with  time  to  spend 


with  your  family  around  the  out- 
standing Air  Force  Base  facilities. 
Administrative  support.  Patient 
treatment  without  regard  for  ability 
to  pay.  An  excellent  program  of  ed- 
ucation if  you  wish  to  specialize  in 
one  of  the  many  areas  of  medicine. 


Find  “the  perfect  practice” 

in  the  Air  Force. 

Write  today  for  more  information  . . . 

U.S.  Air  Force 

Medical  Careers 


2621  Ave.  E East 


AC  81 7-461 -1946 


Arlington,  Texas  76011 
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Rocky  Mountain  Medical  Journal 


EDITORIALS 


A 

ixBOUT  18  MONTHS  AGO,  an  Ad  Hoc  Commit- 
tee of  the  Montana  Medical  Association 
began  to  observe  some  of  the  methods  used 
in  other  parts  of  the  country  to  promote  and 
maintain  excellence  in  medical  practice.  It 
was  apparent  that 
some  Foundations,  es- 
pecially in  the  West, 
had  developed  excel- 
lent peer  review  pro- 
grams, long  before  it  was  the  vogue  for  gov- 
ernment to  promote  this  activity. 

These  Foundations  have  done  two  essen- 
tial things.  First,  they  have  improved  the  de- 
livery of  health  care  through  constant  ob- 
servation. Second,  by  use  of  computers, 
information  on  medical  uses  and  abuses  can 
be  readily  retrieved  and  studied.  The  results 
have  added  considerable  credibility  to  the 
overall  practice  of  medicine. 

Following  the  Ad  Hoc  Committee’s  rec- 
ommendations, Montana  physicians  devel- 
oped and  incorporated  the  non-profit  Mon- 
tana Foundation  for  Medical  Care.  After 
considerable  committee  work  on  peer  review 
and  health  care  standards,  the  Foundation 
was  ready  to  negotiate  with  the  State  of  Mon- 
tana to  provide  a program  of  quality  and 
utilization  control.  The  past  summer  the 
state  entered  into  two  contracts,  one  with 
the  Montanti  Foundation  for  Medical  Care, 
a physician  institution,  to  do  medical  audit- 
ing for  the  Medicaid  Program  and  another 
with  the  Dikewood  Corporation  to  act  as  fis- 
cal intermediary  and  to  provide  computer 
services. 

Medicaid  represents  about  ten  per  cent  of 
Montana’s  medical  practice.  In  the  past  few 
months,  the  Foundations’  Executive  Commit- 
tee, Board  of  Directors  and  committees  have 
worked  desperately  to  remove  the  “bugs”  of 
the  peer  review  process.  Great  progress  is 
being  made,  principally  because  of  excellent 
suggestions  from  individual  physicians  as 
they  have  become  involved  with  the  system. 

Since  the  Department  of  Health,  Educa- 
tion and  Welfare  established  Montana  as  a 
PSRO  area,  the  Foundation  has  been  study- 


The Montana 
Foundation  for 
Medical  Care 


ing  application  for  PSRO  status.  Physicians 
on  the  Foundation’s  Board  of  Directors  are 
as  uneasy  about  the  interpretation  of  the  law, 
as  established  in  the  Federal  Registry  Man- 
date, as  are  the  rank  and  file  of  physicians 
throughout  the  country. 

The  Foundation’s  present  contract  activ- 
ities include  the  following:  1.  Pre-admission 
screening  of  all  elective  admission.  2.  Cer- 
tification of  the  medical  necessity  of  all  ad- 
mission and  length  of  stay.  3.  Concurrent  re- 
view during  hospitalization  to  determine  ap- 
propriate length  of  stay.  4.  Discharge  plan- 
ning to  facilitate  effective  patient  transfer. 
5.  Collection  of  data  to  effectively  measure 
results  and  support  medical  management. 

Pre-admission  screening  of  all  elective  ad- 
missions has  caused  considerable  stir  among 
physicians,  nationwide,  and  not  without  good 
cause.  The  Foundation  is  attempting  to  get  a 
variance  now  on  this  part  of  the  contract.  In 
spite  of  these  concerns,  the  Foundation  is 
moving  ahead  with  its  application  for  PSRO 
status  in  Montana — not  because  we  are  all 
that  enthusiastic  with  the  system,  but  be- 
cause it  is  the  law. 

C.  G.  (Pat)  McCarthy,  MD 
Missoula,  Montana 
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.ECENT  STATISTICS  FROM  THE  National  Heart 
and  Lung  Institute  estimate  that  hyperten- 
sion affects  22,000,000  Americans  and  is  a 
leading  cause  of  disease  and  death.  Yet  half 
of  those  affected  are  unaware  of  the  presence 
of  the  disease.  In  the 
other  half,  half  are 
Hypertension  not  receiving  any 

treatment,  while  only 
half  under  treatment 
have  adequate  control. 


These  facts  are  even  more  dismal  and  dis- 
graceful when  we  realize  how  simple  it  is 
to  detect  hypertension  and  how  easy  it  is  to 
treat  most  cases.  No  wonder  Walter  Reuther 
and  Ted  Kennedy  revile  us. 
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Every  person  who  enters  the  doctor’s  of- 
fice, regardless  of  reason,  should  have  his 
blood  pressure  determined,  a procedure  easily 
and  quickly  done  by  the  physicians’  assis- 
tants. Once  hypertension  is  diagnosed  and 
studied,  treatment  and  followup  must  be  in- 
stituted. Blood  pressure  is  never  “just  a lit- 
tle high”.  It’s  a silent  killer  eventually. 

Followup  is  extremely  important.  How 
many  patients  have  been  started  on  therapy 
and  returned  later  with  heart  failure,  stroke, 
or  myocardial  infarction,  with  the  story  that 
the  prescription  ran  out,  they  felt  fine,  and 
so  stopped  their  treatment?  A simple  card 
file  will  alert  you  periodically  to  patients 
who  could  be  lost  to  followup.  A little  pa- 
tient education  about  hypertension  and  the 
need  for  followup  won’t  hurt  either. 

We  can  do  a better  job  with  hypertension. 

G.  A.  Diettert,  MD 
Scientific  Editor  for  Montana 


I 


T IS  NOT  SURPRISING,  Considering  our  back- 
ground and  training  and  the  need  to  convince 
ourselves  and  the  public  of  our  knowledge 
and  competence,  that  many  of  us,  at  times, 
fall  victim  to  baseless  pride.  We  deal  fre- 
quently with  serious 


The  Arrogance 
of  Physicians 


matters  of  life  and 
death.  And  since  most 
of  us  conscientiously 
try  to  give  patients 
sound  advice  and  provide  proper  diagnostic 
and  therapeutic  measures,  we  must  first  con- 
vince ourselves  of  the  validity  of  our  scien- 
tific information  and  the  precision  of  our 
technical  ability.  In  all  of  this  we  are  better 
physicians  if  we  do  not  remind  ourselves  too 
frequently  of  the  inexactness  of  medical  sci- 
ence. 


There  is  little  question  that  we  are  all,  or 
most  of  us,  guilty  at  times  of  consciously  or 
unconsciously  conveying  the  impression  to  a 
patient  that  he  has  received  improper  or  in- 
adequate treatment  at  the  hands  of  another 
physician.  It  is  sometimes  difficult  to  do 
otherwise.  To  look  at  a patient  with  an  ob- 
viously unsatisfactory  therapeutic  result  and 


not  have  at  least  the  fleeting  thought  that 
one  could  have  done  better  himself  requires 
more  restraint,  objectivity  and  humility  than 
the  average  physician  might  be  expected  to 
develop  in  a lifetime  of  medical  practice, 
even  were  he  able  to  instantly  recall  half  of 
his  own  poor  results. 

And  yet  it  is  incumbent  upon  us  all  to 
guard  against  the  arrogance  which  is  implied 
by  even  the  transient  thought  that  we  could 
have  done  better  under  conditions  and  cir- 
cumstances of  which,  at  best,  we  can  have 
only  uncertain  knowledge.  The  mere  exist- 
ence of  the  thought  makes  it  difficult  not  to 
transfer  to  even  the  dullest  patient  the  ques- 
tion in  our  minds.  Admittedly  this  is  not  as 
inexcusable  as  the  articulation  of  the  criti- 
cism to  the  patient  or  to  his  relatives.  Never- 
theless, it  may  be  equally  damaging  to  the 
patient  and  to  his  physician. 

Only  rarely  can  criticism  of  previous 
treatment  or  diagnostic  measures  be  ex- 
pected to  benefit  the  patient.  It  is  possible 
that  it  might  be  necessary  in  an  unusual  sit- 
uation in  order  to  provide  a patient  with 
proper  medical  care.  Mainly,  though,  overt 
criticism  of  a previous  physician’s  manage- 
ment of  a case  may  be  expected  to  compound 
the  patient’s  discouragement  and  distress  and 
serve  no  useful  purpose  so  far  as  his  further 
care  is  concerned.  And  the  legal  implications 
are  obvious. 

There  is  no  wish  here  to  condone  or  ob- 
scure physician  incompetence  or  malpractice. 
The  medical  profession  should  just  as  as- 
siduously ensure  high  standards  of  intellec- 
tual and  technical  competence  as  it  should 
protect  patients  and  physicians  from  criti- 
cism based  on  emotional  reaction  and  inade- 
quate information.  It  is,  of  course,  important 
that  the  medical  profession  rid  itself  of  the 
rare  physician  who  represents  a danger  to  the 
public.  There  are  appropriate  methods  for 
accomplishing  this.  We  must,  however,  take 
care  to  not,  merely  on  the  evidence  of  a bad 
result,  condemn  even  inadverently  another 
physician.  This  can  benefit  neither  the  pa- 
tient, the  physician,  nor  the  medical  profes- 
sion. 


H.  C.  Habein,  Jr.,  MD 
Billings,  Montana 
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In  1946  Norman  J.  Holter,  D.Sc.,  of  Helena, 
Montana  and  Joseph  A.  Gengerelli,  Ph.D.,  of 
the  University  of  California  at  Los  Angeles 
began  experimentation  with  a new  idea — 
telemetering  physiologic  data.  Experiments 
involving  radiotrans- 
mission of  rat  and  hu- 
man encephalograms 
culminated  in  1948 
with  the  first  success- 
ful radiotransmission  of  a clinically  satisfac- 
tory EEG  from  a physically  active  human. 
On  August  1,  1949,  Holter  presented  their  ex- 
perimental data  at  the  annual  meeting  of  the 
Montana  Medical  Association.  The  paper,  en- 
titled “Remote  Recordings  of  Physiological 
Data  by  Radio”,  was  published  in  the  Rocky 
Mountain  Medical  Journal  in  September 
1949. 

The  introductory  paragraph  of  the  paper 
clearly  explains  the  purpose  and  foresees 
the  usefulness  of  the  technic: 

“It  is  proposed  to  examine  the  general  subject 
of  the  observation  and  recording  of  physiological 
data  with  a view  towards  extending  the  useful- 
ness of  such  data  by  the  use  of  electronic  technics 
which  will  allow  a subject  more  freedom  of  ac- 
tivity during  the  actual  course  of  such  measure- 
ments. A human  subject  resting  comfortably  in  a 
chair  or  bed  is  exhibiting  but  one  of  many  types 
of  normal  activity,  and  it  is  usually  only  under 
this  condition  that  measurements  of  blood  pres- 
sure, pulse  rate,  cortical  activity,  blood  oxygen 
content,  and  a host  of  other  phenomena  are  made. 
The  research  physiologist  has  occasion  to  inquire 
into  how  various  bodily  functions  are  modified  by 
exercise,  excitement,  emotion,  or  other  activity 
which  renders  it  impracticable  to  limit  the  sub- 
ject to  a fixed  resting  position.  Equipment  has 
been  developed  to  demonstrate  the  feasibility  of 
transmitting  physiological  data  by  radio  using 
portable  equipment  attached  to  the  subject  in  such 
a manner  that  he  is  not  restricted  by  such  attach- 
ments as  power  cord  connections,  electrode  leads, 
etc.  The  equipment  developed  to  date  is  portable 
in  the  scientific  sense  though  further  electrode 
development  work  remains  to  be  done  before  it 
can  be  said  to  be  portable  from  the  standpoint  of 
personal  comfort.  No  real  obstacles  are  foreseen 
in  taking  this  next  step;  the  use  of  sub-miniature 
vacuum  tubes  and  so-called  printed  circuits  will 
reduce  the  bulk  of  the  circuits  to  something 
analagous  to  hearing-aid  equipment.” 

The  original  Holter  unit  was  worn  as  a 
backpack  by  the  patient  and  weighed  eighty 
pounds.  As  predicted  by  the  inventors,  with 

♦Holter  Recording  (Continuous  ECG  Recording),  Hoechst 
Pharmaceuticals,  Inc. 


the  continuing  development  in  electronics  the 
size  of  the  unit  was  reduced.  Following  the 
invention  of  the  transistor,  Holter  proposed 
and  developed  a method  of  eliminating  the 
radio  link  by  miniaturizing  an  EEG  recorder. 
This  prototype  recorder  subsequently,  with 
further  refinements  and  miniaturization,  be- 
came the  small  four-pound,  camera-sized 
commercial  unit. 

As  many  physicians  know,  the  Holter  Re- 
cording* is  a continuous  tape  of  the  electro- 
cardiogram of  a patient  for  ten  to  24  hours. 
The  standard  ECG  leads  attached  to  the  pa- 
tient are  converted  to  a portable  tape  re- 
corder, carried  by  the  patient  when  he  is 
active,  or  placed  beside  him  when  he  is  sed- 
entary. The  patient  keeps  a diary  during  his 
usual  daily  routine  noting  times  of  recurrent 
symptoms  which  are  under  investigation. 
The  tape  recording  is  then  scanned  with  spe- 
cial electronic  equipment,  and  standard  EEG 
strips  are  printed  for  each  abnormal  record 
occurring  during  this  24  hour  study,  with 
notation  of  time  of  each.  The  physician  then 
compares  the  tape  with  the  patient’s  diary  of 
symptoms  for  discovery  of  arrythmias,  con- 
duction abnormalities  and  other  cardiac  dys- 
function as  causes  for  these  symptoms.  The 
recording  can  be  repeated  to  confirm  diag- 
nosis or  to  evaluate  therapy. 

Like  the  prospector  for  gold,  the  re- 
searcher never  knows  when  he  will  make  a 
real  find.  These  early  steps  by  Holter  in 
telemetering  physiologic  data  are  today 
manifest  as  the  unbelievable  data  recording 
on  the  astronauts  in  space.  Although  the  con- 
tinuous recording  of  the  EEG  in  the  active 
patient  initially  aroused  little  enthusiasm 
from  the  medical  profession,  and  but  for  the 
encouragement  of  Dr.  Paul  D.  White,  work 
on  it  might  have  been  abandoned,  it  is  prov- 
ing a significant  tool  in  the  advance  of  cardio- 
vascular medicine. 

Norman  J.  Holter  has  pursued  his  research 
in  our  Rocky  Mountain  region  in  the  labora- 
tories of  the  Holter  Research  Foundation  in 
Helena,  Montana.  We  are  proud  that  he  pre- 
sented the  original  paper  on  telemetering  the 
ECG  to  the  Montana  Medical  Association  in 
1949.  We  are  pleased  that  the  paper  was  pub- 
lished, as  a First,  in  the  Rocky  Mountain 
Medical  Journal  twenty-five  years  ago. 


Holter 
Recording — 
A First 
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cal Journal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
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2.  .Method  of  preparation.  All  material  for  publication 
must  be  typewTitten,  double  spaced,  with  liberal  margins, 
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8.  Tables.  Tables  should  be  simple,  presenting  only  brief 
relevant  data,  amply  spaced.  They  should  be  placed  at  the 
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deleted.  Incidentally,  the  proper  heading  is  “References,”  not 
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Candida  in  the  blood  culture 


When  Candida  is  isolated,  clinical 
findings  and  studies  help  in  making 
decisions  about  therapy. 


Is  IT  CANDiDEMiA,  colonization,  or  contamina- 
tion? The  first  reaction  is  either  panic  or 
resignation — after  all,  what  can  be  done  any- 
way? Hopefully,  some  of  these  questions  can 
be  dispelled. 

We  should  first  understand  something 
about  this  particular  organism,  its  morphol- 
ogy, epidemiology,  and  pathogenicity.  Only 
then  can  we  evaluate  its  occurrence  in  a 
clinical  situation.  Otherwise,  we  will  con- 
tinually be  faced  with  the  question  of  colon- 
ization, infection,  or  contamination. 

Pathogenic  Candida  species  (C.  albicans 
and  C.  tropicalis  ) are  dimorphic  in  tissue  and 
culture  media,  exhibiting  both  the  yeast 
(Fig.  1.)  and  pseudomycelial  phase.  (Fig.  2.) 
The  so-called  “non-pathogenic”  Candida  spe- 
cies (C.  guillermondi  and  C.  parakrussi)  are 
dimorphic  in  culture  only,  but  exist  in  the 
yeast  phase  in  tissues.  They  apparently  are 
not  capable  of  forming  pseudomycelia  in 
human  tissues.  Some  investigators  believe 
the  formation  of  pseudomycelia  protects  the 
organism,  namely  C.  albicans  and  C.  tropi- 
calis, against  various  host  defense  mecha- 
nisms. 

Candida  albicans  is  human-related  and 
not  primarily  an  environmental  contaminant. 
Various  areas  of  the  body  should  be  exam- 
ined for  carriage  rates.  The  normal  skin  does 
not  harbor  C.  albicans;  it  is  usually  present 


What  to  do  next! 

M.  J.  Winship,  MD,  Missoula 


in  less  than  one  per  cent  of  skin  cultures  of 
healthy  adults.  However,  if  the  skin  barrier 
has  been  broken  or  assailed  such  as  in  burns 
or  eczema,  the  colonization  goes  up  dramat- 
ically. Tragic  consequences  have  followed 
the  blithe  assumption  that  Candida  isolated 
from  blood  cultures  represented  accidental 
contamination  from  collecting  needles  pass- 
ing through  Candida-laden  skin.  Ag^in  let  us 
emphasize  that  Candida  rarely  I inhabits 
healthy  skin  which  is  not  adjacent  to  the 
orifices. 

Having  mentioned  orifices,  let  us  examine 
the  mouth,  the  vagina,  and  intestine.  Candida 
is  a normal  resident  in  25  to  50  per  cent  of 
healthy  adults  in  these  areas,  i.e.,  a sapro- 
phyte. However,  the  healthy  tracheobroncial 
tree,  the  GU  system,  the  blood,  and  other 
internal  organs  do  not  harbor  Candida.  To 
establish  the  presence  of  disease,  the  sensible 
course  is  to  culture  those  areas  where  Can- 
dida is  rarely  a saprophyte.  In  those  areas 
where  it  is  a common  inhabitant,  many  au- 
thors require  the  presence  of  both  phases  of 
the  organism,  yeast  and  pseudomycelia.  The 
yeast  phase  alone  in  the  mouth,  vagina,  and 
intestine  is  not  enough  for  the  diagnosis  of 
candidiasis;  however,  materials  can  be  ob- 
tained by  scraping  or  swabbing  the  affected 
epithelial  surface,  using  a keratolytic  agent 
such  as  10  per  cent  KOH  and  then  staining 
with  Giesma’s,  Wright’s  or  methylene  blue, 
and  looking  for  pseudomycelia.  A biopsy 
specimen  can  be  stained  either  with  PAS  or 
methenamine. 

There  is  not  much  understood  about  the 
establishment  of  saprophytism  of  Candida 
and  the  transition  to  pathogenicity.  Many 
factors  leading  to  and  causing  candidiasis  in 
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Fig.  1.  Yeast  phase,  C.  albicans.  Gram  stain,  900x. 

man  are  known.  Heat  and  moisture  are  basic 
pathogenic  factors  in  Candida  infection.  In 
those  areas  where  the  skin  has  become  dis- 
eased, the  hot  moist  area,  for  example  the 
intertriginous  areas,  are  more  likely  to  have 
Candida  than  cool  peripheral  areas.  In  va- 
ginal infections,  the  estrogen  and  proges- 
terone levels  appear  to  be  important.  When 
high  levels  are  present,  the  mucosa  thickens 
and  an  accumulation  of  glycogen  occurs. 
Some  investigators  claim  this  serves  as  an  en- 
hancing substance  for  Candida  while  other  in- 
vestigators state  the  accumulation  favors  the 
lactobacillus  which  lowers  the  pH  in  the  va- 
gina and  retards  the  growth  of  Candida.  It  is 
of  interest  to  note  that  lowering  the  pH  in 
the  laboratory  to  4.8  will  stop  or  prevent  the 
growth  of  Candida.  Acetic  acid  alone  in  the 
clinical  setting  will  clear  up  candidal  cysti- 
tis, providing  there  is  not  any  upper  urinary 
tract  disease.  Diabetes  mellitus  and  broad- 
spectrum  antibiotics  as  causative  factors  of 
Candida  can  be  explained  by  the  above.  Bac- 
teria compete  favorably  with  Candida  for 
glucose  in  the  normal  situation  in  normal 
saliva  and  the  GI  tract,  and  any  factors 
which  influence  this  competition,  such  as 
diabetes  or  antibiotics,  will  favor  the  growth 
of  Candida. 

At  the  skin  level,  the  use  of  local  anti- 
biotics at  venipuncture  sites  has  been  blamed 
for  enhancing  the  growth  of  Candida  by  cut- 
ting down  the  bacterial  competition.  Other 
conditions  predispose  to  the  development  of 
candidiasis,  namely  leukemia  and  lymphoma, 
potent  drugs  such  as  cytotoxic  agents  and 


Fig.  2.  Pseudomycelia,  C.  albicans,  in  mouse  kid- 
ney imprint.  Gram  stain,  900x. 

antimicrobics,  adrenal  steroids,  heroin  addic- 
tion, major  surgery,  malnutrition,  and  hy- 
peralimentation. 

What  about  Candida  in  the  sputum?  If 
lesions  are  present  in  the  mouth,  take  sam- 
ples and  look  for  pseudomycelia.  A few  im- 
portant questions  are  not  answered  by  this 
procedure,  such  as,  are  the  lungs  involved 
or  is  the  esophagus  involved?  A trans- 
tracheal aspiration  or  fiberoptic  bronchos- 
copy should  be  utilized  for  cultures,  and  the 
isolation  of  Candida  should  be  made  before 
diagnosis  of  lung  involvement  is  proved. 
(Figs.  3 and  4) . Also  helpful  is  a fluffy  in- 
filtrate on  the  chest  x-ray.  Remember,  by 
and  large,  the  treatment  is  toxic  and  sus- 
picion alone  is  not  enough  to  warrant  it.  With 
esophagitis,  the  first  symptom  is  usually  se- 
vere pain  on  swallowing.  The  pain  may 
mimic  myocardial  infarction.  A barium  swal- 
low will  usually  help  the  diagnosis  of  moni- 
lial  esophagitis.  A granular,  slightly  irregular 
mucosal  appearance  may  be  the  first  sign  by 
x-ray,  but  the  esophagus  may  be  grossly 
shaggy  with  marked  edema  and  ulceration 
when  severe. 

In  the  urine,  colony  counts  of  Candida 
have  not  been  quantitated  as  have  bacterial 
counts,  but,  if  Candida  is  present,  the  upper 
urinary  tract  should  be  investigated.  Pseu- 
domycelia in  the  urine  suggests  renal  in- 
volvement with  Candida.  An  IVP  is  helpful, 
if  positive,  however  a negative  result  does 
not  rule  out  involvement  of  the  kidneys. 

Speed  in  diagnosing  systemic  candidiasis 
is  essential,  since  patients  with  compromised 
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Fig.  3.  Trans-tracheal  aspiration,  C.  albicans 
pseudomycelia,  Gram  stain,  lOOx. 


host  defenses  will  die  one  to  two  weeks  later. 
Candida  infection  of  the  heart  valves  is  fatal 
within  months.  Candida  endocarditis  will  not 
be  covered  here  as  it  is  a subject  within  it- 
self. Although  bacterial  infections  seem  to 
be  much  more  rapid  in  terms  of  progression, 
speed  still  remains  essential  in  the  diagnosis 
of  systemic  candidiasis.  Candida  endophthal- 
mitis is  almost  always  the  result  of  systemic 
candidiasis,  and  if  endophthalmitis  is  diag- 
nosed, look  for  the  systemic  infection. 

Patients  with  disseminated  candidiasis 
usually  have  the  previously-mentioned  pre- 
disposing factors.  Sudden  deterioration  of  a 
patient  with  chills,  fever,  hypotension,  and 
prostration  mark  the  dissemination  of  Can- 
dida. At  present,  the  diagnosis  of  systemic 
candidiasis  rests  primarily  on  the  demonstra- 
tion of  the  fungus  in  blood  and  tissues.  The 
presence  of  a positive  blood  culture  should 
never  be  ignored  as  a contaminant.  When 
this  occurs,  the  I.V.  catheter  should  be  re- 
moved and  the  tip  cultured.  Many  times  the 
positive  blood  culture  is  a result  of  local 
colonization  at  the  tip  of  the  catheter,  with 
seeding  into  the  blood  stream.  If  I.V.  therapy 
cannot  be  stopped,  then  another  site  should 
be  selected.  Whenever  possible,  antibiotic 
therapy  should  be  stopped.  Blood  cultures 
should  be  taken  and  surveillance  continued 
because  an  organ  involved  with  Candida  may 
not  become  evident  for  several  weeks. 

Numerous  authors  have  attempted  sero- 
logical diagnosis  by  agglutinating  antibodies, 
precipitins  reactions,  or  delayed  hypersensi- 
tivity in  the  form  of  skin  testing.  One  prob- 


Fig. 4.  Trans-tracheal  aspiration,  C.  albicans 
pseudomycelia.  Gram  stain,  lOOOx. 


lem  is  the  intimate  association  of  Candida 
with  man.  Both  humoral  antibodies  and  de- 
layed hypersensitivity  are  widespread  in  nor- 
mals. Variations  in  different  laboratories  by 
different  investigators  of  the  above  methods 
make  their  significance  uncertain  at  the 
present  time.  Clumping  factor  inhibition 
seems  to  be  fairly  reliable.  In  normals, 
clumping  factor  reduces  the  number  of 
viable  units  of  Candida.  This  apparent  re- 
duction results  from  a non-immunologic  ag- 
gregation of  the  Candida  cells  by  a macro- 
euglobulin,  i.e.,  clumping  factor.  Inhibition 
of  this  particular  reaction,  clumping,  by  an 
immunoglobulin  (IgG)  is  present  in  systemic 
candidiasis.  However,  not  all  normals  have 
clumping  factor,  and  clumping  factor  is  re- 
duced in  many  normal  persons  with  other 
disease. 

Why  all  this  about  diagnosis?  The  simple 
fact  is  that  therapy  is  difficult  and  toxic  in 
many  cases.  There  are  two  anti-fungal  agents 
in  the  United  States  currently  available.  An 
experimental  one,  clotrimazole,  causes  such 
nausea  and  vomiting  as  to  be  limited  in  use- 
fulness. Of  the  two  available,  amphotericin 
B and  5 fluorocytosine,  the  former  given  in 
therapeutic  doses,  is  also  toxic  and  not  all 
candidal  organisms  are  sensitive.  The  latter, 
5 fluorocytosine,  appears  more  promising,  but 
not  all  strains  of  Candida  are  sensitive,  and 
resistance  may  develop  during  therapy.  This 
occurs  when  the  Candida  organism  adapts 
by  failing  to  make  the  enzyme  which  acti- 
vates 5 fluorocytosine  to  form  non-functional 
RNA. 
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Summary 

A brief  overview  into  candidemia  has 
been  presented.  Morphology,  epidemiology, 
and  pathogencity  have  been  discussed.  In  a 
patient,  if  there  are  positive  blood  cultures, 
(1)  pull  catheters,  (2)  correct  predisposing 


factors  if  possible,  (3)  stop  antimicrobics,  and 
(4)  continue  surveillance.  If  the  above  treat- 
ment has  not  been  helpful,  and  cultures  re- 
main positive,  start  anti-fungal  agents  ac- 
cording to  sensitivity  studies  from  the  lab- 
oratory. • 
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Blood  dyscrasias 

With  long-term  phenylbutazone  therapy^ 

Warren  D.  Bowman,  Jr.,  MD,  Billings 


Phenylbutazone,  a drug  related  to  aminopy- 
rine  and  antipyrine,  has  been  used  in  the 
treatment  of  rheumatic  conditions  since  1949. 
It  has  long  been  recognized  as  an  occasional 
cause  of  aplastic  anemia,  thrombocytopenia, 
and  agranulocytosis.  Other  side  effects  in- 
clude fluid  retention  with  occasional  cardiac 
decompensation  and  pulmonary  edema,  nau- 
sea, vomiting,  diarrhea,  skin  rashes,  peptic 
ulceration  and  hepatitis.^ 

During  the  past  fourteen  years,  a growing 
body  of  reports  suggest  that  phenylbutazone 
may  be  associated  with  acute  leukemia.^'"  In 
a study  of  631  leukemia  patients  made  by  the 

•From  the  Department  of  Internal  Medicine.  Billings 
Clinic,  Billings,  Montana.  Presented  before  the  Montana- 
Wyoming  Regional  Meeting,  American  College  of  Physi- 
cians, September  8.  1973. 


Cancer  Council  of  Western  Australia,  those 
with  acute  leukemia  had  a statistically  sig- 
nificant more  frequent  history  of  ingestion 
of  this  drug  than  those  with  chronic  leukemia 
and  allied  disorders.  In  order  to  eliminate 
the  possibility  that  the  drug  was  taken  for 
early  symptoms  of  acute  leukemia,  those  who 
had  received  it  within  12  months  of  diagnosis 
were  eliminated  from  the  study,  as  were 
those  who  had  received  significant  amounts 
of  radiation.  The  investigators  concluded, 
however,  that  it  was  not  possible  to  decide 
whether  the  ding  is  leukemogenic  from  this 
particular  study,  since  a good  control  popula- 
tion was  unobtainable.®  In  any  case,  if  phenyl- 
butazone is  leukemogenic,  it  must  be  respon- 
sible for  comparatively  few  cases.  In  a study 
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from  France,  31,000  patients  were  treated 
with  the  drug  over  a 9 year  period  and  only 
one  case  of  leukemia  developed.'’  A study  of 
582  patients  treated  in  the  U.S.  for  2 to  10 
years  (average  4.1  years)  with  daily  doses  of 
100-800  mgm  of  phenylbutazone  showed  that 
adverse  reactions  of  all  types  occurred  in 
only  42  patients  (7.5%)  and  in  only  4 (0.7%) 
was  it  necessary  to  withdraw  the  medica- 
tion.’® None  of  these  developed  hematologic 
reactions. 

The  purpose  of  this  paper  is  to  present 
two  patients  who  developed  fatal,  subacute 
blood  dyscrasias  associated  with  the  long- 
term ingestion  of  phenylbutazone. 

CASE  REPORTS 

Case  1:  A 53-year-old  white  male  was  first 
hospitalized  in  July,  1961.  He  had  a history  of 
“neuritis”  for  10  years,  with  migratory  aching  in 
muscles  and  joints,  but  without  any  actual  joint 
swelling  or  deformity.  Several  years  previously, 
his  physician  had  prescribed  phenylbutazone, 
which  he  had  taken  intermittently  in  doses  of  100 
to  200  mgm  per  day  up  to  about  3 months  before 
admission.  The  pharmacist’s  records  disclosed  that 
he  had  purchased  about  1500  tablets  of  the  drug, 
each  100  mgm,  between  February,  1957  and  Sep- 
tember, 1960.  He  also  took  an  occasional  Bentyl 
with  Phenobarbital®,  and  for  8 weeks  before  ad- 
mission he  had  been  taking  12  to  15  aspirin  tab- 
lets daily,  each  5 grains.  There  had  been  no  ex- 
posure to  toxic  chemicals.  Three  months  before 
admission,  he  developed  easy  bruisability  and 
epistaxis. 

Examination  showed  a pale  and  chronically  ill, 
middle-aged  white  male  with  widespread  petechiae 
and  ecchymoses.  No  nodes  were  felt,  but  the 
spleen  tip  was  felt  on  deep  inspiration. 

Laboratory  studies  included  Hgb  8.1  gm%, 
hematocrit  27%,  WBC  2500  with  46  polys,  4 stabs, 
50  lymphs.  Platelets  were  37,000/mm®  and  reticu- 
locytes were  4%.  A bone  marrow  aspirate  was 
hypoplastic  with  relative  erythroid  dominance, 
many  of  the  normoblasts  appearing  toxic  with 
poor  hemoglobinization  and  nuclear  immaturity. 
Small  numbers  of  myeloid  cells  were  seen,  many 
showing  marked  vacuolization  and  toxic  granula- 
tion. A Vim-Silverman  needle  biopsy  of  the  ilium 
showed  a variable  picture,  some  areas  mildly 
fibrotic  and  others  extremely  hyperplastic. 

Treatment  was  started  with  fluoxymestrone, 
40  mgm/day,  and  prednisolone,  40  mgm/day. 
There  was  initial  improvement.  One  week  later, 
his  hematocrit  had  risen  to  32%.  However,  he  now 
had  25  nucleated  RBC/100  WBC  and  the  platelets 
remained  low  at  23,000/mm.®  He  developed  urinary 
tract  bleeding  two  weeks  later  and  was  transfused 


with  6 units  of  blood.  By  September  7,  his  blood 
showed  a hematocrit  of  32%,  WBC  9500  with  35 
polys,  7 stabs,  9 myelocytes,  48  lymphs,  1 mono, 
and  38  nucleated  RBC/100  WBC.  Platelets  were 
36,000/mm.®  He  was  rehospitalized  on  September 
19  with  an  acute,  intracranial  hemorrhage  and 
died  two  days  later. 

At  autopsy,  the  bone  marrow  was  very  hyper- 
cellular  with  its  normal  architecture  solidly  re- 
placed by  a neoplastic  overgrowth  of  immature 
hematopietic  cells,  and  small  numbers  of  similar 
cells  were  seen  in  the  liver  and  spleen. 

Case  2:  A 74-year-old  white  male  was  first 
seen  in  February,  1969,  referred  because  of  an  ab- 
normal blood  count.  He  had  been  in  ill  health  for 
the  previous  4 to  5 months.  A diagnosis  of  gout 
had  been  made  2 years  before,  and  since  then  he 
had  been  on  allopurinol,  100  mgm  4 times  daily. 
He  had  a long  history  of  migratory  aches  and 
pains,  and  had  been  taking  1 to  3 tablets  of 
phenylbutazone  daily  for  about  20  years.  Physical 
examination  showed  an  elderly,  white  male,  not 
particularly  ill,  with  a liver  edge  barely  palpable 
at  the  costal  margin.  The  spleen  was  not  felt. 

Laboratory  studies  showed  a mild  anemia  with 
Hgb  of  12.2  gm%  and  hematocrit  36%.  The  WBC 
was  elevated  at  27,400  with  12  polys,  13  stabs,  13 
lymphs,  42  monocytes,  16  myelocytes,  2 blasts,  5 
nucleated  RBC/100  WBC,  platelets  122,000/mm.® 
The  uric  acid  was  11.4  mgm%,  the  leucocyte  alka- 
line phosphatase  score  38  (control  112).  The  mar- 
row aspirate  showed  hypercellularity  with  mega- 
loblastoid  erythroid  hyperplasia  and  an  increase 
in  monocytes. 

The  patient  was  initially  believed  to  have  a 
myeoproliferative  disorder,  most  likely  an  early 
myelomonocytic  leukemia,  and  he  was  observed 
without  treatment  for  a month.  At  the  end  of  this 
time,  his  spleen  was  felt  3 fingerbreadths  below 
the  left  costal  margin  and  his  liver  3 finger- 
breadths  below  the  right.  He  was  started  on 
6-mercaptopurine,  50  mgm  twice  daily,  and  tes- 
tosterone enanthenate  400  mgm/week  i.m.  Two 
months  later,  his  spleen  was  not  palpable,  the  Hct 
was  38%  and  the  WBC  had  fallen  to  8000  with  37 
polys,  6 stabs,  1 eos,  23  lymphs,  28  monos,  5 
myelocytes  and  platelets  94,000/mm.®  He  continued 
to  ache  all  over  and  have  recurrent  ecchymoses 
over  his  limbs.  Two  months  later,  however,  his 
liver  started  to  enlarge  again,  eventually  reach- 
ing seven  fingerbreadths  below  the  costal  margin, 
and  the  spleen  three  fingerbreadths.  His  hemo- 
globin then  began  to  fall,  and  transfusions  were 
required.  Multiple  small  nodes  developed  in  the 
neck,  axillae  and  groins,  the  spleen  continued  to 
enlarge,  and  the  WBC  rose  to  67,000.  He  died  on 
October  9,  1970  with  a rising  BUN  and  serum  po- 
tassium. 

At  autopsy,  the  bone  marrow  was  markedly 
hyperplastic  with  total  obliteration  of  its  archi- 
tecture by  a massive  overgrowth  of  mononuclear 
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leukocytes.  There  was  marked  infiltration  of  the 
liver,  lymph  nodes  and  kidneys  by  similar  cells. 

Discussion 

The  simple  observation  that  a given  dis- 
ease was  preceded  by  the  chronic  use  of  a 
certain  drug  is  certainly  not  proof  of  a cause 
and  effect  relationship.  It  is  particularly  im- 
portant to  be  sure  that  the  drug  was  not 
taken  for  relief  of  symptoms  caused  by  the 
insidious  early  development  of  the  disease 
in  question.  Nevertheless,  two  patients  have 
been  presented  with  unusual  blood  dyscra- 
sias,  both  of  whom  had  taken  phenylbutazone 


on  a chronic  basis.  For  many  years  I have 
questioned  patients  with  blood  dyscrasias  re- 
garding past  drug  use,  and  I have  not  been 
impressed  with  the  chronic  use  of  any  drugs, 
except  phenylbutazone,  including  aspirin. 

Although  the  evidence  is  inconclusive, 
there  is  definite  suspicion  that  phenylbuta- 
zone is  a drug  of  such  potential  toxicity  that 
it  should  not  be  given  over  a period  of  more 
than  a few  weeks  except  in  conditions  (such 
as  rheumatoid  spondylitis)  where  the  indi- 
cations are  clear,  the  need  is  definite,  and 
adequate  substitutes  are  lacking.  • 
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Medullary  carcinoma  of  the  thyroid 


An  endocrine  disease* 


William  A.  Reynolds,  MD,  Missoula 


.4  case  report  of  an  uncommon 
malignancy  which  produced  an  unusual 
spectrum  of  symptoms  and  signs. 


The  endocrine  manifestations  of  medullary 
carcinoma  of  the  thyroid  have  only  recently 
been  recognized.  Some  of  these  are  illus- 
trated by  the  following  case  report. 

CASE  REPORT 

A 30-year-old  white  male  was  first  seen  in 
the  office  in  May,  1970,  upon  referral  from  a sur- 
geon for  evaluation  of  diarrhea  of  two  years’  dura- 
tion. He  had  first  seen  the  surgeon  one  month 
prior- because  of  the  diarrhea.  The  surgeon’s  exam- 
ination disclosed  large  matted  cervical  nodes  in 
the  left  anterior  part  of  the  neck.  The  patient  had 
been  aware  of  these  for  approximately  two  years. 
Open  biopsy  of  the  nodes  was  done,  and  the 
pathologist’s  report  stated  that  the  specimen  con- 
sisted of  amyloid  with  a sprinkling  of  cells  with 
large  hyperchromatic  nuclei,  and  prominent  cyto- 
plasm which  appeared  benign,  but  medullary  car- 
cinoma of  the  thyroid  or  parathyroid  tumor  could 
not  be  ruled  out. 

Initial  laboratory  tests  included  urinalysis, 
white  and  red  blood  count,  sedimentation  rate,  a 
panel  of  12  chemistries,  including  a protein,  alka- 
line phosphatase,  SCOT  and  serum  calcium,  all 
of  which  were  unusual.  Stomach,  small  bowel, 
colon  and  gallbladder  x-rays  were  normal,  with 
the  exception  of  calcifications  which  were  noted 
within  the  liver  and  to  the  left  of  the  second  lum- 
bar vertebra  (Fig.  1).  By  x-ray  the  chest  was  nor- 
mal except  for  calcification  at  the  base  of  the  left 
side  of  the  neck  in  the  region  of  the  palpable 
nodes. 

The  patient  had  been  having  five  to  six  loose 
and  formed  stools  daily,  getting  up  several  times 
at  night,  for  approximately  two  years.  He  also 
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complained  of  gas  and  abdominal  discomfort  after 
meals.  Cramps  often  accompanied  the  diarrhea. 
He  had  noted  improvement  taking  Lomotil  and 
Mylicon.  There  had  been  no  weight  loss  during 
his  illness.  He  was  aware  that  roughage  in  the 
diet  and  nervous  tension  aggravated  the  diarrhea. 

A complete  physical  examination  was  within 
normal  limits,  except  for  some  residual  firm, 
shotty  nodes  palpable  in  the  inferior  portion  of 
the  left  anterior  cervical  chain.  Proctoscopic  exam- 
ination was  negative.  Tuberculin  skin  test  was 
negative.  A serum  carotene  was  normal  at  117  mg. 
per  100  ml.  No  excess  fat  was  present  on  micro- 
scopic examination  of  the  stool  specimen.  Xylose 
absorption  test  was  within  normal  limits. 

Symptomatic  treatment  was  continued.  The  pa- 
tient did  not  return  for  five  months.  At  this  time 
he  was  having  six  to  eight  loose  stools  per  24 
hours,  including  two  to  four  stools  during  the 
night,  unless  he  took  Lomotil  regularly.  Weight 
remained  stable  at  170  pounds.  Physical  examina- 
tion remained  unremarkable  except  for  the  en- 
larged cervical  lymph  nodes.  No  thyroid  mass  was 
palpable.  Stools  for  ova  and  parasites  were  nega- 
tive. Capsule  biopsy  of  the  small  bowel  was 
planned,  but  he  failed  to  return  for  followup. 

The  patient  subsequently  saw  several  other 
physicians  in  the  community,  imdergoing  further 
diagnostic  study,  without  diagnosis  being  estab- 
lished. I next  saw  him  nearly  two  years  later,  in 
1972,  again  by  referral  from  his  family  physi- 
cian. At  this  time  he  was  recovering  from  emer- 
gency laparotomy  for  ruptured  abscessed  diver- 
ticulum of  the  cecum.  At  surgery  it  was  noted  that 
the  liver  was  studded  with  calcified  nodules.  Bi- 
opsy was  not  attempted.  The  pathologist  had  re- 
viewed his  previous  lymph  node  biopsy  and  at 
this  time  made  a diagnosis  of  medullary  carcinoma 
of  the  thyroid.  The  patient  recovered  from  his 
surgery  uneventfully. 

Examination  revealed  that  there  was  a more 
prominent  mass  of  five  or  six  lymph  nodes  in  the 
left  anterior  cervical  region,  one  of  which  could 
not  be  separated  from  the  left  lobe  of  the  thy- 
roid. The  liver  was  not  palpably  enlarged.  Biopsy 
of  the  liver  was  attempted  with  a Menghini  needle. 


for-  May  1974 


277 


After  penetrating  the  subcutaneous  tissue  a rock- 
hard  resistance  was  encountered.  A second  at- 
tempt was  made  at  a different  site  with  the  same 
result.  No  liver  tissue  was  obtained. 

Review  of  his  previous  records  at  this  time 
showed  that  blood  pi'essures  had  been  normal  at 
all  times,  both  in  the  office  and  in  the  hospital. 
No  treatment  of  the  medullary  carcinoma  of  the 
thyroid  was  prescribed.  Symptomatic  treatment 
of  the  diarrhea  was  continued. 

Dr.  Lucius  Hill  of  M.D.  Anderson  Hospital  in 
Texas  was  consulted  by  mail  with  particular  ref- 
erence to  arranging  for  serum  calcitonin  assay  for 
the  patient's  two  minor  children  because  of  the 
possible  hereditary  nature  of  the  disease.  Avail- 
ability of  the  calcitonin  assay  was  made  known 
to  the  family  pediatrician.  Subsequently,  the  pa- 
tient left  Missoula  to  live  in  Oregon. 

In  April  of  1973  he  was  admitted  to  M.D.  An- 
derson Hospital  for  further  study.  The  diagnosis 
was  reconfirmed  and  multiple  biopsies  were  taken 
including  the  thyroid  nodule,  the  liver,  and  the 
anterior  iliac  crest;  all  of  these  sites  were  positive 
for  metastatic  medullary  carcinoma.  X-rays 
showed  lytic  lesions  of  the  calvarium,  the  first 
and  second  lumbar  vertebrae,  pelvis,  sacrum,  and 
both  humeri.  Elastic  disease  was  noted  in  several 
of  these  metastatic  bone  lesions.  Serum  calcitonin 
was  greater  than  360  ng/ml,  normal  values  being 
less  than  .5  ng/ml.  A 24-hour  urinary  output  of 
VMA  and  catacholamines  was  normal.  No  specific 
tumor  therapy  was  prescribed,  as  the  patient  was 
tolerating  his  disease  well  except  for  persistent 
diarrhea.!'* 

Discussion 

Several  fascinating  aspects  of  the  disease 
spectrum  of  medullary  carcinoma  are  mani- 
fest in  this  case,  including  rather  severe 
diarrhea,  calcification  of  lymph  nodes,  and 
metastatic  lesions  in  the  liver,  and  a diver- 
ticulum of  the  cecum. 

Not  until  1959  was  the  specific  clinical 
pathologic  entity  of  medullary  carcinoma 
clarified  by  Hazard  et  al.^  It  is  distinguished 
from  other  thyroid  cancers  by  its  solid  growth 
pattern,  lack  of  follicular  differentiation,  and 
amyloid  containing  stroma.  Since  1961  over 
360  cases  of  medullary  carcinoma  have  been 
reported.--^  During  the  last  decade  the 
endocrine  nature  of  medullary  carcinoma 
has  been  recognized.  In  1961,  Sipple  de- 
scribed the  association  of  thyroid  carcinoma 
and  pheochromocytoma;"’  in  1965,  Williams 
showed  that  only  medullary  carcinoma  was 
related  to  co-existing  pheochromocytoma.® 
In  this  syndrome,  pheochromocytomas  are 
commonly  bilateral.-  It  has  been  estimated 
that  only  10  to  15  per  cent  of  medullary  car- 


Fig.  1.  X-ray  examination  of  colon  demonstrating 
calcified  metastases  in  the  liver. 


cinomas  are  genetically  induced  or  of  the 
familial  type,  with  a great  majority  of  re- 
ported cases  being  sporadic."  Familial  medul- 
lary carcinoma  is  inherited  as  an  autosomal 
dominant  trait.^’®  More  recently,  parathyroid 
adenomas,  and  hyperplasia,  multiple  mucosal 
neuromas,  Marfanoid  habitus  and  megacolon 
have  been  associated  with  the  Sipple  syn- 
drome.^ The  association  of  parathyroid  dis- 
ease, medullary  carcinoma  and  pheochromo- 
cytoma  has  also  been  known  as  Multiple 
Endocrine  Adenomatosis,  Type  II.  The  medul- 
lary carcinoma  part  of  the  syndrome  shows 
a higher  degree  of  penetrance  than  the  other 
manifestations."  It  has  been  suggested  that 
the  diverse  features  of  Sipple’s  syndrome  are 
caused  by  dysplasia  of  the  neural  crest  cells. 
No  cases  have  been  described  in  patients 
under  age  15.^  It  is  not  certain  that  associated 
tumors  of  Sipple’s  syndrome  occur  only  with 
genetically  determined  medullary  carcinoma 
of  the  thyroid,  but  a review  of  the  literature 
would  indicate  that  this  is  usually  the  case. 

Medullary  carcinomas  have  been  shown 
to  produce  calcitonin,  histaminase,  prosta- 
glandins, serotonin,  and  ACTH-like  sub- 
stance.^ Measurement  of  serum  calcitonin, 
either  basal  or  during  calcium  infusion,  has 
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been  shown  to  be  the  best  test  for  the  pres- 
ence of  tumor  and  for  diagnosis  of  the  pres- 
ence of  metastatic  lesions  after  thyroidec- 
tomy.^'^ Diagnosis  in  this  manner  has  been 
made  without  palpable  evidence  of  a pri- 
mary tumor  in  the  thyroid.^  Wolfe  et  al  re- 
cently reported  studies  of  thyroid  glands  re- 
moved from  three  patients  at  risk  for  familial 
medullary  carcinoma. * In  each  case  there  was 
a small  but  progressively  increasing  rise  in 
serum  calcitonin  in  response  to  calcium  in- 
fusion. Each  of  the  removed  thyroid  glands 
showed  marked  increases  of  calcitonin  con- 
taining C-cells  having  the  appearance  of  a 
preinvasive  hyperplastic  process. 

Calcitonin  is  normally  secreted  by  the 
thyroid  C-cells  or  parafollicular  cells  and 
lowers  serum  calcium,  chiefly  by  inhibiting 
bone  resorption.  Secretion  is  apparently  stim- 
ulated by  increases  in  serum  calcium.  Medul- 
lary carcinoma  of  C-cell  origin  uniformly 
is  associated  with  high  serum  calcitonin 
levels.^'®  Interestingly,  associated  hypocal- 
cemia is  extremely  rare  but  has  been  re- 
ported.®-'® The  C-cells  have  their  origin  in  the 
neural  crest,  migrating  to  the  thyroid  via  the 
ultimobranchial  body.  Associated  hyperplasia 
of  the  parathyroid  glands  has  been  found 
both  with  normal  and  with  elevated  serum 
calcium  levels.^ 

Typically  the  primary  lesion  and  about  35 
per  cent  of  the  nodal  metastases  calcify.  Cal- 
cified hepatic  metastases  have  been  de- 
scribed in  the  literature,  whereas  metastatic 
lesions  to  the  lung  and  to  the  mediastinum 
do  not  calcify.  The  reasons  for  this  are  un- 
known.® 

HilP  recently  reviewed  the  experience  at 
M.D.  Anderson  Hospital  with  73  patients 
with  medullary  carcinoma,  involving  67  fam- 
ilies. Only  three  of  these  kinships  demon- 
strated a proven  familial  occurrence.  One 
hundred  thirty-three  members  in  24  other 
families  were  studied,  in  whom  there  was 
no  evidence  of  hereditary  occurrence  of 
medullary  carcinoma  or  Sipple’s  syndrome. 
Only  patients  with  the  familial  medullary 
carcinoma  were  found  to  have  associated 
pheochromocytomas  or  parathyroid  disease. 
Thirty-two  per  cent  of  the  73  patients  com- 
plained of  diarrhea  preceding  diagnosis  in  13 
cases.  Interestingly,  one  of  his  patients  had  a 


large  diverticulum  of  the  cecum  as  in  our 
patient.  Seven  had  diverticulosis.  Carcinoid 
syndrome  was  associated  in  one  case;  no  in- 
creased levels  of  serotonin  could  be  identi- 
fied in  the  tumor. 

Gordon  et  al  reviewed  40  cases  of  medul- 
lary carcinoma  at  Memorial  Sloan-Kettering 
Cancer  Center.'*  Only  three  had  a familial  in- 
cidence and  none  manifested  other  elements 
of  Sipple’s  syndrome.  Most  presented  with  a 
neck  mass.  Twenty-five  per  cent  had  diar- 
rhea. 

Diarrhea  is  a common  but  yet  unexplained 
feature  of  medullary  carcinoma  of  the  thy- 
roid. It  is  usually  associated  with  widespread 
disease.  Excessive  loss  of  water  and  electro- 
lyte with  rapid  transit  time  is  characteristic. 
It  responds  to  antispasmodics  and  opiates.® 
Although  classic  carcinoid  syndrome  was  re- 
ported with  one  case,"  5-hydroxytryptamine 
is  not  elevated  in  the  vast  majority  of  cases. 
High  levels  of  prostaglandins  were  found  in 
two  patients  with  diarrhea,'®  but  were  not 
elevated  in  two  others  that  were  studied.'® 
It  must  be  concluded  that  the  cause  of  diar- 
rhea has  not  been  resolved. 

Treatment  of  medullary  carcinoma  is  pri- 
marily surgical.  At  M.D.  Anderson  Hospital 
bilateral  disease  was  found  in  30  of  51  thy- 
roid glands  adequately  studied.®  Virtually  all 
familial  cases  associated  with  Sipple’s  syn- 
drome have  bilateral  involvement  of  the  thy- 
roid.® For  these  reasons  total  thyroidectomy 
is  mandatory  in  the  familial  type  and  should 
be  strongly  considered  in  sporadic  cases  of 
medullary  carcinoma.  Radical  dissection  of 
the  neck  is  urged  by  some  authorities  in  all 
operable  cases.  Radioactive  iodine  is  of  no 
value  as  the  tumor  does  not  concentrate 
iodine.  Radiation  of  the  metastatic  lesions 
may  be  effective  in  controlling  pain.®  Chemo- 
therapy using  adriamycin  has  been  of  some 
palliative  value  at  M.D.  Anderson  Hospital.'"* 

Review  of  three  large  series  in  the  litera- 
ture of  treatment  and  survival  statistics 
would  indicate  that  prognosis  is  relatively 
good  even  in  the  face  of  metastatic  disease. 
In  the  M.D.  Anderson  series  of  72  cases,  32 
patients  were  still  living  at  the  time  of  the 
report,  50  per  cent  of  these  had  survived  for 
five  or  more  years  from  the  time  of  diag- 
nosis.® Eleven  of  the  32  had  survived  15  or 
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more  years;  40  of  72  patients  were  dead,  31 
having  died  from  the  medullary  carcinoma 
with  a mean  survival  of  four  years  from  time 
of  diagnosis. 

In  the  New  York  Memorial  Hospital  series 
two-thirds  of  the  patients  treated  by  radical 
neck  dissection  had  a ten  year  survival,  while 
those  not  having  radical  neck  surgery,  43  per 
cent  survived  ten  years  or  more.^  Seventy- 
five  per  cent  of  the  total  series  had  proven 
cervical  lymph  node  metastases.  The  Mayo 
Clinic  series  reported  a five  year  survival 


of  75  per  cent  and  a ten  year  survival  of  61 
per  cent.*® 

Summary 

A case  of  metastatic  medullary  carcinoma 
of  the  thyroid  has  been  described.  Diarrhea 
for  five  years  duration  has  been  the  patient’s 
only  major  complaint.  A brief  review  of  the 
literature  emphasizing  the  relationship  of 
Sipple’s  syndrome  and  the  endocrine  nature 
of  medullary  carcinoma  has  been  pre- 
sented. • 


REFERENCES 

1 Hazard,  J.  B.,  Hawk,  W.  A.,  and  Crile,  G.,  Jr.:  Medullary  (solid)  carcinoma  of  the  thyroid  — 
a clinicopathologic  entity.  J Clin  Endocr  19:  152-161.  1969. 

“ Kaiser,  H.  R.,  Beavan,  M.  A.,  Doppman,  J.,  Wells.  S.,  and  Buja,  L.  M.,  NIH  Conference:  Sipple’s 
syndrome:  Medullary  carcinoma,  pheochromocytoma,  pheochromocytoma  and  parathyroid  dis- 
ease. Ann  Intern  Med  78:  561,  1973. 

3 Hill,  C.  S.,  Jr.,  Ibanez,  M.  L.,  Samann,  N.  A.,  Aheam,  M.  J.,  and  Clark,  R.  L. : Medullary 
(solid)  carcinoma  of  the  thyroid  gland.  Medicine  52:  141,  1973. 

■•Gordon,  P.  R.,  Huvos,  A.  G.,  and  Strong,  E.  W.:  Medullary  carcinoma  of  the  thyroid  gland. 
Cancer  31:  915,  1973. 

5 Sipple,  J.  H,:  The  association  of  pheochromocytoma  with  carcinoma  of  the  thyroid  gland. 
Amer  J Med  31:  163-166,  1961. 

® Williams.  E.  D.:  A review  of  17  cases  of  carcinoma  of  the  thyroid  and  phaeochromocytoma. 
J Clin  Pathol  18:  288-292,  1965. 

^Keynes,  W.  M.,  and  Till,  A.  S.:  Medullary  carcinoma  of  the  thyroid  gland.  Quart  J Med  159: 
443-456,  1971. 

8 Wolfe,  H.  J..  Melvin,  K.  E.  W.,  Cervi-Skinner,  S.  J.,  A1  Saadi,  A.  A.,  Juliar,  J.  F.,  Jackson, 
C.  E.,  and  Tashjian,  A.  H..  Jr.:  C-cell  hyperplasia  preceding  medullary  thyroid  carcinoma. 
New  Eng  J Med  289:  437,  1973. 

‘J  Melvin,  K.  E.  W..  and  Tashjian,  A.  H.,  Jr.:  The  syndrome  of  excessive  thyrocalcitonin  pro- 
duced my  medullary  carcinoma  of  the  thyroid.  Proc  Nat  Acad  USA  Set  59:  1216-1222,  1968. 

'“Tashjian,  A.  H.,  Jr.,  and  Melvin,  K.  E.  W.:  Medullary  carcinoma  of  the  thyroid  gland:  Studies 
of  thyrocalcitonin  in  plasma  and  tumor  extracts.  New  Eng  J Med  279:  279-283,  1968. 

" Moertel.  C.  G.,  Beahrs,  O.  H..  Woolner,  L.  B.,  and  T.vge,  G.  M. : “Malignant  carcinoid  syndrome” 
associated  with  noncarcinoid  tumors.  New  Eng  J Med  273:  244-248,  1965. 

• 2 Williams,  E.  D.,  Karim,  S.  M.  M.,  and  Sandler,  M.:  Prostaglandin  secretion  by  medullary  car- 
cinoma of  the  thyroid.  Lancet  1 : 22-23,  1968. 

'2  Bernier,  J.  J.,  Rambaud,  J.  C.,  Cattan,  D.,  and  Prost.  A. : Diarrhea  associated  with  medullary 
carcinoma  of  the  thyroid.  Gut  10:  980,  1969. 

'•Hill,  C.  S.,  Jr.,  M.D.  Anderson  Hospital:  Personal  communication. 

12  Woolner,  L.  B.,  Beahrs,  O.  H.,  Black,  B.  M.,  McConahey,  W.  M.,  and  Keating,  F.  R.,  Jr.; 
Classification  and  prognosis  of  thyroid  carcinoma.  A study  of  885  cases  observed  in  a thirty- 
year  period.  Amer  J Surg  102:  354-387,  1961. 


280 


Rocky  Mountain  Medical  Journal 


Bone  metastasis 


Improveil  control  with  miiltidiscipline  management 


Fred  A.  Deigert,  MD,  Billings 


Patients  ivith  bone  metastasis  tvill  receive 
more  effective  treatment  with  coordinated 
management  technics  which  are 
currently  available. 


The  relatively  common  tumor  situation  of 
bone  metastasis  will  be  better  managed  if 
one  is  aware  of  all  available  methods  for 
treatment  and  can  select  the  one  that  is  most 
appropriate  for  a particular  patient.  It  should 
be  emphasized  initially,  however,  that  the 
multidiscipline  approach  to  treatment  will 
not  work  well  unless  it  is  a properly  directed 
effort.  This  means  that  the  patient’s  primary 
physician  must  assume  the  responsibility  of 
“quarterbacking”  the  effort. 

There  are  three  requirements  for  this  im- 
provement in  management:  (1)  an  overview 
of  the  tumor  situation,  (2)  early  and  sensible 
diagnosis,  and  (3)  coordination  of  the  vari- 
ous treatment  technics  available. 

Overvietv 

By  answering  three  questions  regarding 
bone  metastasis,  one  can  obtain  the  overview 
necessary  to  fit  the  particular  situation  to 
the  general  problem.  (1)  Which  tumors  most 
frequently  metastasize  to  bone?  In  men  the 
primary  tumor  sites  are  carcinoma  of  the 


lung,  prostate,  gastrointestinal  tract,  and 
thyroid.  In  women  the  principal  primary  sites 
are  carcinoma  of  the  breast,  lung,  genitour- 
inary tract,  and  thyroid.  In  children  the  pri- 
mary sites  are  neuroblastoma,  lymphoma, 
and  the  reticuloendothelioses.  (2)  When  does 
bone  metastasis  usually  occur?  The  critical 
time  period  for  development  of  bone  metas- 
tasis after  the  initial  diagnosis  is  within  the 
first  two  years  for  aggressive  tumors,  i.e., 
Grade  III-IV  anaplastic  tumors  of  the  lung, 
prostate,  and  bladder;  and  between  two  to 
five  years  for  the  less  aggressive  tumors,  i.e.. 
Grade  I-II  tumors  of  the  breast,  prostate, 
G.U.  and  G.I.  tract.  (3)  How  long  will  the 
patient  survive  after  the  diagnosis  of  bone 
metastasis?  Once  the  diagnosis  of  bone  me- 
tastasis is  confirmed  the  usual  time  allotted 
a patient  is  between  six  months  and  two 
years  in  most  cases.  The  longer  survival  pe- 
riods occur  when  other  vital  organs  such  as 
liver  and  lung  or  brain  are  not  involved  at 
the  time.  This  helps  serve  as  a guideline  to 
determine  the  relative  aggressiveness  of  the 
therapeutic  approach. 

Diagnosis  of  Bone  Metastasis 

The  same  dictum  holds  for  the  treatment 
of  metastatic  bone  disease  as  it  does  for  the 
treatment  of  primary  tumors.  That  is,  the 
earlier  the  diagnosis  the  more  effective  will 
be  the  treatment.  We  are  all  aware  that  no 
diagnostic  test  is  100  per  cent  accurate,  but 
there  are  some  rules  of  thumb  that  can  be 
followed. 
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DIAGNOSIS  OF  BONE  METASTASIS 
(accuracy) 


BLOOD  (1/3) 


Aik.  Phos. 
Acid  Phos. 


X-RAY  (1/2) 


Lytic 

Elastic 


SCAN  (2/3) 


^^Strontium 

T - polyphosphate 


BIOPSY  (3/3X^ 


Needle 

Open 


Fig.  1 


The  first  rule  is  that  the  first  time  a bone 
metastasis  is  discovered  the  diagnosis  should 
be  relatively  well  documented.  An  attempt 
should  be  made  to  prove  that  there  is  a bone 
lesion  and  that  it  is  a metastasis  using  the 
various  available  tests.  In  addition  to  blood 
tests  for  increased  alkaline  and/or  acid  phos- 
phatase, x-rays  of  the  area  of  suspect  and 
other  areas  should  be  made  to  determine  the 
extent  of  involvement.  Bone  scans  are  more 
sensitive  for  determining  multiplicity  of  in- 
volvement than  are  x-rays,  in  most  in- 
stances, because  with  the  new  scanning 
agents  abnormal  bone  activity  is  detected 
when  only  10  to  15  per  cent  of  the  bone  is 
destroyed  whereas  an  x-ray  will  detect  bone 
metastasis  only  when  40  to  50  per  cent  of  the 
bone  substance  is  altered  by  metastatic 
tumor.  (See  Fig.  1). 

The  second  rule  is  that  early  treatment  is 
more  effective  than  delayed  treatment.  While 
it  is  important  to  establish  the  actual  pres- 
ence of  bone  metastasis  for  the  first  time,  it 
is  just  as  important  not  to  delay  treatments 
for  a suspected  tumor  once  the  probability  of 
bone  metastasis  has  been  established.  This  is 
particularly  true  if  the  bone  metastasis  is  in 
a weight  bearing  bone.  With  the  diagnosis 
reasonably  established  and  the  extent  of  in- 
volvement assessed,  one  can  then  call  upon 
help  from  one  of  the  various  medical  dis- 
ciplines which  treat  the  problem. 


Orthopedic  Assistance 

Diagnosis  of  bone  metastasis  will  occasion- 
ally need  confirmation  with  biopsy.  The  pa- 
tient can  also  benefit  therapeutically  by  or- 
thopedic assistance.  When  the  metastasis  is 
in  a weight  bearing  extremity  and  is  large  or 
when  a pathologic  fracture  is  present  or  em- 
inent, improved  palliation  will  be  obtained 
by  internal  fixation  of  the  lesion  with  metal- 
lic devices  prior  to  further  management, 
thus  enabling  the  patient  to  continue  to  be 
ambulatory.  A recent  development^  is  use  of 
a soft  methylmethacrylate  substance  placed 
into  the  tumor  cavity.  When  it  hardens,  sta- 
bility of  the  internal  fixation  device  is  ob- 
tained, and  the  patient  can  be  up  and  walk- 
ing sooner,  with  less  pain  and  with  more  mo- 
bility. After  fixation,  irradiation  is  generally 
given  because  active,  viable  tumor  is  still 
present  and  can  be  arrested  with  moderate 
doses.  Generally,  one  treats  the  entire  bone 
shaft  after  fixation  to  limit  the  growth  of 
tumor  possibly  spread  down  the  shaft  during 
the  procedure.  The  skin  area  of  incision  for 
the  procedure  is  also  treated.  The  metallic 
device  or  acrylic  will  not  interfere  with  the 
irradiation.  However,  the  irradiation  will 
slow  normal  bone  repair,  so  that  healing 
generally  is  seen  in  six  months  rather  than 
six  weeks. ^ 

A second  situation  in  which  orthopedic 
assistance  can  be  of  great  importance  is  the 
relief  of  pain  by  use  of  supportive  devices 
which  stabilize  motion,  such  as  back  braces. 
When  the  weight  on  a vertebral  body  which 
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is  involved  with  tumor  can  be  displaced  with 
a brace,  the  pain  will  usually  be  less.  The 
brace  must  be  well  constructed  and  well 
fitted  to  properly  re-distribute  the  pressure 
from  the  metastatic  disease.  (Fig.  2) . 


Irradiation  Therapy 

Most  radiotherapists  depend  on  tumor  cell 
type  as  well  as  location  of  the  bone  metas- 
tasis to  develop  their  treatment  plan.  The 
tumor  cell  types  are  rated  as  being  radio- 
sensitive, moderately  sensitive,  or  less  sensi- 
tive depending  upon  the  quantity  of  radia- 
tion needed  to  arrest  tumor  growth  and 
produce  shrinkage  for  pain  relief.  Radiosensi- 
tive tumor  cell  types  which  generally  re- 
quire 1000  Rads  or  less  to  give  a response  are 
the  lymphomas,  seminomas,  and  neuroblas- 
tomas. Moderately  sensitive  tumor  cell  types, 
which  require  from  2000  Rads  in  one  week 
to  4000  Rads  in  three  to  four  weeks  depend- 
ing on  the  location,  are  carcinomas  of  the 
breast,  lung,  and  prostate.  The  less  sensitive 
tumors  that  require  more  than  3000  Rads  in 
two  weeks  and  up  to  5000  Rads  in  four  weeks 
are  principally  those  of  gastrointestinal  and 
genitourinary  origin  (Fig.  3). 

The  rate  at  which  the  dose  is  given  is  im- 
portant. A dose  of  2000  Rads  in  one  week  is 
about  equivalent  to  the  tumor  response  ob- 
tained when  one  treats  with  4000  Rads  over 
four  weeks.  A shorter  treatment  program 
should  be  used  when  the  tumor  is  located  in 
the  extremity  but  should  be  avoided  if  there 
are  vital  organs  in  the  adjacent  treatment 
portal  which,  when  irradiated,  will  make  the 
patient  ill  from  the  treatments  themselves. 
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Irradiation  is  one  of  the  prime  methods  for 
treating  bone  metastasis  because  it  can  give 
a good  local  response  without  affecting  or- 
gans outside  the  treatment  portal.  Also,  in 
addition  to  relieving  pain,  the  tumor  growth 
is  generally  controlled  in  the  treated  portal 
for  the  duration  of  the  patient’s  survival 
when  the  proper  doses  are  used.  Higher  doses 
can  be  given  more  effectively  today  because 
of  the  skin  sparing  effect  of  the  megavoltage 
radiation  equipment. 


Hormone  Therapy 

When  a tumor  is  responsive  to  hormonal 
therapy  the  palliation  given  systemically  is 
very  dramatic  and  impressive.  Hormones  will 
affect  tumors,  not  only  from  breast  and  pros- 
tate, but  sometimes  of  renal  and  endometrial 
origin  (Fig.  4) . Usually  hormone  therapy  can 
be  given  concomitantly  with  irradiation  be- 
cause the  side  effects  of  hormone  therapy  are 
few  and  do  not  usually  overlap  those  of  ir- 
radiation or  chemotherapy,  particularly  in 
bone  marrow  depression. 

Chemotherapy 

Chemotherapists  rely  principally  on  cell 
type  to  direct  the  choice  of  drug  agents.  (Fig. 
5) . Using  several  drugs  in  combination  is 
sometimes  more  effective  because  several 
different  pathways  towards  DNA  duplication 
and  RNA  production  can  be  thwarted.  But 
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the  side  effects  are  multiplied  also  and  care 
must  be  given  during  combination  drug 
treatment  programs.  In  general,  these  multi- 
drug regimes  are  used  when  there  is  not 
much  time  available  to  see  if  a single  agent 
will  be  effective  or  if  other  studies  have 
proven  that  several  drugs  at  the  same  time 
are  significantly  more  effective. 

When  multiple  areas  of  bone  metastasis 
from  carcinoma  are  present  and/or  other  or- 
gans are  involved  as  in  breast  cancer,  it  is 
reasonable  to  try  a multidrug  program  such 
as  Compfu,  as  this  can  be  expected  to  give 
an  objective  remission  rate  in  50  per  cent 
whereas  when  only  one  drug  is  tried  the  re- 
mission rate  is  25  per  cent. 

Concomitant  chemotherapy  and  irradia- 
tion can  be  given  if  the  amount  of  irradiated 
bone  marrow  is  not  great.  Since  most  of  the 
bone  marrow  of  the  adult  is  in  the  pelvis  and 
the  spine,  and  if  irradiation  portals  covered 
this  area,  concomitant  chemotherapy  is 
more  difficult  to  administer  safely.  If  the 
irradiated  bone  is  in  an  extermity,  however, 
the  use  of  drug  therapy  and  irradiation  to- 
gether is  quite  appropriate. 

Hypercalcemia,  which  sometimes  becomes 
a problem  with  bone  metastasis,  usually  re- 
sponds to  hydration  and  steroid  management. 
Oral  phosphate  solution  also  tends  to  lower 
serum  calcium  levels  and  simultaneously  re- 
lieves constipation  which  occurs  with  this 


condition.  If  the  calcium  level  is  high  and  is 
not  brought  down  with  these  other  measures, 
the  new  drug  Mithramycin  can  be  used  to 
stop  osteoclastic  activity  thus  reducing  serum 
calcium  levels  dramatically.® 

Neurosurgical  Procedures 

Analgesics  play  a major  role  in  the  pal- 
liation of  bone  metastasis.  Irradiation  and/or 
chemotherapy  may  take  several  weeks  to  ef- 
fectively relieve  pain.  One  should  not  hesi- 
tate to  give  narcotic  agents  to  the  cancer 
patient  with  pain  from  bone  metastasis. 
However,  because  the  side  effects  with  larger 
and  larger  doses  sometimes  are  undesirable, 
other  methods  of  relieving  pain  must  be 
sought.  Newer  neurosurgical  procedures  are 
available  for  interrupting  pain  impulses 
which  travel  up  the  spinothalamic  tract  to 
the  brain.  Of  particular  interest  today  are  the 
radiofrequency  cordotomy  procedures  and 
the  selective  neurectomy.  The  side  effects  of 
these  procedures  are  well  known  to  neuro- 
surgeons and  can  be  avoided  with  care  and 
proper  selection  of  patients.  (Fig.  6). 
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Summary 

The  constant  desire  to  obtain  optimum 
treatment  for  patients  with  bone  metastasis 
leads  to  the  multidiscipline  approach.  While 
newer  management  technics  can  provide 
better  palliation,  they  will  only  be  effectively 
administered  when  the  patient’s  primary 
physician  assumes  the  responsibility  for 
guiding  the  selection  of  the  treatment  modal- 
ity for  his  patient.  In  addition  to  relieving 
pain  which  can  be  done  with  analgesics 


alone,  attempts  should  be  made  to  control 
local  tumor  growth  and  to  maintain  the  pa- 
tient’s normal  living  situation  as  long  as  pos- 
sible. Properly  directed  assistance  utilizing 
the  newer  technics  in  orthopedics,  radio- 
therapy, hormonal  therapy,  chemotherapy, 
and  neurosurgery  may  greatly  improve  pal- 
liation. • 
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Ballooned  mitral  valve 


Walter  C.  Degnan,  MD,  Billings 


A common  clinical  disorder  which  may 
mimic  other  heart  disease. 


Ballooning  of  the  mitral  valve  is  a very 
common  clinical  problem.  It  is  associated 
with  many  and  varied  “cardiac  symptoms”. 
The  frequency  of  the  problem  alone  would 
dictate  that  it  may  be  associated  with  other 
common  cardiac  problems,  i.e.,  coronary  ar- 
tery diseases,  myocardiopathies,  and  con- 
genital heart  disease. 

In  the  past  year,  sixteen  patients  with 
ballooned  mitral  valves  underwent  heart 
catheterization  and  coronary  arteriography. 
All  of  these  patients  had  chest  pains  that 
were  either  typical  angina  or  other  severe 
discomfort.  Eight  of  the  sixteen  had  been 
previously  hospitalized  with  diagnosis  of 
acute  myocardial  infarction  or  coronary  in- 
sufficiency. On  physical  examination,  six  pa- 
tients had  midsystolic  click  and  systolic  mur- 
mur. Three  patients  had  midsystolic  click 
alone,  four  had  systolic  murmur  and  three 
were  “silent”.  Nine  of  the  patients  had  prom- 
inent atrial  gallops. 

On  initial  examination,  ten  patients  had 
normal  electrocardiograms  and  six  had  ab- 
normal electrocardiograms.  On  repeat  exam- 
ination, three  of  the  normal  electrocardio- 
grams were  unstable.  Thirteen  of  the  sixteen 
had  abnormal  treadmill  tests. 

Fourteen  of  the  patients  studied  by 
coronary  arteriography  were  totally  free  of 
coronary  artery  disease.  One  patient  had 
minimal  coronary  artery  disease  and  one  pa- 
tient had  severe  coronary  artery  disease.  The 


latter  patient  underwent  by-pass  surgery. 
One  patient  had  severe  mitral  regurgitation 
and  had  replacement  of  his  mitral  valve. 

Discussion 

Clinically  and  anatomically,  ballooned 
mitral  valve  covers  a broad  spectrum.  Ana- 
tomically, some  of  the  ventricles  appear  to 
have  abnormal  contraction  and  some  have 
“fixed”  mitral  rings.  The  defect  that  all  have 
in  common  is  prolapse  of  the  valve  leaflets 
into  the  atrium. 

There  does  not  appear  to  be  any  correla- 
tion between  the  degree  of  prolapse  and  the 
severity  of  symptoms  or  the  degree  of  elec- 
trocardiographic abnormality.  A number  of 
patients  who  had  a frightening  degree  of  ST 
segment  depression  with  exercise  had  only 
mild  to  moderate  degree  of  mitral  prolapse. 

The  systolic  murmurs  are  frequently  very 
soft  and  unimpressive.  The  clicks  are  fre- 
quently intermittent  and  may  be  heard  only 
in  the  left  lateral  position  or  in  squatting 
positions. 

Conclusion 

Conclusion,  the  ballooned  mitral  valve  is 
a very  imp>ortant  syndrome.  It  is  common, 
mimics  other  heart  disease  and  can  be  diffi- 
cult to  diagnose.  The  association  of  the  bal- 
looned mitral  valve  with  other  cardiac  dis- 
ease such  as  coronary  artery  disease  further 
complicates  the  clinical  picture.  • 
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Pleural  effusion 
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The  wall 


Woodrow  Nelson,  MD,  Great  Falls 


During  the  last  fifty  years  a drastic  change 
has  occurred  in  identity  and  image  of 
the  staff  physician  and  in  the  hospital 
board-management  structure  ivith 
progressive  separation  of  the  one  from  the 
other  in  many  aspects  of  their 
interrelating  functions.  In  this  developmental 
process  the  staff  physician  has  lost 
effective  primary  authority,  has  become 
extensively  separated  from  the  nurse,  and 
has  experienced  a changed  relationship 
with  his  patient  both  in  and  out  of  the 
hospital.  This  separation  or  dichotomy  has 
been  conceptualized  as  a wall  composed 
of  six  blocks  which  represent  cleavage 
influences  related  to  (1)  The  board,  (2) 

The  modern  executive  director,  (3 ) The 
nurse  as  administrator  and  as 
professional,  (4)  Hospital  and  physician 
autonomy,  (5)  Insurance  and  other 
subsidization  influences  and  (6) 

Socialization  and  political  philosophy. 

The  current  cleavage  beticeen  staff, 
hoard,  and  management  is  importantly 
related  to  a change  from  the  hospital 
as  a patient-physician  oriented  service  to  an 
institutionally  oriented  health  center.  There 
is  a changing  authority-responsibility 
complex  at  the  center  of  which  is  the 
neiv  modern  executive  director  of  the 
modern  corporate  hospital  and  the  static 
essentially  unchanged  board,  while  at  the 
periphery  is  the  old  staff  structure 
striking  out  at  a changing  authority  pattern 
it  does  not  understand. 


In  the  beginning,  the  profession  of  medicine 
developed  from  a philosophy  and  conviction  that 
sickness  was  an  undesirable  entity.  A physician’s 
job  was  to  treat  the  sick,  and  the  nurse  was  in- 
tegral to  the  profession.  The  origin  was  as  a pro- 
fession and  not  as  a science  or  business.  Ideas  of 
art,  culture,  and  mythology  as  well  as  logic  and 
deduction  and  a certain  degree  of  mysticism  en- 
tered into  the  development  of  the  profession,  and 
a priesthood  was  originally  integral.  Temples  of 
Aesculapius,  Greek  surgical  dispensaries  (latria). 


Fig.  1 


and  Roman  army  hospitals  (Valetudinaria)  appear 
to  have  been  the  first  hospitals. i Following  an 
edict  of  Constantine  these  were  replaced  by  Chris- 
tian institutions  of  the  early  Church.  Institutional 
considerations  at  an  early  date  were  totally  sec- 
ondary. The  medical-patient  relationship  was 
singular  and  humanistic.  Pain  was  accepted  as  a 
fact  of  life  and  no  monetary  emphasis  had  been 
placed  on  it  either  by  the  patient  or  by  the  physi- 
cian. Healing  was  gratefully  accepted  as  a blessing 
for  which  no  man  had  to  assume  ultimate  respon- 
sibility. 

America’s  first  reported  hospital  was  the 
Pennsylvania  Hospital,  established  for  the  sick 
poor  at  the  instigation  of  a group  of  Quakers  and 
with  the  approval  and  support  of  Benjamin 
Franklin.2  Financing  was  through  the  Pennsyl- 
vania assembly  plus  private  contributions.  The 
twelve-man  Quaker  dominated  board  was  selected 
by  the  contributors,  and  their  first  job  was  to 
recruit  a staff,  which  proved  to  be  a closed  one. 

Through  the  early  part  of  this  century  the  hos- 
pital grew  in  parallel  with  scientific  advance, 
supported  as  a private  business  and  by  govern- 
mental and  private  subsidization.  The  fundamen- 
tal importance  of  the  nurse  to  hospital  function 
was  becoming  established,  and  the  patient-physi- 
cian-nurse complex  remained  the  primary  center 
of  orientation  and  attention  of  the  hospital — 
rather  than  the  institution  itself.  Increasing  hos- 
pital costs  stimulated  spreading  of  these  costs  by 
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insurance,  which  was  hospital  rather  than  physi- 
cian oriented.  During  this  time  the  hospital  ad- 
ministration was  a board-hired  hospital  business 
manager,  with  staff  liaison  responsibility.  Obvious 
need  for  increased  professional  orientation  led  to 
emergence  of  the  very  useful  and  successful  nurse 
and  physician  administrator. 

As  this  century  progressed,  a rapidly  expand- 
ing base  of  technologic  and  scientific  knowledge 
along  with  intense  socio-economic  pressure  stim- 
ulated economic  centralization  and  expansion  of 
institionalization  of  the  large  corporate  type.  Spe- 
cialization and  increasing  medical  sophistication 
along  with  inflation,  a new  class  of  relative  poor, 
and  a need  for  defensive  medical  practices  pro- 
duced pressures  and  costs  which  stimulated  the 
hospital  to  become  a more  formal  corporate  struc- 
ture. These  pressures  also  demonstrated  the  im- 
portance of  legal,  procedural,  and  methodological 
expertise  and  led  to  the  development  of  that  ex- 
pert in  “how  to  do  things,”  the  hospital  executive 
director.’*  The  evolution  of  this  administrative  fig- 
ure was  closely  linked  to  the  rapidly  developing 
broad  science  of  corporate  management. 

This  developing  hospital  corporate  structure 
with  its  “executive  director”  placed  emphasis 
upon  the  hospital  institution  itself  as  the  central 
point  of  hospital  function.  Although  the  care  of 
the  sick  remained  the  reason  for  hospital  exist- 
ence, the  complex  of  the  sick  patient  and  his  pro- 
fessional servants  became  number  two  in  con- 
sideration of  hospital  image  and  reality.  This  in- 
stitutional concept  was  far  more  compatible  with 
the  principles  of  corporate  management  which  did 
not  include  a divided  authority,  and  the  institu- 
tion per  se  came  to  be  viewed  as  the  focal  point 
of  hospital  function.  Legal  case  histories  such  as 
the  “Darling  Case”  were  used  to  emphasize  the 
single  authority  concept.  Also  the  hospital  insti- 
tution image  began  to  broaden  toward  one  of  a 
total  health  care  center  with  disease  prevention 
overtones  rather  than  the  former  “refuge  for  the 
sick”  concept. 

It  was  not  recognized  that  change  in  hospital 
orientation  changed  the  authority-responsibility 
position  of  the  staff  physician.  No  special  measures 
were  taken  to  compensate  for  the  change  of  the 
physician’s  authority  from  primary  to  one  dele- 
gated by  the  board,  to  enable  him  to  carry  out 
responsibility  for  patient  care  assigned  to  him  by 
the  board.  Physicians  were  often  generally  ig- 
norant of  the  manner  of  delegating  authority 
spelled  out  in  board  bylaws,  and  boards  did  not 
generally  publicize  this  matter.  Hospital  ownership 
and  directorship  did  not  significantly  change  in 
personnel  type  with  technologic  and  corporate 
changes  in  their  institutions.  Need  for  active  pro- 
fessional advisement  to  the  board  was  slow  to  be 
recognized. 

During  this  period  the  physician  was  also 
changing.  Incompatabilities  between  his  develop- 
ment as  a scientist  and  his  broad  professional 


origin  arose.  With  his  scientific  development  his 
individual  mystical  image  as  “healer”  dimin- 
ished. However,  his  public  group  image  as  an 
exact  scientist  and  as  a professional  reaching  the 
peak  of  his  development  became  exaggerated  and 
glamorized.  His  orientation  became  increasingly 
scientific  and  his  relationship  with  his  patient  less 
personal  and  complete.  Specialization  strained  the 
one-to-one,  physician-patient,  relationship  and 
changed  the  competitive  mechanism  of  obtaining 
patients.  Some  specialties  became  hospital  de- 
pendent and  thus  hospital  oriented.  The  practice 
of  medicine  as  a business  generally  remained  as 
an  autonomous  small  business  of  individuals  or 
small  groups.  However,  the  same  elements  of  in- 
flation, increasing  expenses,  defensive  practice 
methods,  tax  structure,  and  costly  scientific  com- 
plexity that  have  caused  hospitals  to  become  more 
formally  corporate  have  stimulated  physicians  to 
concentrate  more  on  the  business  aspects  of  med- 
icine. The  fee  system  of  medical  merchandising 
has  become  greatly  detailed.  Physicians  have 
begun  to  adopt  the  business  practice  of  incorpora- 
tion. Still,  the  physician’s  view  of  his  function  in 
society  has  remained  individualistic  and  profes- 
sional from  the  standpoint  of  his  continued  view 
of  the  patient  as  a sick  individual,  rather  than  a 
part  of  a social  group,  a disconnected  disease,  or 
a health  entity. 

Because  of  this  development  of  hospital  cor- 
porate structure  concurrently  with  change  in  mode 
of  practice  of  the  doctor,  a Wall  exists  between  the 
staff  physicians  and  the  hospital  management 
ownership  structure.  Do  the  reasons  for  this 
dichotomous  development  constitute  the  cement 
foundation  which  underlies  the  blocks  of  that 
wall?  Let  us  look  at  some  of  the  blocks  of  the 
separating  wall. 


THE  BLOCKS. 

I.  The  Hospital  Board:  The  hospital  has  ex- 
perienced tremendous  change  in  its  business  and 
professional  function  leading  to  a more  autono- 
mous, sophisticated,  and  complex  business  and 
professional  institution.  Changes  in  hospital 
boards  and  particularly  changes  in  hospital  board- 
staff  relationships  have  lagged  far  behind  in  the 
evolutionary  process.  Hospital  board  composition 
has  only  begun  to  change,  and  in  professional 
knowledgeability  is  far  behind  the  level  of  scien- 
tific advance.  Some  boards  have  become  more 
widely  separated  from  staff,  communicating  es- 
sentially only  through  their  administrator.  In  this 
process  they  have  at  times  become  unaware  of  the 
seriousness  of  the  separation  from  the  staff  that 
has  ensued.  Some  appear  convinced  that  the  board 
function  that  was  satisfactory  a number  of  years 
ago  is  also  satisfactory  for  the  modem  hospital, 
and  that  solution  of  board  staff  differences  require 
only  mutual  trust.  This  unfortunately  is  an  over- 
simplification of  the  problem. 
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II.  The  Executive  Director:  The  most  easily 
observed  block  in  the  wall  is  the  dichotomy  be- 
tween the  modern  staff  member  and  the  modern 
hospital  administrator,  as  executive  director. 
Neither  is  particularly  knowledgeable  of  the  cur- 
rent identity  of  the  other  in  the  modern  hospital 
structure.  Staff  physicians  at  times  put  down  the 
trained  hospital  administrator  as  a glorified  ac- 
countant, as  the  staff-board  go-between,  or  as  a 
staff  servant  in  charge  of  unessential  details.  As 
applied  to  the  modern  trained  administrator,  this 
is  a serious  physician  hangup.  However,  it  is  un- 
derstandable that  most  physicians  have  difficulty 
in  seeing  the  modem  hospital  administrator  as  a 
corporate  scientist.  We  are  not  accustomed  to  the 
fact  that  hospital  administration  is  a specific  pro- 
cedural non-biologic  type  of  science. 

On  the  other  hand,  the  modem  administrator 
is  surprised  that  modern  physicians  do  not  ac- 
cept that  he  is  delegated  a total  authority  as  board 
in  residence.  He  is  amazed  to  learn  that  only  a 
few  decades  ago  the  administrator  was  often  not 
admitted  to  staff  meetings.  He  seems  to  have  lit- 
tle insight  as  to  just  how  fast  this  corporate  sci- 
ence of  his  has  developed,  and  what  this  means 
to  the  staff.  He  cannot  really  understand  why  the 
staff  is  any  different  from  the  other  hospital  di- 
visions nor  why  the  staff  “rears  up  on  its  back 
legs”  when  he  tries  to  do  their  work  for  them.  He 
is  often  not  actively  aware  of  the  facets  of  med- 
ical knowledge  which  are  singularly  possessed  by 
the  physician  and  not  by  the  administrator. 

Yet,  the  physician  administrator  has  served  a 
very  useful  coordinative  purpose  and  has  had 
much  to  do  with  the  rapid  development  of  the 
administrative  science.  Much  of  the  hostility  of 
today  between  staff  and  administration  must  exist 


because  of  failure  of  involved  staff  physicians, 
medical  faculty,  and  hospital  administrators  to 
have  analyzed  and  defined  clearly  the  changes  in 
staff  and  administrative  relationships  that  have 
occurred  and  why  these  changes  have  occurred. 

III.  Nursing  Service  and  Administration:  A 

progressive  autonomy  of  the  hospital  nurse  com- 
prises an  important  block  in  the  staff  hospital 
dichotomy.  For  a long  time,  the  nurse  working 
with  the  physician  has  contributed  a large  part 
of  the  professional  essence  of  the  hospital.  Re- 
cently she  has  become,  more  and  more,  a division 
of  administration  working  for  and  responsible  to 
management.  With  dehospitalization  of  nurse  ed- 
ucation, the  physician  has  been  largely  eliminated 
from  the  basic  areas  of  nurse  education.  Lack 
of  physician  influence  in  basic  nursing  education 
is  seen  by  an  initial  deficiency  of  knowledge 
by  the  student  nurse  of  basic  science  material  as 
it  relates  to  patient  care,  the  base  of  physician 
education. 

The  nurse  is  more  adaptable,  by  nature  of  her 
work,  to  the  proceduralism  that  characterizes  the 
departmentalization  and  complexities  of  the  mod- 
ern, increasingly  sophisticated,  hospital.  Although 
it  is  high  time  that  a basic  autonomous  role  of  the 
nurse  in  hospital  function  be  admitted,  this  role 
must  be  defined.  It  is  far  too  important  to  be- 
come subjugated  to  a role  of  an  administrative 
doctor  substitute  or  “little  doctor.”  The  potential 
expansion  of  the  professional  aspect  of  nursing  is 
exciting.  If  a logical  development  of  the  nursing 
profession  is  to  be  attained,  the  physician  cannot 
be  left  out.  A clear  separation  and  definition  of 
the  administrative  and  professional  divisions  of 
nursing  service  is  prerequisite  to  resolution  of  the 
whole  staff-board  management  dichotomy. 

rv.  The  Kingdoms — Physician — Hospital.  Some 
physicians  have  had,  and  some  still  have,  a large 
authoritative  autonomous  type  of  practice  with 
few  restrictions,  preferential  treatment  and  defer- 
ence, suggestive  of  a small  kingdom  of  medical 
practice  within  the  hospital.  The  private  hospital 
has  depended  upon  physicians  with  large  prac- 
tices, and  the  kingdom  system  has  worked  well 
in  those  hospitals  functioning  primarily  as  doc- 
tors’ workshops.  This  image  is  changing  but  its 
change  in  smaller  communities  especially  is  slow 
and  painful  because  these  individuals,  and  the 
hospitals  in  which  they  work,  have  served  the 
communities  well  in  many  ways.  Medical  scien- 
tific advances  within  the  hospital  make  it  increas- 
ingly difficult  to  maintain  preferential  physician 
treatment.  Modern  hospitals  are  far  more  auton- 
omously organized  and  departmentalized.  In  the 
regional  specialties,  especially,  the  hospital  tends 
to  feed  the  physician  rather  than  to  be  fed  by 
him. 

The  hospital  community  image  has  also 
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changed  toward  one  of  a centralized  locus  of  med- 
ical care.  Scientific  complexity  requires  multiple 
disciplines  and  adapts  to  the  centralization  pro- 
vided by  the  modern  hospital.  Practice  in  home 
and  office  has  shifted  to  the  hospital  outpatient 
and  emergency  room.  The  institutional  movement 
has  been  fostered  by  the  tendency  to  remove 
chronic  illness  from  the  home  into  an  institutional 
environment.  Thus  the  development  of  the  hos- 
pital image  as  the  center  of  medical  care  is  a 
natural  one. 

Then  the  physician  has  a nightmare.  How  easy 
it  would  be  for  the  philosophy  of  the  hospital  to 
change  from  one  of  caring  for  the  sick  to  one  of 
becoming  a figurehead  for  total  health.  He  sees 
himself  as  a puppet  in  a play  called  “Progress” 
dancing  on  a stage  of  “total  health”  constructed 
of  political  federal  planks  to  the  tune  of  a hos- 
pital orchestra  directed  by  a nurse  called  PSRO 
within  a golden  building  called  HMO  superin- 
tended by  a producer  nicknamed  Exec,  and 
jointly  owned  by  brother  and  sister  consumer  and 
their  Uncle  Sam  (Fig.  2.)  This  is  a frightening 
dream,  but  not  very  far  removed  from  the  fears, 
half-truths  and  real  pressures  which  contribute 
to  the  conceptualization  of  the  dying  Kingdom  of 
the  physician  and  the  emerging  Kingdom  of  the 
hospital. 

V.  Insurance  and  other  Subsidization:  The  hos- 
pital institution  is  a big  business  in  any  commu- 
nity, and  increasingly  large  numbers  of  people 
are  supported  by  it.  As  in  any  corporation,  its 
perpetuation  is  best  assured  by  a philosophy  of 
growth,  expansion,  and  some  type  of  profit.  Un- 
like most  corporations,  its  existence  has  always 
depended  importantly  upon  subsidization  by  gov- 
ernment, by  charity,  and  more  recently,  by  pri- 
vate insurance  conducted  under  varying  auspices. 

Since  hospitalization  is  much  more  a sometime 
thing  for  patients  than  physician  care,  it  adapts 
much  better  to  the  cost  spreading  provided  by 
various  insurance  plans  which  have  been  prefer- 
entially oriented  toward  the  hospital.  Many  phy- 
sicians believe  that  preferential  insurance  treat- 
ment has  further  increased  hospital  utilization  in 
preference  to  non-hospital  medical  practice.  Even 
though  operating  basically  as  a small  business- 
man, the  physician  has  become  increasingly  tied 
to  the  hospital  through  his  patients’  insurance,  and 
he  may  see  himself  under  more  insurance  com- 
pany control  than  he  desires.  He  notes,  also,  the 
depersonalizing  effect  of  the  insurance  middle 
man  on  the  former  doctor-patient  relationship, 
realizing  at  the  same  time  an  increasing  need  for 
the  spreading  of  increasing  physician  costs  by  in- 
surance. 

While  viewing  with  alarm  rapidly  increasing 
hospital  costs,  the  physician  sometimes  fails  to  see 
how  his  sloppy  utilization  of  the  hospital  may 
contribute  to  them.  He  does  see  rising  hospital 
costs  as  a way  of  washing  him  faster  toward  gov- 


ernmental control  on  a surfboard  of  governmental 
hospital  subsidization.  (Fig.  3)  This  block  in  the 
wall  relates  to  current  hospital  costs  versus  util- 
ization problems.  Certainly  this  block,  “Insurance 
and  other  Subsidization”,  deserves  a place  of  its 
own  in  the  wall. 

VI.  Socialization  and  Political  Philosophy.  “So- 
cialization,” the  attempt  of  government  toward 
economic  equalization  of  the  people,  and  “political 
philosophy”  have  an  effect  upon  the  division  be- 
tween the  hospital  institution  and  staff  which  is 
difficult  to  assess  but  which  cannot  be  ignored  in 
any  look  at  these  relationships.  Medical  care  by 
physician  and  hospital  under  total  government 
control  is  an  integral  part  of  the  total  welfare 
state  which  has  existed  in  England  since  1944. 
Governmental  political  pressures  upon  medical 
care  by  physician  and  hospital  are  steadily  in- 
creasing, and  partial  socialization  of  medicine  al- 
ready obtains  in  this  country.  The  proponents  of 
increased  socialization  focus  their  attack  upon  the 
medical  area  because  an  extensive  or  total  wel- 
fare state  cannot  be  formed  without  preliminary 
or  concomitant  total  socialization  of  medicine. 
Thus  the  socio-economic  and  political  philosophy 
of  physicians  and  of  hospital  ownership  and  man- 
agement are  of  magnified  importance  because  they 
are  at  the  figurative  political  hub  of  all  welfare 
considerations. 

Private  hospitals  have  accepted  government 
subsidization  in  construction  and  research  areas 
for  many  years.  Their  rather  integrated  lobbies 
talk  the  language  of  government  more  glibly  than 
the  multiple  physician  lobbies,  politically  frag- 
mented on  the  basis  of  our  socio-economic  beliefs, 
specializations,  and  practice  interests.  Hospitals 
are  organizationally  suited  to  consider  centraliza- 
tion measures  such  as  the  HMO  and  inspection 
means  such  as  the  PSRO.  Most  physicians  view 
the  federal  bureaucratic  social  philosophy  of  “total 
health  for  all”  as  a euphoric  concept  which  con- 
stitutes a powerful  political  sectarian  plank.  Hos- 
pitals appear  closer  to  and  more  easily  subjected 
to  medical  socialization  than  physicians.  This  un- 
derlies physicians’  fears  of  the  hospital  potentially 
gaining  control  of  medical  practice.  Real  or  imag- 
inary, this  fear  leads  to  negative  political  physi- 
cians groups  which  may  further  potentiate  the 
division  between  the  hospital  and  its  staff. 

FOR  GOOD  OR  BAD? 

Review  of  the  history  of  physician  and  hos- 
pital development  and  of  the  facets  or  “blocks”  of 
separation  leave  little  doubt  that  a separation 
exists  and  that  much  of  this  separation  is  develop- 
mental. Whether  the  separation  is  evolutionary  or 
not,  and  whether  it  may  or  may  not  be  desirable 
is  possibly  debatable.  Certainly  drastic  change  in 
identity  and  image  in  the  staff  physician,  the  hos- 
pital board,  and  the  hospital  administration  has 
occurred  with  progressive  separation  of  one  from 
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the  other  in  many  aspects  of  their  interrelating 
functions.  In  this  process,  the  staff  physician  has 
lost  effective  primary  authority,"*  has  become  ex- 
tensively separated  from  the  nurse,  has  experi- 
enced a changed  relationship  with  his  patient  both 
in  and  out  of  the  hospital  and  appears  to  be  losing 
effective  autonomy  in  the  hospital  structure.  The 
whole  hospital  institution  has  progressively 
changed  from  a doctor’s  workshop  concentrating 
on  the  doctor  and  his  patient  toward  an  autono- 
mous institutional  entity.  The  institution  is  be- 
coming the  primary  center  of  functional  orienta- 
tion rather  than  the  focus  of  the  patient-physician 
complex.  The  tragic  cleavage  between  staff  and 
administration  has  recently  been  described  by 
Owens.® 

If  there  is  still  doubt  that  the  current  separa- 
tion is  a desirable  thing,  let  us  presume  that  the 
cleavage  progressed  further  to  be  total  between 
the  staff  physician  and  hospital  board-manage- 
ment. First,  the  physician  would  have  to  be  sep- 
arated from  his  patient.  The  hospital  institution 
itself  would  need  to  be  the  central  point  of  refer- 
ence rather  than  the  sick  patient.  The  patient 
would  become  the  consumer  and  would  deal  di- 
rectly with  the  hospital.  He  would  be  admitted 
by  the  hospital,  not  by  the  physician,  and  his  phy- 
sician would  be  chosen  by  the  hospital,  not  by  the 
patient.  The  hospital  would  then  have  total  au- 
thority and  total  responsibility  and  would  not 
delegate  any  portion  of  this  entity  to  the  physi- 
cian. The  physician  could  use  the  hospital  in  what- 
ever manner  the  hospital  allowed  him  to.  Total 
cleavage  requires  separation  of  physician  from  his 
patient,  which  is  also  the  first  step  in  making  pos- 
sible federalization  of  medical  practice.  Some  phy- 
sicians are  so  convinced  that  hospitals  wish  to 
have  control  of  national  health  care  and  of  the 
physician,  and  are  so  convinced  that  this  means 
total  medical  socialization,  that  they  are  banding 
together  into  medical  organizations  that  are  totally 


resistant  and  negative  toward  all  hospital  author- 
ity and  even  toward  hospital  accrediting  bodies. 
They  see  this  as  the  only  ongoing  political 
methodology  that  will  prevent  or  slow  the  danger 
of  medical  socialization.  One  side  effect  of  this 
political  attitude  is  to  discourage  hospital  physi- 
cian employment  in  any  capacity,  to  retard  the 
performance  of  necessary  staff  work,  and  to  stim- 
ulate a more  complete  cleavage  between  staff  and 
hospital. 

On  the  other  hand,  under  a federalized  med- 
ical system,  the  situation  of  hospital  and  physician 
alike  would  be  identical.  Our  dichotomy  would  be 
eliminated  because  we  would  have  a common 
federal  boss.  Any  who  think  that  the  hospital 
would  be  controlled  and  treated  any  differently 
than  the  physician  under  a total  welfare  state  are 
invited  to  look  at  the  present  situation  of  the  hos- 
pital in  England.  It  is  equally  important  that  the 
English  socialized  hospital  medical  system  has  not 
eliminated  the  management,  staff,  or  cost  prob- 
lems.® 

Whatever  the  total  political  convictions  may  be 
of  staff  and  management  and  board,  each  of  us 
must  take  a stand  on  whether  he  is  for  a concilia- 
tion or  for  a more  advanced  separation  between 
hospital  and  physician.  It  is  my  opinion  that 
board-management  is  mainly  opposed  to  medical 
socialization,  and  that  a responsible  union  between 
hospital  staff  and  ownership-management  would 
give  strength  to  the  continuation  of  a free  enter- 
prise system  of  medical  care  in  this  country.  Cer- 
tainly, elimination  of  much  of  the  separating  wall 
is  essential  to  optimal  efficient  care  of  the  hospital- 
ized patient. 

DISCUSSION 

The  separating  wall  which  has  been  so  long 
abuilding  will  not  tear  itself  down.  There  are  four 
prerequisites  to  its  destruction:  (1)  establishment 
of  a clearly  understood  definition  of  the  meaning 
of  the  physician-hospital  authority-responsibility 
relationship  to  the  hospitalized  patient,  clearly 
spelled  out,  publicized,  and  implemented,  (2)  re- 
turn of  the  hospital  image  to  one  of  a patient  care 
entity  rather  than  one  of  an  institutional  symbol 
for  total  health,  (3)  understanding  of  the  function 
of  the  modern  executive  director  as  he  relates  to 
the  primary  professional  function  of  the  hospital, 
the  medical  staff,  and  the  nurse,  and  (4)  promo- 
tion of  a structured  wheel  of  communication  be- 
tween board,  staff,  and  administration  that  will 
assure  full  time  optimal  professional  hospital 
function. 

1.  Authority. 

First,  let  us  look  at  the  term  authority  with  its 
corollary  responsibility,  as  it  pertains  to  hospital 
corporate  structure.  This  complex  has  caused  much 
of  the  misunderstanding  between  staff,  board,  and 
administration.  At  the  center  of  the  changing  au- 
thority pattern  is  the  new  business  executive  of 
the  modern  corporate  hospital  and  the  static,  es- 
sentially unchanged,  board.  At  the  periphery  is 
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the  old  staff  structure  striking  out  at  a changing 
authority  pattern  it  does  not  understand.  The  own- 
ers of  a hospital  have  complete  and  final  author- 
ity over  the  institution  and  have  had  for  hundreds 
of  years.  Since  most  hospitals  have  been  incorpo- 
rated for  many  years,  there  is  nothing  new  about 
the  total  final  authority  of  corporate  ownership 
as  represented  by  the  hospital  board.  The  “Darling 
Case”  only  served  to  advertise  its  existence. 

Authority  cannot  be  separated  from  responsi- 
bility, since  authority  is  the  only  way  by  which 
responsibility  can  be  implemented.  Authority,  with 
responsibility,  can  and  must  be  delegated.  Author- 
ity is  specifically  delegated  to  hospital  staff  by  the 
hospital  board  in  their  bylaws  to  enable  the  staff 
to  carry  out  the  responsibility  which  board  has 
delegated  to  it  for  maintaining  optimal  patient 
care  and  physician  competence  and  discipline. 

The  hospital  differs  from  other  professional  and 
non-professional  corporations  through  the  insep- 
arable patient-physician  complex  which  is  at  the 
center  of  the  hospital  function.  The  physician  has 
total  medical  authority  and  responsibility  for  his 
patient,  except  when  hospitalized.  At  that  time 
the  patient  comes  under  sole  corporate  medical 
authority  of  the  hospital  until  that  institution  dele- 
gates that  authority  back  to  the  physician.  The 
fulcrum  upon  which  the  board-staff  authority  dis- 
agreement rests  is  the  manner  in  which  the  physi- 
cian obtains  that  authority  which  he  needs  to  re- 
sponsibily  treat  the  patient.  An  important  part  of 
the  answer  to  the  disagreement  lies  in  the  ques- 
tion “how  is  the  hospital  board  to  assure  itself 
of  possessing  that  constant  ongoing  knowledge- 
ability  of  the  modem  professional  needs  of  their 
institution  which  is  required  for  intelligent  de- 
tailed delegation  of  necessary  authority  and  re- 
sponsibility to  the  staff,  to  other  professional  di- 
visions and  to  administration?” 

The  delegated  authority  to  the  physician  for 
patient  care  and  staff  discipline  must  be  separ- 
ately considered  from  that  overall  authority  the 
board  delegates  to  its  executive  director  (admin- 
istrator) as  board  in  residence.  Failure  to  recog- 
nize this  fact  has  been  responsible  for  much 
staff-administrative  hostility.  Williams,^  in  his  au- 
thoritative writings,  stresses  the  importance  of  all 
hospital  divisions,  including  staff,  being  incorpo- 
rated under  the  authority  of  the  Executive  Direc- 
tor Structure.  But,  physician  function,  which  is 
responsible  for  its  ‘ directly  delegated  authority, 
does  not  adapt  to  such  indirect  delegation.  More- 
over, such  delegation  would  require  professional 
knowledge  by  both  board  and  administration  that 
neither  possesses.  On  the  other  hand,  the  author- 
ity delegated  by  board  back  to  the  staff  does  not 
automatically  include  all  authority  for  hospital  pa- 
tient care  or  other  hospital  function  but  only  that 
which  the  physicians  require  to  carry  out  their 
delegated  responsibility.  In  the  complex  modern 
hospital,  other  divisions  than  staff,  particularly 


the  professional  aspect  of  hospital  nursing,  may 
have  autonomy  and  may  be  delegated  specific  au- 
thority by  the  board.  The  hospital  is  no  longer 
primarily  the  doctor’s  workshop,  and  the  physician 
is  not  responsible  for  all  of  hospital  function. 

The  staff  must  realize  that  in  accepting  the  au- 
thority delegated  to  it  by  the  board  it  is  accepting 
an  unrelenting  demand  by  board  upon  the  staff 
for  maintenance  of  optimal  patient  care  and  polic- 
ing of  staff  members  along  with  honest  and  ef- 
ficient hospital  utilization.  The  physician  is  not 
autonomous  but  works  within  the  whole  func- 
tional and  corporate  structure  of  the  hospital.  His 
position  in  the  care  of  his  hospital  patient  de- 
pends finally  upon  how  knowledgeable  in  his  pro- 
fessional matters  is  the  board,  and  upon  how 
knowledgeably  and  wisely  it  delegates  its  profes- 
sional as  well  as  its  economic  responsibilities.  Any 
question  of  the  degree,  type  and  meaning  of  au- 
thority must  also  finally  be  resolved  by  them. 

2.  The  Professional  Base  of  Hospital  Function. 

There  is  nothing  wrong  with  the  standard  or- 
ganizational format  of  the  hospital  institution.  The 
corporate  difficulties  come  about  because  of  the 
professional  component  of  function.  The  hospital 
professional  stature  rests  on  the  foundation  and 
specific  knowledge  possessed  by  the  physician, 
nurse,  and  other  medical  hospital  professionals.  Its 
professional  attributes  are  ongoing,  dynamic,  and 
clinically  related  to  scientific  advance.  It  rests  on 
a base  of  biologic  science  rather  than  corporate 
science  knowledgeability.  The  professional  func- 
tion operates  within  and  not  because  of  the  busi- 
ness corporate  structure.  The  science  of  medicine 
is  far  too  inexact  and  far  too  human  to  be  adapted 
to  all  standard  management  procedure  and  the 
science  of  corporate  hospital  management  as  rep- 
resented by  the  executive  director  does  not  elim- 
inate the  factor  of  physician  or  nurse  or  other  pro- 
fessional medical  knowledgeability  from  being  the 
nidus  for  all  departmental  functions  involving  the 
care  of  the  patient. 

3.  The  Executive  Director. 

The  executive  director  has  or  should  have  the 
training  to  advise  staff  and  board  how  this 
knowledgeability  is  to  be  used.  I agree  with  Wil- 
liams^  that  in  the  modern  corporate  structure  the 
job  of  the  executive  director,  with  authority  dele- 
gated him  by  the  board,  is  unification  of  all  hos- 
pital function.  Although  the  professional  function 
operates  within,  and  not  because  of,  the  business 
structure,  it  cannot  operate  separately  from  the 
corporate  structure.  The  executive  director  has  the 
power  of  final  decision.  He  also  has  the  tremen- 
dously important  job  of  organizing,  correlating, 
and  implementing  all  aspects  of  hospital  function 
including  the  professional.  The  staff,  however,  has 
not  only  the  right  but  also  the  delegated  author- 
ity, and  responsibility,  from  the  board  for  optimal 
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patient  care  and  thus  the  responsibility  for 
determining  administration  medical  knowledge- 
ability.  This  is  the  only  real  professional  check  on 
the  hospital  administrator  that  hospital  ownership 
has. 

The  constant  communication  between  the  exec- 
utive officer  and  staff  president  necessary  to  cor- 
relate the  professional  with  the  total  corporate 
function  is  often  onerous,  but  essential  to,  the 
total  hospital  function.  In  the  absence  of  staff  com- 
munication, administration  presumes  to  take  over 
staff  professional  function.  The  work  that  the  ad- 
ministration sometimes  does  for  staff  is  that  work 
which  the  staff  delegates  to  administration  un- 
knowingly by  default.  It  becomes  increasingly  dif- 
ficult for  busy  practicing  physicians,  elected  on  a 
staff  officer  rotational  basis,  to  spend  that  time 
required  for  the  distinctive  staff  work  needed  in 
the  modern  hospital.  Acceptance  of  full  time  hos- 
pital based  physicians  should  be  evaluated  by  staff 
in  this  perspective.  And,  finally,  the  staff  needs 
an  up-to-date  detailed  job  definition  of  the  mod- 
ern hospital  executive  director. 

4.  Communication  and  the  Board. 

We  have  seen  that  the  rather  frightening  re- 
sponsibility for  what  the  hospital  institution  be- 
comes depends  finally  on  the  hospital  board.  Their 
institution  can  easily  succumb  to  “lag  disease” 
which  is  a disease  of  institutional  inertia  causing 
it  to  lag  behind  in  the  function  for  which  it  was 
created,  in  this  instance,  the  care  of  the  sick.  On 


the  other  hand,  their  institution  can  become, 
through  unwise  delegation  of  authority,  a dis- 
jointed corporate  institutional  octopus,  a figure- 
head of  total  health  care. 

The  board’s  unrelenting  responsibility  for  de- 
termining that  the  staff  does  its  work  of  providing 
optimal  care  to  the  patient  and  of  assessing  itself 
is  inseparable  from  the  staff’s  responsibility  for 
determining  that  the  board  is  and  remains  pro- 
fessionally knowledgeable  to  wisely  carry  out  its 
function  of  authority  delegation.  Accountability  of 
board,  administration,  and  the  staff  are  also  in- 
separable. The  maintenance  of  professional  knowl- 
edgeability  of  administration  and  of  board  via  a 
dynamic  ongoing  circle  of  staff-board-administra- 
tor  communication,  spelled  out  and  structured  in 
the  very  bowels  of  the  hospital  organization,  is 
prerequisite  to  resolution  of  our  current  division. 

We  have  only  begun  to  set  up  the  avenues  of 
advisory  professional  communication  to  and  with 
board  and  management  that  are  essential  to  the 
adequate  function  of  the  modern  hospital.  Con- 
stant personal  communication  between  staff  and 
administration,  joint  committees  of  board  and  staff, 
and  adequate  ongoing  professional  advisement  to 
the  board  make  a good  beginning  for  a new  union 
revolving  about  the  fulcrum  of  the  sick  patient.  • 
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He’s  enjoying  a 30  day  paid  vacation,  with  his  family  in  ski  country. 

Last  year  Doctor  Jones,  an  Air  Force  Medical  Corps  Major,  and  his  family  spent  their  vacation 
in  Switzerland.  They  were  stationed  with  the  Air  Force  in  Europe.  He  hasn’t  said  what  they 
have  planned  for  next  year,  but  he  has  been  working  on  his  private  pilot’s  license  at  the  base 
flying  club  and  his  wife  is  learning  Spanish  at  the  education  center. 

Doctor  Jones  has  been  in  the  Air  Force  for  4 years  now.  That  means  he  can  retire  in  16 
years  with  an  assured  income.  He  will  also  be  young  enough  to  begin  a second  successful 
career. 

In  the  Air  Force  he  doesn’t  have  to  worry  about  administrative  chores  such  as  bookkeeping, 
supplies,  rent  or  the  other  problems  the  physician  faces  in  the  normal  course  of  his  practice. 
And  he  was  recently  selected  to  receive  advanced  training  in  his  specialty  at  one  of  the  finest 
research  centers  in  the  country  at  no  personal  expense. 

The  life  of  the  Air  Force  doctor  is  challenging,  rewarding  and  satisfying.  Maybe  it’s  your  kind 
of  life?  For  more  information  call  or  write; 


Air  Force  Medfc^ 
1315 
Denver, 
Telephone 


al  Placement  Office 
Kearney  St. 

(toloradq  80220 
-6167 
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hyoscine  hydrobromide  0 0065  mg  0.0065  mg  0.0195  mg. 

phenobarbital  CKgr.)16  2mg  (5^  gr.)  32  4 mg  (%gr]48  6mg 

(warning  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions'  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications 
Glaucoma;  renal  or  hepatic  disease:  obstructive  uropathy  (for  ex- 
ample. bladder  neck  obstruction  due  to  prostatic  hypertrophy];  or 
hypersensitivity  to  any  of  the  ingredients 
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Belgrade  Practice  Established 

George  B.  Howell,  MD,  has  recently  established 
a solo-family  practice  in  Belgrade,  Mt.  He  grad- 
uated from  the  University  of  Arkansas  College 
of  Medicine  in  1962.  After  completing  a rotating 
internship  in  1963,  at  St.  Joseph  Hospital  and  Re- 
habilitation Center,  Wichita,  Kansas,  he  entered 
active  duty  as  a captain  in  the  Medical  Corp  in 
October  of  1963.  Completing  the  medical  officer 
orientation  course  at  Fort  Sam  Houston,  Texas,  he 
served  as  Battalion  Surgeon  to  a field  artillery 
unit  stationed  in  Darmstadt,  Germany.  Subse- 
quently, he  served  as  a staff  member  of  the  224th 
Station  Hospital  in  Muenchwieler,  Germany  in  the 
Ob-Gyn  Dept,  and  as  Chief  of  Outpatient  Services. 

Continuing  in  general  practice,  he  joined  a 
partnership  to  offer  emergency  medical  services 
in  the  Emergency  and  Outpatient  Depts.  of  St. 
Joseph’s  Hospital  and  Rehabilitation  Center, 
Wichita,  Kansas,  and  served  as  the  director  of 
these  two  departments. 

In  1971,  he  entered  a General  Surgical  Resi- 
dency at  St.  Luke’s  Hospital  in  Denver,  Colorado, 
and  completed  his  third  year  of  Family  Practice 
Residency  at  Mercy  Hospital,  Denver,  Colorado 
in  1973. 

Dr.  Howell  is  currently  a member  of  the 
American  College  of  Emergency  Physicians, 
American  Academy  of  Family  Practice,  Gallatin 
County  Medical  Society  member,  Montana  Med- 
ical Association  and  American  Medical  Associa- 
tion. He  was  also  certified  as  a member  of  the 
American  Board  of  Family  Practice  in  January 
1974. 


Tkach  Scholarship 

Dr.  John  R.  Tkach,  Executive  Manager  of  the 
John  R.  Tkach,  M.D.,  Educational  Trust,  has  an- 
nounced that  the  Trust  will  give  a scholarship  to 
a qualified  Peruvian  student  for  one  year’s  study 
in  the  United  States. 

The  applicant  must  be  a Peruvian  citizen  and 
reside  in  the  state  of  Cuzco,  Peru,  and  must  now 
be  11  to  13  years  of  age,  and  either  be  able  to 
speak  English  or  formally  studying  English.  The 
applicant  should  give  evidence  of  outstanding 
academic  performance. 


The  Scholarship,  of  an  indefinite  amount,  will 
cover  all  travel,  educational,  and  living  expenses 
of  the  student  during  his  year’s  study  in  the  United 
States.  Applications  must  be  in  writing,  addressed 
to  The  John  R.  Tkach,  M.D.  Educational  Trust, 
1459  So.  Elizabeth  St.,  Denver,  Colorado  80210, 
and  must  be  received  no  later  than  June  7,  1974.  A 
representative  of  the  Trust  will  interview  appli- 
cants in  Cuzco  around  June  16,  1974. 


University  of  Utah  Medical  Center 

Studies  on  Infant  Breathing 

A $42,346  clinical  research  grant  for  studies 
involving  the  use  of  pressurized  air  in  helping  in- 
fants breathe  has  been  awarded  to  three  Univer- 
sity of  Utah  Medical  Center  researchers  by  the 
National  Foundation-March  of  Dimes.  The  two- 
year  grant  was  given  to  August  L.  Jimg,  MD,  di- 
rector of  the  Intermountain  Newborn  Intensive 
Care  Unit;  Stephen  O.  Atherton,  MD,  associate 
director;  and  Peter  Richardson,  a chemical  engi- 
neer associated  with  the  unit. 

Their  studies  involving  the  use  of  pressurized 
air  will  be  instrumental  in  improving  the  treat- 
ment of  infants  whose  lungs  at  birth  are  not  ready 
for  the  task  of  breathing. 

Joseph  F.  Nee,  president  of  the  granting 
agency,  said  respiratory  distress  syndrome  (RDS, 
also  known  as  hyaline  membrane  disease)  kills 
25,000-50,000  newborn  babies  each  year  in  the 
United  States. 

Mr.  Nee  said  a baby  whose  lungs  are  imma- 
ture at  birth  may  suffer  oxygen  starvation,  strain 
on  the  heart  and  other  complications  that  lead  to 
death. 

A recent  technic  known  as  CPPB  (for  con- 
tinuous positive-pressure  breathing)  pumps  pres- 
surized air  directly  into  the  baby  to  keep  undevel- 
oped lungs  more  fully  expanded.  This  helps 
diffusion  of  oxygen  into  the  lungs. 

Mr.  Nee  said  that  although  CPPB  has  won  in- 
creasing acceptance  as  a lifesaving  innovation, 
further  study  is  needed  to  clarify  its  physiological 
effects  and  long-term  safety. 

The  research  team  will  measure  lung  function 
and  blood  oxygen  and  CO2  levels  in  infants  receiv- 
ing CPPB  treatment  for  RDS  and  other  lung 
disorders.  In  addition,  team  members  will  try  to 
refine  existing  methods  of  monitoring  an  infant’s 
response  to  CPPB  treatment,  so  that  treatment 
can  be  tailored  to  each  baby’s  level  of  stress  and 
metabolism. 
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Colorado 

Walter  M.  Boyd,  MD,  died  Thursday,  February 
7,  1974  at  the  age  of  65  in  the  Weld  County  Hos- 
pital, Greeley,  Colorado.  He  was  born  March  12, 
1908  in  Menoken,  North  Dakota,  and  received  his 
elementary  education  in  the  public  schools  of  Bis- 
marck, N.D.  He  attended  Jamestown  Academy 
then  Jamestown  College,  at  Jamestown,  N.D.,  re- 
ceiving BA  and  BS  degrees  in  1931.  He  attended 
the  University  of  Colorado  School  of  Medicine,  re- 
ceiving his  degree  in  1935.  He  served  a rotating 
internship  followed  by  a Residency  in  general 
surgery  at  the  University  of  Colorado  Medical 
Center.  He  practiced  in  Boulder  and  Louisville, 
Colorado  after  his  residency  until  he  went  into 
military  service  in  1942.  He  was  released  from 
service  in  February  1946  after  having  spent  28 
months  in  the  Southwest  Pacific  theatre  of  op- 
erations. 

Following  the  war,  Doctor  Boyd  took  14  months 
of  graduate  training  in  general  and  thoracic  sur- 
gery at  the  Mt.  Alto  Veterans  Administration  Hos- 
pital, Washington,  D.C.,  then  remained  on  as  a 
member  of  the  staff  of  that  institution  until  Sep- 
tember 1950  when  he  moved  to  Greeley  and  es- 
tablished his  practice  in  general  and  thoracic  sur- 
gery. 

Doctor  Boyd  was  a member  of  the  Weld  County 
and  Colorado  Medical  Societies,  and  of  the  Amer- 
ican Medical  Association.  He  was  a trustee  of  the 
Weld  County  Medical  Society  and  served  on  the 
grievance  committee  of  the  organization.  He  was 
an  alternate  delegate  to  the  A.M.A.  from  the  Colo- 
rado Medical  Society.  During  1942  he  served  as 
president  of  the  Boulder  County  Medical  Society. 
He  belonged  to  the  Southwest  Surgical  Society, 
was  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Denver  Academy  of  Surgery. 
He  was  a member  of  the  Phi  Rho  Sigma  medical 
fraternity,  a Mason,  and  a member  of  Elks  Lodge 
Number  809.  He  was  a member  of  the  Active  Staff 
of  Weld  County  General  Hospital.  He  held  the 
faculty  rank  of  Clinical  Instructor  in  Surgery  at 
the  University  of  Colorado  School  of  Medicine 
from  1948  to  1952. 

Doctor  Boyd  received  the  National  Service 
Award  of  the  American  Cancer  Society  in  1965 
for  his  noteworthy  contributions  to  that  organiza- 
tion. 

In  June  1941  he  was  married  to  Marion  Lenore 
Lippert  in  Raton,  New  Mexico.  Mrs.  Boyd  sur- 
vives Doctor  Boyd  as  do  two  daughters,  Mrs.  F. 
Scott  (Patricia)  Thomas  of  Greeley,  and  Mrs. 
Michael  Dean  (Janet)  De  Witt,  of  Paducah,  Ken- 
tucky. Other  survivors  include  two  sisters,  a 
brother,  and  three  grandchildren. 


Rene  Rodriguez,  MD,  of  Denver,  died  in  St. 
Anthony  Hospital  on  Tuesday,  March  19,  1974 
after  a seventeen-year  struggle  against  cancer. 
He  was  honorary  consul  general  of  the  Dominican 
Republic  for  the  Rocky  Mountain  area.  Bom  De- 
cember 31,  1899  in  Santo  Domingo,  Dominican 
Republic,  he  was  educated  in  private  schools  in 
the  eastern  United  States,  Seaton  Hall  in  New 
Jersey  being  the  principal  one.  He  received  a 
Ph.B.  degree  from  Notre  Dame  University  in  In- 
diana in  1918.  His  medical  degree  was  from  the 
University  of  Santo  Domingo  Faculty  of  Medicine, 
Dominican  Republic,  awarded  in  1929.  After  an 
internship  in  Hospital  Padre  Billini,  Dominican 
Republic,  he  opened  an  office  for  general  practice 
in  Denver.  In  1946  he  moved  his  office  to  2266 
Broadway,  and  restricted  his  practice  largely  to 
obstetrics  and  gynecology. 

Doctor  Rodriguez  was  a member  of  the  Den- 
ver and  Colorado  Medical  Societies  and  the  Amer- 
ican Medical  Association.  He  belonged  to  the 
American  Academy  of  General  Practice  and  the 
Obstetrical  and  Gynecological  Section  of  the  In- 
ternational College  of  Surgeons.  He  is  a member 
of  the  Notre  Dame  Club  of  Denver,  the  Denver 
Athletic  Club,  International  House,  the  Lakewood 
Country  Club,  and  the  Denver  Chamber  of  Com- 
merce. Just  recently  he  was  named  honorary  con- 
sul of  the  year  by  the  International  Consular 
Academy.  He  was  a member  of  the  Colorado  gov- 
ernor’s Judicial  District  Nominating  Committee 
which  has  the  function  of  recommending  individ- 
uals for  judgeship  appointments. 

In  1934  Doctor  Rodriguez  was  married  to 
Justine  Sarkisian  of  Denver.  Mrs.  Rodriguez  sur- 
vives him  as  do  three  daughters,  Mrs.  Lillian 
Chadwick  of  Tacoma,  Washington;  Mrs.  Dedee 
Rodriguez  of  Denver;  and  Mrs.  Junee  Kirk  of 
Aspen,  Colorado.  Also  surviving  are  three  sisters 
and  a brother,  residing  in  the  Dominican  Republic. 


Utah 

Leslie  J.  Paul,  MD,  a Salt  Lake  City  physician 
and  surgeon  for  over  60  years,  died  at  his  home  on 
April  16,  1974. 

Born  in  Salt  Lake  City  in  1890,  Doctor  Paul 
attended  local  schools  and  graduated  from  the 
University  of  Utah  in  1913  with  a two-year  med- 
ical certificate.  He  then  entered  Western  Reserve 
University  in  Cleveland,  receiving  his  M.D.  in 
1916.  He  served  as  a First  Lieutenant  in  the  Med- 
ical Corps  during  World  War  I and  as  a Colonel 
in  the  Medical  Corps  during  World  War  II. 

During  his  many  years  of  practice  in  Utah, 
Doctor  Paul  served  not  only  his  patients,  but  also 
the  entire  community.  He  was  a member  of  the 
volunteer  clinical  faculty  of  the  University  of  Utah 
College  of  Medicine  and  was  a participant  with 
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the  Red  Cross,  various  civil  defense  committees, 
the  Rotary  Club  and  the  V.A.  hospital.  He  worked 
with  the  Community  Nursing  Service,  Blue  Shield, 
the  Odyssey  House,  and  the  Governor’s  Committee 
on  Drug  Abuse.  He  was  an  active  member  of  the 
American  College  of  Surgeons,  the  Utah  Chapter 
of  the  American  College  of  Surgeons,  the  Salt 
Lake  County  Surgical  Society,  the  Utah  State 
Medical  Association,  and  the  American  Medical 
Association. 

Doctor  Paul  is  survived  by  a son  and  two 
daughters:  Leslie  Dixon  Paul  and  Virginia  Paul 
Kelson  of  Salt  Lake  City,  and  Jean  Paul  Heath 
of  Sunnyvale,  California.  He  is  also  survived  by 
two  brothers:  Dr.  James  P.  Paul  of  York,  Pennsyl- 
vania, and  George  W.  Paul  of  Salt  Lake  City. 


You  Can  Order 
REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable 

for  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1601  East  19th  Avenue 
Denver,  Colorado  80218 


PRESENTING 

THE  TERRAWEST  TERRACE  BUILDING 

PHASE  II 


Located  at  6901  South  Yosemite,  Denver 


Designed  for  your  convenience  — conceived  for  your  comfort! 

Brick  highlights  a light-textured,  airy  atmosphere 
Private  entrances  . . . ample  off  street  parking  . . . beautiful 
mountain  views  . . . pharmacy  available  — details  to  satisfy 

Call  (303)  770-3480  THE  TERRAWEST  COMPANY 


for  May  1974 
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What’s  (Ml  your 
patient’s  &ce... 

may  be  more  imi>ortant  than 
his  chief  complaint 


Patient  P.T.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  PT*  seen  on 
6/ 12/67, seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


r 


I The  lesions  on  his  face 
I are  solar/actinic— 
so-called  "senile”  keratoses... 

1 and  they  may  be  premalignant. 


! Solar,  actinic  or  senile  keratoses 

I These  lesions  may  be  called  by  several  names,  but  they 
I usually  can  be  identified  by  the  following  characteris- 
} tics.  The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
I brownish  or  reddish  color,  papular,  dry,  rough,  adherent 
and  sharply  defined.  They  commonly  occur  as  multiple 
I lesions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy- 
selectivity  of  response 

After  several  days  of  therapy  with  Ef udex®  (fluorouracil) , 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
this  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 


Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is  par- 
ticularly important  with  multiple  facial  lesions.  Efudex 
should  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
faihng  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scahng,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


This  patient’s  lesions  were  resolved  with 

Efudex* 

fluorouracil/Roche 

5%cream/solution...a  Roche  exclusive 


there  a need 


foradrug 
compendium? 

■ a Hri  iry  intollIocin^ 


Adrugcompendiun 
of  the  type  I envision 
would  fill  a definite 
need  for  the  practici 
ing  physician.  Suchi| 
compendium  woukj 
give  him  all  the 
information  nec-( 
essary  for  usinji 
a drug  intelligently,  and  it  would 


do  so  in  a clear,  concise,  con- 
venient, objective  and  balanced 
fashion. 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 
Secretary  for  Health 
Department  of  Health, 
Education  and  Welfare 


What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use  it: 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefits 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reaction*, 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fact 
a complete  compendium  with  corr 
pleteand  current  information 
might  even  eliminate  the  necessit;! 


Maker  of  Medicine 


Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


A drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal,  in 
sponsorship.  They  should  contain 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  year 


Dial(^e 


Function  of  a Compendium 

A compendium  should  fur- 
nish the  following  information  on 
drugs  in  the  followingorder:  indicc 
tions  for  use,  side  effects,  adverse 
drug  reactions,  contraindications, 
drug  interactions,  drug  dosage  an 
the  dosage  forms  marketed.  Drug 
prices  should  not  be  included  be- 
cause they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  set 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  phy 
sician  to  decide,  whether  on  the 
basis  of  the  medical  literature,  his 
own  clinical  experience,  advice  of 
colleagues,  information  supplied 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctor  o 
howto  use  drugs.  Rather,  it  must 
be  a reference  source  designed  pr 
marily  to  refresh  his  memory  as  tc 
drugs  he  may  not  use  regularly.  It 


for  a package  insert  in  many  in- 
stances. This  would  constitute  a 
substantial  saving  for  the  manu- 
facturer. 

By  a complete  compendium, 

: I do  not  mean  a volume  of  prohibi- 
tive size.  You  don’t  need  a book 
describing  25,000  products  with 
an  enormous  amount  of  repetition. 
Rather,  drugs  should  be  arranged 
by  class.  Mutually  applicable  infor- 
mation would  be  provided,  along 
with  brief  discussions  pinpointing 
differences  in  specific  drugs  of 
that  class.  Listings  would  be  cross- 
indexed  in  a useful  way. 

Other  Available  Documents  as 
Sources  of  Information 

Existing  references  such  as 
PDR  and  the  AMA  Drug  Evaluation 
are  obviously  useful  but  they  are 
incomplete.  Either  they  are  not 
cross-referenced  by  generic  name 
and  do  not  group  drugs  with  simi- 
( lar  characteristics,  or  they  do  not 
!:  list  all  the  available  and  legally 
marketed  drugs.  And  some  of 
those  omitted  may  be  very  useful. 


should  in  no  way  imply  control  over 
the  practitioner’s  prerogatives. 

Why  Another  Compendium? 

A practicable,  single-volume 
compendium  cannot,  nor  is  it 
necessary  to,  include  all  drugs  on 
. the  market  today.  From  my  prac- 
' tice  of  internal  medicine  for  some 
15  years,  my  experience  as  a con- 
i' sultant,  and  as  a faculty  member 
I of  four  or  five  medical  schools,  I 
( would  estimate  that  a doctor  uses 
' only  30  to  35  drugs  regularly.  The 
I 1972  Physicians’ Desk  Reference, 

I incidentally,  contained  about 
' 2,500  entries. 

i Asto  whether  there  should  be 
I a federal  compendium,  in  my  opin- 
I ion,  as  stated  earlier,  the  answer  is 
I easy— there  should  not  be  one.  The 
j proposal  assumes  that  existing 
j compendia  are  inadequate.  We’re 
I not  sure  of  that  at  all.  Whatever  its 
1 imperfections,  the  present  drug 
i information  system  in  the  U.S.  is 
I open,  multifaceted,  pluralistic  and 
j extensive.  Good  compendia  exist, 
as  well  as  other  ample  sources  on 
drug  therapy,  ranging  from  journal 
literature  through  AMA  Drug  Evalu- 
ation to  company  materials.  Not 
all  physicians  may  use  such 
sources  as  often  or  as  well  as  they 
should,  but  that  is  the  fault  of  the 
man,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


On the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


duce  another  book,  it  makes  much 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level— a most 
dangerous  trend  for  medicine. 

New  Compendium— A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


OPPORTUNITY  KNOCKS 


An  ideal  situation  for  the  high-class  clinic  such  as  Denver  needs.  Imagine  a 
secluded  retirement  facility  with  those  essential  elements,  clean  air  and  water. 
Space  for  a large  rest  and  recreation  area  with  all  the  special  care  required. 

My  565-acre  mountain  ranch  is  just  the  place  for  such  an  operation.  Stream, 
water  rights.  County  road  to  property.  49  miles  from  Denver.  Borders  National 
Forest.  Large  native  stone  house.  No  zoning  problems. 

ELK-HORN  RANCH 

Owner 

RR  #1,  Box  114 
Pine,  Colorado  80470 


NEBRASKA  NEEDS  PSYCHIATRISTS! 

Our  state  has  just  passed  a state  comprehensive  mental  health  center  act.  We  now  need  psychi- 
atrists for  our  twelve  community  mental  health  centers.  Competitive  salaries,  liberal  fringe  benefits, 
exciting  opportunity  to  be  innovative,  and  develop  own  style  in  scenic  state  with  many  year-round 
recreational  areas;  friendly,  well-educated  people,  high  living  standards,  both  urban  and  rural 
settings  available.  Excellent  school  systems;  good  place  to  raise  children  and  family.  Equal  Op- 
portunity Employer.  Contact  Franklin  D.  Master,  M.D.,  Department  of  Public  Institutions,  P.O.  Box 
94728,  Lincoln,  Nebraska  68509  or  telephone  at  (402)  477-3971,  Extension  303. 


LOCATE  IN  THE  GROWING  CITY  OF  AURORA 

OFFICE  SUITES  FOR  LEASE 
SMALL  AND  LARGE  SPACES 

Most  Attractive  Leasing  Arrangements 

A Modern  Building  of  Colonial  Design  Call’  Mr  Francls  GrO’Ve 

near  the  Center  of  Aurora 

Air  conditioned 

AURORA  MEDICAL-DENTAL  ARTS  BUILDING 

164G-56-66  ELMIRA  STREET 
AURORA,  COLORADO  80010 


(303)  341-9794 
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University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

DIAGNOSTIC  ULTRASOUND 
Boulder,  Colorado 
May  27-31,  1974 


% 

FAMILY  PRACTICE  REVIEW 

YMCA  Conference  Center,  Estes  Park,  Colorado 

June  10-15,  1974 


American  College  of  Chest  Physicians 

CRITICAL  CARE  MEDICINE— THE  NURSE, 
THE  THERAPIST,  THE  PHYSICIAN 

St.  Anthony  Hospital,  Denver,  Colorado 

May  23-24,  1974 

Contact:  D.  Boyd  Bigelow,  MD,  St.  Anthony 
Hospital,  Denver,  Colorado  80204. 


The  National  Asthma  Center 
SYMPOSIUM  ON  ASTHMA 
Denver  Hilton  Hotel,  Denver,  Colorado 
May  22-24,  1974 

Contact:  Elliott  Middleton,  Jr.,  MD,  National 
Asthma  Center,  1999  Julian  Street,  Denver,  Colo- 
rado 80204. 


:):  % lit  :|c 

TENTH  ANNUAL  POSTGRADUATE  COURSE 
IN  INTERNAL  MEDICINE 

YMCA  Conference  Center,  Estes  Park,  Colorado 

July  15-19,  1974 

* * * * 


American  Medical  Association 
123RD  ANNUAL  CONVENTION 
McCormick  Place,  Chicago,  Illinois 
June  22-26,  1974 


PEDIATRICS 

The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 
July  28-31,  1974 

♦ * ♦ * * 

PERINATAL  MEDICINE 
Snowmass-at-Aspen,  Colorado 
August  12-16,  1974 

Contact:  Office  of  Postgraduate  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 


Utah  State  Hospital 
and  Utah  State  University 

FIFTH  ANNUAL  HOSPITAL  INSTITUTE 
Utah  State  Hospital,  Provo,  Utah 

May  14-16,  1974 

Contact:  Darrell  L.  Cheney,  P.O.  Box  270, 
Provo,  Utah  84601. 


British  Council  for  Rehahilitation 
of  the  Disabled 

FIFTH  INTERNATIONAL  SEMINAR  & 
EXHIBITION 

Central  Hall  Westminster,  London,  S.W.  1 
July  1-5,  1974 

Contact:  Conference  Secretary,  REHAB,  Ta- 
vistock House  (South),  Tavistock  Square,  London, 
WCiH,  9LB. 


International  Academy  of  Chest  Physicians 
and  Surgeons  and  Surgeons  Affiliated  with 
the  American  College  of  Chest  Physicians 

XH  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST 

Royal  Festival  Hall,  London 

July  7-12,  1974 

Contact:  Bradford  W.  Claxton,  American  Col- 
lege of  Chest  Physicians,  112  East  Chestnut  St., 
Chicago,  Illinois  60611. 


for  May  1974 


307 


WYOMING  POSTGRADUATE  ALLERGY 
COURSE,  INC. 

Jackson  Lake  Lodge,  Jackson,  Wyoming 
July  14-15,  1974 

Contact;  Russell  I.  Williams,  MD,  1605  East 
19th  St.,  Cheyenne,  Wyoming  82001. 


The  American  Academy  of  Family  Physicians 
17TH  ANNUAL  RUIDOSO  SUMMER  CLINIC 
Chaparral  Motel,  Ruidoso,  New  Mexico 
July  15-18,  1974 

Contact:  Bob  Reid,  P.O.  Box  456,  Sunland 
Park,  New  Mexico  88063. 


The  American  Society  for 
Surgery  of  the  Hand 

THE  CHARLEY  J.  SMYTH,  M.D.  SEMINAR  ON 
RHEUMATIC  AND  ARTHRITIC  CONDITIONS 
OF  THE  UPPER  EXTREMITY 

Kiandra/Talisman  Lodge,  Vail,  Colorado 

July  24-27,  1974 

Contact:  John  A.  Boswick,  Jr.,  MD,  4200  East 
9th  Avenue,  Box  2414,  Denver,  Colorado  80220. 


American  College  of  Surgeons. 

Montana-\^  yoming  Chapter 

ANNUAL  SUMMER  MEETING 
Big  Sky,  Montana 
August  8-10,  1974 

Contact:  David  R.  Klein,  MD,  1231  North  29th 
Street,  Billings,  Montana  59101. 


Beth  Israel  Hospital 
ASPEN  MUSHROOM  CONFERENCE 
Snowmass-at-Aspen,  Colorado 
August  26-30,  1974 

Contact:  Barbara  Silvastain,  Beth  Israel  Hos- 
pital, W.  17th  Avenue  and  Lowell  Boulevard,  Den- 
ver, Colorado  80204. 


Rondomycin 

(methac^line  HCI) 


CONTRAINDICATIONS;  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  tor  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  theiranticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia.  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  lour  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  Information. 

Rev.  6/73 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.g 

[melihacvciine  HCI] 


Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Medical  Condominiums 


..  .A  New  Concept  in  Medical  Offices 


* Doctor-Otviied  and  Controlled 

* Planned  Monorail  Connecting 

St.  Joseph  and  Presbyterian  Hospitals 

* Custom-Designed 

* Ten-Story,  100,000  square  foot 
Facility 

* Convenient  Location 


* Convert  Rent  Expense  Into  Equity 

* Flexibility  in  Pension  and 
Profit-Sharing  Plans 

* Excellent  Investment 

* Parking  for  400  Cars 

* Available  for  Occupancy  Early  1976 


Available  Services: 

* Pharmacy 

* Exercise  Facilities 

* Telephone 
Answering 
Services 

* Employment  Service 

* Medical 
Transcription 

* Billing  Services 

* Print  Shop 


MIDTOWN  MEDICAL  CENTER 

Between  19th  and  20th  Avenues  on  Franklin  Street 

For  Information:  Call  Professional  Services  Corporation 

(303 ) 893-5333 
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WANT  ADS 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver).  (303)  922-3525. 

873-5-TFB 


ALLERGIST  NEIEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(303)  922-3525  (Southwest  Denver).  873-6-TFB 


FOR  SALE — 2-Doctor  building  plus  dental  office,  4 patient 
rooms,  business  office,  reception  room,  laboratory.  X-ray 
and  developing  room.  Air  conditioned,  3 baths  (one  private), 
all  equipment  inc.  EKG.  North  area — ready  to  go.  Call  Mrs. 
McLaughlin.  MCLAUGHLIN  & CO..  INC.  6411  E.  Colfax 
Ave.,  Denver.  Colorado  80220.  (303)  377-2771.  1273-7-TFB 


FOR  LEASE — Front  Range  Medical  Arts  Building.  84th  and 
Bryant,  adjacent  to  St.  Anthony’s  North  Hospital.  Two  610 
sq.  ft.  suites  available  now.  8 suites  ready  to  be  built  to 
specification.  Call  Mrs.  McLaughlin,  MCLAUGHLIN  & CO., 
INC.,  6411  E.  Colfax  Ave.,  Denver.  Colorado  80220.  (303)  377- 
2771.  1273-8-TFB 


SEMI-RETIRED  FAMILY  PRACTITIONER  or  internist  wanted 
for  part-time  practice  at  Lake  Tahoe.  Nevada  license  re- 
quired. Write:  Harry  W.  Weigel,  M.D.,  P.O.  Drawer  3189, 
Incline  Village,  NV  89450  or  call:  (702)  831-0420.  474-1-3 


BROOMFIELD,  COLORADO.  1800  square  feet  available  in 
medical  building  suitable  for  General  Practitioner  or  ophthal- 
mologist. Latter  moving  April  1st.  Air  conditioned.  Contact: 
Leon  L.  Gordon,  MD.,  (303)  665-5577,  or  see  at  11950  Quay  St., 
Broomfield,  Colorado  80020.  474-3-2B 


GENERALIST  PHYSICIAN,  age  46;  w/Colorado  license;  mar- 
ried, family  grown;  available  for  consultation/employment 
industrial  med;  insurance  medical  department;  employee/ 
student  health;  public  health,  preventive  medicine.  Consider 
full  or  part  time.  Expert  medical  writing  for  general/profes- 
sional readers.  P.O.  Box  36204,  Denver,  Colorado,  80236. 

474-6-3B 


INTERNIST.  Board  qualified  or  Generalist  with  solid  medical 
background.  Needed  for  active  96  bed  GM&S  Veterans  Ad- 
ministration Hospital,  well  equipped  and  staffed,  with  excel- 
lent library  and  consultants.  Competitive  starting  salary;  ex- 
cellent fringe  benefits;  will  pay  travel  and  moving  expenses. 
Equal  opportunity  employer;  licensure  required  in  one  of  the 
fifty  states  or  Dist.  of  Columbia;  abundant  outdoor  recreation; 
pleasant  climate  with  clean  air  in  attractive  peaceful  western 
city  of  10,000.  Inquire:  Frank  R.  Mohs,  M.D.,  Chief  of  Staff, 
VA  Hospital,  Miles  City,  MT  59301,  or  call  collect  (406) 
232-3060,  Ext.  11.  574-5-3B 


FOR  SALE:  Decker  Culdoscope;  Kidde  tubal  insufflator  with 
carbon  dioxide.  Perfect  condition.  Pergonal;  35  mm.  camera 
(with  all  the  equipment  necessary),  designed  for  photograph- 
ing the  cervix.  Especially  good  for  use  with  Colposcope — 
also  perfect  condition.  Contact:  Dr.  Helen  Maytum,  3163  So. 
Columbine  St.,  Denver,  Colorado  80210.  Call:  (303)  756-2656. 

574-1-2 


OPENINGS  FOR  A FAMILY  PRACTITIONER  AND  GENERAL 
INTERNIST  in  SE  Denver  medical  group.  12  full-time  physi- 
cians including  1 fulltime  family  practitioner  and  five  in- 
ternists. Guaranteed  income  1st  year,  followed  by  partnership 
if  mutually  satisfactory.  Write  or  call  Theodore  K.  Gleichman, 
M.D.,  University  Park  Medical  Clinic,  1919  South  University 
Boulevard,  80210,  (303)  744-2701.  574-7-3 


SUITE  IN  MEDICAL  BUILDING.  1100  sq.  ft.  West  Denver 
location,  with  view  of  Sloan’s  Lake  and  mountains.  Car- 
peted. Partially  furnished.  Leased  to  10/75.  Sublet  or  take 
over  lease.  Call  (303)  825-1224  between  9:00  A.M.  and  4:00 
P.M.  Weakdays.  474-8-3B 


OWNER  WILL  FINANCE  excellent  land  investment  just 
North  of  Colorado  Springs  near  Air  Force  Academy.  Low 
down  payment  — flexible  terms,  33  acres  for  just  $50,000. 
Excellent  opportunity  for  young  professional  just  getting 
started.  Call  Gloria  Armstrong,  Armstrong-Holmstead  Realtors, 
P.O.  Box  2388,  Boulder,  Colorado  80302,  or  Phone  (303) 
449-6900.  474-9-3B 


EXCELLENT  OPPORTUNITY  for  General  Practitioner  and 
specialists  at  Arvada  Medical  Center.  Well-developed  com- 
munity. An  ideal  situation  for  a doctor  to  develop  his  own 
practice  rapidiy.  Per  information  call  Dr.  Leon  Sherman. 
(303)  421-2240.  474-I3-3B 


PHYSICIANS  WANTED.  Two  men  to  join  nine-man  multi- 
specialty group  in  scenic  Glenwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact:  Dr.  Orrie  Clemens  or  Dr.  G.  "Thomas 
Morton,  Glenwood  Medical  Associates,  1905  Blake,  Glenwood 
Springs,  Colorado  81601,  or  call  (303)  945-5441.  374-4-TFB 


WANTED:  ASSOCIATE,  General  Practitioner  or  Family  Prac- 
titioner. Suburban  area  of  NW  Denver,  Colorado.  Write: 
Donald  E.  Zimmerman,  M.D,,  7290  Samuel  Drive,  Denver, 
Colorado  80221.  Call'  (303)  427-1411.  374-5-3 


PEDIATRICIAN  for  Aspen,  Colorado,  mixed  corporate  group 
of  GP’s  and  specialists  with  no  pediatrician.  Percentage 
of  gross  ■with  minimum  guarantee  leading  to  stock  options. 
Contact:  D.  L.  McMillan,  M.D.,  Box  660,  Aspen,  Colorado 
81611.  374-7-3B 


NEW  MEDICAL  DENTAL  BUILDING  in  prime  Southeast 
Denver  location  adjacent  to  new  Southglenn  Shopping  Cen- 
ter. Design  your  suite  to  fit  your  needs.  Suite  finishing  allow- 
ance. Completion  date,  February  1974.  Contact  J.  A.  Murlin, 
5500  E.  Yale  Ave.,  Denver,  80222  or  call:  (303)  757-7471. 

374-8-3B 


BLACK  HILLS— FAMILY  PRACTITIONERS  NEEDED  for 
rural  community,  3,000  population.  16  bed  general  hospital. 
80  bed  nursing  home,  good  schools,  40  minutes  from  larger 
medical  center,  18  miles  from  Mt.  Rushmore.  Located  in  the 
heart  of  vacation  land,  in  the  Black  Hills.  Contact:  D.  C. 
Kanwischer,  Administrator  Custer  Community  Hospital, 
Box  272,  Custer.  South  Dakota  57730,  or  call:  (605)  673-2229. 

274-1-4B 


OPHTHALMOLOGIST.  Due  to  sudden  death,  growing  oph- 
thalmology practice  availabie  in  Billings,  Montana.  Modern 
office  with  latest  and  finest  equipment.  Opportunity  fer  doctor 
who  is  interested  in  retina,  as  this  practice  has  a strong 
retina  emphasis,  with  referrals  from  outlying  areas.  Argon 
laser  available  in  adjacent  hospital.  Write:  Mrs.  David  Fink, 
2506  Wildwood  Way,  Billings,  Montana,  59101  or  call  (406) 
252-8022.  474-10-3 


WANTED:  Physicians  interested  in  employing  a Physician’s 
assistant.  Top  qualifications  and  references.  AMA  approved 
school  graduate.  Contact:  David  E.  Larson,  600  W.  Arnold, 
Marshfield,  Wisconsin  54449.  474-11-3B 


WESTERN  COLORADO  — Well-trained  family  physician  to 
join  established  partnership  in  active  and  challenging  rural 
family  practice  with  open  hospital  privileges  according  to 
capabilities.  Reply  with  full  curriculum  vitae  to  Box  474-12-4. 
Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue. 
Denver,  Colorado  80218.  474-12-3 


EXCELLENT  OPPORTUNITIES  in  prime  location  in  North- 
glenn (Suburb  of  Denver).  Low  medical  population.  Mod- 
erate rentals.  Specialists  needed.  Building  designed  with  ad- 
vanced ecological  concepts  for  fuel  conservation.  Call  Dr.  John 
Fischer:  (303)  452-2766.  574-2-3B 


NEW  AND  USED  MEDICAL  EQUIPMENT,  including  X-ray. 

Bought,  sold,  leased,  repaired.  Used,  an(i  obsolete  medical 
equipment  accepted  as  trade-ins.  Plaza  Medical,  Inc.,  7683  E. 
Jefferson  Drive,  Denver,  Colorado  80110.  Call:  (303)  771-6210. 

574-3-3B 


MEMBER  AAFP— INTERNIST  AVAILABLE  to  cover  your 
practice  for  two  to  six  weeks  anytime  during  July,  August, 
September,  or  October.  Must  be  in  mountain  area  of  Colo- 
rado. Reply  to  Box  574-4-lB,  Rocky  Mountain  Medical  Jour- 
nal. 1601  E.  19th  Avenue.  Denver,  Colorado  80218.  574-4-lB 


PEDIATRICIAN  NEEDED  to  share  established  practice  in 
Boulder,  Colorado.  Call  M.  Gehres,  M.D.  collect  at  (303) 
443-8880.  574-6-TF 
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Green  Gables  Professional  Pork 

Jewell  and  Pierce,  Lakewood,  Colo.  (Southwest  Denver) 


FOR  LEASE 


MEDICAL  SPACE 

(Courtyard  Entrances) 


• Located  in  Jefferson  County, 
Colorado's  most  rapidly 
growing  county. 
• Lowest  medical  population 
in  Metro  Denver. 


1880  So.  Pierce 
Suite  #4 

Lakewood,  Colorado  80226 
Phone:  (303)  934-2166 


Suites  from  960-2560  square  feet  to  accommodate 
25  physicians  in  single  and  associate  practices 


• Easy  access 
• Generous  parking 
• Laboratory  and  Radiologist 
• Pharmacy 
• Immediate  Occupancy 
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Wallace  Pharmaceuticals 
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ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  1 4th  Street 
Denver  80202 


Telephone 

534-87I4 
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Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Phtients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiration 
should  be  applied  until  the  dmg  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  this 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenced 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  be 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerative 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  may 


Therapeutic  comparisons 
in  peptic  ulcer. 

Antacids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


Pro-Banthine"  has  four. 

brand  of  .11.  1 .1 

propantheline  bromide 


Antacids: 

Antacids  relieve  ulcer  pain  by  neutralizing  gastric 
acid.  This  action  is  relatively  short-lived  and  they  have 
no  other  mode  of  action. 

Pro-Banthine: 

Pro-Banthme  suppresses  gastric  acid 
secretion.  The  antisecretory  properties  of 
Pro-Banthine  are  well  established.  By  effectively 
blocking  vagotonic  impulses  Pro-Banthine  suppresses 
gastric  secretion  to  reduce  both  total  and  free  acid. 

Pro-Banthine  helps  relieve  pain. 

Pro-Banthine  relieves  ulcer  pain  by  reducing  gastric 
secretion  and  the  motility  and  spasm  of  the 
gastrointestinal  tract. 


Pro-Banthine  reduces  acidity  without 
subsequent  acid  rebound.The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours.*  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

‘Innes,  I.  R.,and  Nickerson, M.,  in  Goodman,  L.  S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York, The  Macmillan  Company, 
1970,  p.  537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


, occur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
■ adverse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 

1 insomnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
.tion,  impotence  and  allergic  dermatitis. 

I Dosage  and  Administration:  The  recommended  daily  dosage  for  adult 
[oral  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
[quent  adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
I made. 

(Pro-Banthine  P.A.— Each  tablet  of  Pro-Banthine  RA.  (propantheline 
(bromide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthme  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthme  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
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THE  THRILL  IS  BACK 


LOOK  FOR  THE  BEST! 


ONLY  THE  BEST  CA^  SATISFY  THE  SEARCH 
FOR  EXCELLENCE 

THE  LESS-THAN-EXCELLENT  IS  LESS-TH AN -RIGHT ! 

BEFORE  GIVING  VP  THE  SHIP, 

TAKE  VP  THE  SHIP  OF  EXCELLENCE  - 

THE  TURBO  VIKING  IS  THE  ONE. 

We  Build  the  Custom-Crafted  Bellanca  Viking.  Take  it  up  to  25,000  feet  at 
225  MPH  to  sense  its  "Twin -Engine"  performance.  This  is  a single-engine 
300  HP  Plane,  selling  for  $10,000  to  $25,000,  below  anything  in  its  class. 

Inquire  into  our  Ambassador  Program  for  Full  Tax  Shelter  as  well  as  Income  — 
Find  out  why  Bellanca  is  now  NUMBER  THREE  in  the  world  in  Single  Engine 
Production. 

FLY  THE  CITABRIA 

The  only  production  utility-sport  AEIROBATIC  plane  in  the  U.S. 

See  it  all  at  the  foot  of  the  Rockies  — Boulder  Municipal  Airport,  main  terminal 

AARDVARK  AERO  ASSOCIATES,  INC. 

CALL;  (303)  442-3131 
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When  G.L 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  gastrointesti-  ^ 
nal  function.  Excessive  anxiety  and  tension  can 
adversely  affect  the  function  of  any  portion  of  the 
gastrointestinal  system.  Complaints  are  varied,  e.g., 
epigastric  pressure,  heartburn,  ulcerdike  pain,  diar- 
rhea,  etc.  A vicious  circle  may  develop  in  which  '' 
anxiety  and  G.L  disorders  intensify  each  other. 

Prime  objectives  of  total  patient  therapy  in-  ' 
elude:  symptomatic  relief,  removal  of  apprehensions 
about  organic  disease  and  helping  the  patient  un- 
derstand how  excessive  anxietv  may  trigger  physical 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with-  ' 
drawal  symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of  ' 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 


icomplaints.  Brief  counseling  and  the  utilization  of 
Ifavorable  factors  in  the  patient’s  personality  and 
! environment  can  often  provide  needed  support. 

Antianxiety  therapy  Antianxiety  medica- 
ition  may  prove  a valuable  supplement  when  coun- 
jseling  and  reassurance  are  not  sufficient  to  allay 
I the  patient’s  emotional  distress  and  relieve  his 
anxiety-provoked  physical  complaints.  The  agent 
prescribed  should  be  both  clinically  effective  and 
generally  free  from  undesirable  side  effects. 
Librium  (chlordiazepoxide  HCl)  meets  these  re- 
I quirements  with  a high  degree  of  consistency,  and 
has  a wide  margin  of  safety  and  an  excellent  record 
of  patient  acceptance. 

Whenever  anxiety  is  a clinically  significant 
factor,  adjunctive  Librium  is  used  concomitantly 
with  specific  gastrointestinal  drugs  such  as  anti- 
cholinergic agents.  Once  anxiety  has  been  reduced 
to  appropriate  levels,  treatment  with  Librium 
should  be  discontinued. 


For  relief  of 
excessive  anxiety 

adjunctive 

Libriumr  lOmg 

(chlordiazepoxide  HCl) 
lor  2 capsules  ta.d./q.Ld. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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page  from  Don  Miller's  album. 
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Bio-Science 


Reports 


Serum  Parathyroid 
Hormone  as  a 
Diagnostic  Aid 

An  accurate  measurement  of  the  serum  level  of 
parathyroid  hormone  (PTH)  \A/ith  results  reported  from 
the  laboratory  within  about  ten  days  is  now  available. 
The  diagnosis  of  diseases  of  the  parathyroid  has 
always  been  a difficult,  serious  problem  and  we  now 
have  a powerful  laboratory  tool  which  will  help  solve 
some  of  the  diagnostic  dilemmas  and  further  stimulate 
research  in  this  field. 

The  classic  laboratory  findings  in  primary  hyper- 
parathyroidism are,  of  course,  high  serum  calcium  and 
low  serum  phosphorus;  high  urinary  calcium  is  also 
commonly  found.  Increased  phosphate  excretion  due 
to  inhibition  of  phosphate  reabsorption  (TRP)  and 
measurement  of  the  TRP  are  additional  laboratory 
aids  for  diagnosing  hyperparathyroidism.  All  of  these 
tests  are  obviously  indirect  procedures  for  establish- 
ing the  diagnosis  so  there  is  a distinct  value  in  having 
a direct  measure  of  PTH. 

In  spite  of  the  complexity  and  difficulty  of  the 
radioimmunoassay  technic  for  PTH,  it  is  now  possible 
to  quantitate  the  hormone  with  reasonable  precision 
and  in  most  cases  to  differentiate  normal  from  hyper- 
parathyroid serum  levels.  Human  PTH  is  not  available 
in  sufficient  quantities  to  use  as  an  antigen  or  stand- 
ard, but  guinea  pig  antiserum  to  bovine  PTH  has 
sufficient  cross-reactivity  with  human  PTH  to  allow  its 
effective  use  in  the  assay. 


Unfortunately,  the  lack  of  a human  parathyroid 
standard  complicates  any  comparison  of  results  from 
different  laboratories.  At  Bio-Science  a purified  bovine 
PTH  preparation  is  used  as  the  standard  and  results 
are  expressed  as  equivalents  of  purified  bovine  PTH. 
The  antiserum  used  gives  similar  curves  with  both 
human  serum  PTH  and  purified  bovine  PTH  and  does 
not  distinguish  between  the  two. 

The  specimen  requirement  for  the  PTH  assay  is; 
5 ml.  frozen  serum  obtained  from  blood  which  has 
been  drawn  between  6 and  9 a.m.  while  the  patient  is 
in  the  rested,  fasting  state.  The  blood  should  be  drawn 
with  a chilled  syringe  or  Vacutainer  and  kept  in  an  ice 
bath  until  the  serum  can  be  separated,  preferably  in  a 
refrigerated  centrifuge.  Separation  of  the  serum  from 
the  cells  and  freezing  should  be  completed  as  soon 
as  possible.  The  frozen  serum  should  be  sent  to  us 
packed  in  dry-ice.  Shipping  containers  intended  for 
frozen  specimen  shipments  are  available  without 
charge. 


Write  or  call,  collect,  for  additional  literature  on  this 
subiect  and  containers  for  mailing. 


Main  Lab:  7600  Tyrone  Ave., 
Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept.  DD 
or 

1 1 6 So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 


Gentlemen:  Please  send  me,  without  obligation: 

Q A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

Q A lab  pack  containing  a small  supply  of 

postage-paid  mailing  containers  and  Fee  Schedule 


Q Information  on. 


(write  in  name  of  test) 


Name 


Address 


City 


State 


Zip 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 

This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
parathyroid  hormone, 
available  to  clinicians.  You 
will  find  it  a handy  refer- 
ence guidefor  normal  values 
/ and  quick  summations  on 
' tests  which  can  aid  in  your 
diagnostic  problems.  Copies 
/ are  available  to  physicians  and 
lab  personnel  without  obliga- 
tion. Simply  fill  out  and  mail  this 
coupon. 


Physician 


7-\ 


your 

“general  practice” 

couldn’t  be 
more  general 
than  the  Air  Force 


Our  doctors  run  into  everything  — 
and  have  the  modern  facilities  and 
highly  trained  support  staff  to  deal 
with  it.  A medical  career  in  the  Air 
Force  offers  other  advantages,  too 
— reasonable  hours 
with  time  to  spend 


<r\^\ 


lull 

\cV 


with  your  family  around  the  out- 
standing Air  Force  Base  facilities. 
Administrative  support.  Patient 
treatment  without  regard  for  ability 
to  pay.  An  excellent  program  of  ed- 
ucation if  you  wish  to  specialize  in 
one  of  the  many  areas  of  medicine. 


Find  “the  perfect  practice” 

in  the  Air  Force. 

Write  today  for  more  information  . . . 

U.S.  Air  Force 

Medical  Careers 


2621  Ave.  E East 


AC  81 7-461-1 946 


Arlington,  Texas  7601 1 


Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 


Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 


The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 
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Wl^’sanyour 
patienfs  &ce... 

may  be  more  imi)oitant  than 
his  chief  complaint 


SI 

a 


Patient  PT.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  PT.*  seen  on 
6/ 12/67, seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


r 


|The  lesions  on  his  face 
lare  solar/actinic— 
iso-called  "senile”  keratoses... 
and  they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  characteris- 
tics. The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy- 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
this  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is  par- 
ticularly important  with  multiple  facial  lesions.  Efudex 
should  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritabihty,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


This  patient’s  lesions  were  resolved  with 

Efudex* 

fluorouracil/Roche 

5%cream/solution...a  Roche  exclusive 


there  a need 


for  a drug 
compendium? 

■ a Hri  irr  infollifron-l 


Adrugcompendiun 
of  the  type  I envision 
would  fill  a definite  ; 
need  for  the  practic 
ingphysician.Suchij 
compendium  wouk! 
give  him  all  the 
information  nec- 
essary for  usin^ 
a drug  intelligently,  and  it  would 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 
Secretary  for  Health 
Department  of  Health, 
Education  and  Welfare 


do  so  in  a clear,  concise,  con- 
venient, objective  and  balanced 
fashion. 

What  a Compendium  Should  i 
Contain 

I believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use  it 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefits 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reactions 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fact, 
a complete  compendium  with  com- 
plete and  current  information 
might  even  eliminate  the  necessity 


Maker  of  Medicine 


Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


A drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal,  in 
sponsorship.  They  should  contain 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  year. 


Dial(^e 


Function  of  a Compendium 

A compendium  should  fur- 
nish the  following  information  on 
drugs  inthefollowingorder:  indica- 
tions for  use,  side  effects,  adverse 
drug  reactions,  contraindications, 
drug  interactions,  drug  dosage  and 
the  dosage  forms  marketed.  Drug 
prices  should  not  be  included  be- 
cause they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  set 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  phy- 
sician to  decide,  whether  on  the 
basis  of  the  medical  literature,  his 
own  clinical  experience,  advice  of 
colleagues,  information  supplied 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctor  on 
how  to  use  drugs.  Rather,  it  must 
be  a reference  source  designed  pri- 
marily to  refresh  his  memory  as  to 
drugs  he  may  not  use  regularly.  It 


for  a package  insert  in  many  in- 
stances. This  would  constitute  a 
substantial  saving  for  the  manu- 
facturer. 

By  a complete  compendium, 

I do  not  mean  a volume  of  prohibi- 
tive size.  You  don’t  need  a book 
describing  25,000  products  with 
an  enormous  amount  of  repetition. 
Rather,  drugs  should  be  arranged 
by  class.  Mutually  applicable  infor- 
mation would  be  provided,  along 
with  brief  discussions  pinpointing 
differences  in  specific  drugs  of 
that  class.  Listings  would  be  cross- 
indexed  in  a useful  way. 

Other  Available  Documents  as 
Sources  of  Information 

Existing  references  such  as 
PDR  and  the  AMA  Drug  Evaluation 
are  obviously  useful  but  they  are 
incomplete.  Either  they  are  not 
cross-referenced  by  generic  name 
and  do  not  group  drugs  with  simi- 
lar characteristics,  or  they  do  not 
list  all  the  available  and  legally 
marketed  drugs.  And  some  of 
those  omitted  may  be  very  useful. 


should  in  no  way  imply  control  over 
the  practitioner’s  prerogatives. 

Why  Another  Compendium? 

A practicable,  single-volume 
compendium  cannot,  nor  is  it 
necessary  to,  include  all  drugs  on 
the  market  today.  From  my  prac- 
tice of  internal  medicine  for  some 
15  years,  my  experience  as  a con- 
sultant, and  as  a faculty  member 
of  four  or  five  medical  schools,  I 
would  estimate  that  a doctor  uses 
only  30  to  35  drugs  regularly.  The 
1972  Physicians’  Desk  Reference, 
incidentally,  contained  about 
2,500  entries. 

As  to  whether  there  should  be 
a federal  compendium,  in  my  opin- 
ion, as  stated  earlier,  the  answer  is 
easy— there  should  not  be  one.  The 
proposal  assumes  that  existing 
compendia  are  inadequate.  We’re 
not  sure  of  that  at  all.  Whatever  its 
imperfections,  the  present  drug 
information  system  in  the  U.S.  is 
open,  multifaceted,  pluralistic  and 
extensive.  Good  compendia  exist, 
as  well  as  other  ample  sources  on 
drug  therapy,  ranging  from  journal 
literature  through  AMA  Drug  Evalu- 
ation to  company  materials.  Not 
all  physicians  may  use  such 
sources  as  often  or  as  well  as  they 
should,  but  that  is  the  fault  of  the 
man,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


On the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


duce  another  book,  it  makes  much 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level— a most 
dangerous  trend  for  medicine. 

New  Compendium— A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  fora  new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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CITIES  SERVICE 
COMPANY 


•MEDICAL  DIRECTOR 

Diversified  natural  resources  company 
headquartered  in  Tulsa,  seeking  qualified 
full-time  Medical  Director  Position  includes 
medical  department  administration  and 
medical  services  in  the  corporate  head- 
quarters in  Tulsa,  as  well  as  supervisory 
administration  of  medical  services  in  several 
domestic  locations  in  the  U S Background 
in  industrial  and  internal  medicine  is  desir- 
able but  not  essential  Extensive  company 
benefit  plans  included. 

Please  telephone  Inquiries  or  send  ;esume  to: 
P M Davis 

Cities  Service  Company 
P O.  Box  300 
Tulsa,  OK  74102 


Telephone:  (918)  586-2476 


An  Equal  Opportunity  Employer  M/F 


Rondomysin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  lo  be  etiective  or  are  contraindicaled. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  fissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  Increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darklield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  monfhs. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  reguire  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  sysfem  evaluafions  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriosfatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  Iherapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur, 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule.  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin’  (methacycline  HCI)  In  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia;  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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Rocky  AIoi'M'mn  McnicAi.  Jouicwi. 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomvcin  300.g 

[menhacifcline  HCI] 


Delivers  from  the  very  first  dose: 

studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


I 

♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 
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Help  relieve  pain,  restore  mobility 

PARAFON  FORTE 

PARAFLEX*  (chlorzoxazone)t  250  mg  ; TYLENOL*  (acetaminophen]  300  mg 

*Thisdrug  has  been  evaluated  as  "possibly " effective  for  this  indication. 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 
Contraindications,  Warnings,  Precautions  and  Adverse  Reactions. 
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PARAFON  FORTE  Tablets 
help  relieve  pain, 
restore  mobility  and 
stop  paimspasm 
feedback  by  providing: 

a non  salicylate  analgesic  equal  to 
aspirin  for  relief  of  pain,i’2  unlikely 

to  cause  the  gastric  irritation,^'^ 
allergic  reactions^  or  increased  bleeding 
time"^  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant 
shown  in  extensive  clinical  studies  to  be 
useful  in  a variety  of  low  back 
disorders^' but  which  is  not  an 
antihistamine  or  tranquilizer  derivative 
Rand  is  unlikely  to  produce  a 
Jtranquilizing  or  sedative  effect.® 


*lndications  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sclences-Natlonal  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows; 

"Possibly"  effective  for  the  relief  of  severe  skeletal  muscle  pain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  (Including  acute  exacerbations  of  chronic  conditions). 


Contraindications:  Sensitivity  to  either  component. 

Warnings:  Usage  in  Pregnancy-Use  in  woman  of  child-bearing 
potential  only  when  potential  benefits  outweigh  possible  risks. 
Precautions:  Exercise  caution  in  patients  with  known  allergies  or 
history  of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
be  stopped. 

Adverse  Reactions:  Occasionally,  drowsiness,  dizziness.  Iighthead- 
edness,  malaise,  overstimulation  or  gastrointestinal  disturbances 
may  be  noted:  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
moses.  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
stances, Paraflex  (chlorzoxazone)  may  possibly  have  been  associ- 
ated with  gastrointestinal  bleeding.  While  Paraflex  (chlorzoxazone) 
and  chlorzoxazone-containing  products  have  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
tients. it  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
drug  induced. 

Usual  Adult  Dosage:  Two  tablets  q i d 

Supplied:  Scored,  light  green  tablets,  imprinted  "McNEIL"— 

bottles  of  1 00. 

References:  1.  Batterman,  R.C..  and  Grossman,  A.J.:  Fed,  Proc.  f4:316, 
1955  2.  Goodman.  L.S.,  and  Gilman,  A.,  ed..  The  Pharmacological  Basis  of 
Therapeutics,  ed.  4 New  York.  The  Macmillan  Company,  1970  3.  Vickers, 
F.N.;  Gastroint.  Endosc.  M;94,  1967  4.  Mielke.  C H , Jr.  and  Britten  A.F  H,; 
New  Engl  J,  Med,  282: 1 270,  1970  (Corresp.T  5.  Vernon.  W.G  ; Curr.  Therap. 
Res,  14:801.  1972  6.  Schemer,  J.J.:  Curr  Therap.  Res.  74:168,  1972,  7. 
Walker,  J,M,:  Curr  Therap.  Res,  75:248,  1973  8.  Enend.  D,G..  Clin.  Pharma- 
col. Ther  5:871,  1964, 

tU  S,  Patent  No.  2,895,877 
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A NEW  CAREER 

— PSYCHIATRY  — 


Many  outstanding  Family  Practitioners  find 
that  during  a successful  career  their  needs  and  in- 
terests change  and  their  family’s  needs  change  — 
so  consider  a second  career  in  psychiatry. 


Our  program  is  a small,  truly  eclectic,  uni- 
versity-based program  in  Omaha  connected  with 
the  University  of  Nebraska  College  of  Medicine. 

We  balance  a carefully  planned  core  curriculum 
with  flexible  electives  in  the  best  tradition  of  mod- 
ern psychiatric  education. 

Our  faculty  has  highly  valued  the  Family 
Practitioners  we  have  trained  over  the  past  few 
years.  In  many  cases.  Doctor,  the  needs  of  psy- 
chiatry can  best  be  met  by  a return  to  the  same 
region  where  you  practiced  — in  a new  career. 

A salary  schedule  is  generously  available  that  will 
provide  for  you  and  your  family  during  three 
years  of  training.  A few  positions  are  still  avail- 
able at  the  Nebraska  Psychiatric  Institute  for 
1974.  Contact  us  for  an  interview  with  one  of 
our  Family  Practitioners  who  are  now  in  training. 

Write  Merrill  T.  Eaton,  Jr.,  M.D.,  Nebraska 
Psychiatric  Institute,  602  South  45th  Street, 
Omaha,  Nebraska  68106  or  call  Area  Code  402, 
541-4600. 

J 


$78.00 

value! 


You're  treated  like  a royal  pair! 

. . .on  our  mini-vacation  weekend 
special.  You  both  deserve  it.  Get 
away  from  your  problems  and  the 
energy  shortage,  and  let  us  pamper 
you  for  a change.  . . 

* Your  own  private  suite  with  its 
lanai  balcony  for  2 full  days  and 
nights. 

* Breakfast  in  bed  (or  in  the  Hunt 
Room)  Saturday  and  Sunday. 

* Your  first  cocktail  each  evening, 
Friday  and  Saturday,  while  enjoying  , 
entertainment  in  the  Cork  Room. 

* Sightsee  Denver,  shop 
nearby  downtown,  enjoy  color 
TV  in  your  private  suite. 

* All  this,  plus  a surprise 
gift. 

A real  bargain 
these  days. 


for 

two 
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STAGE  1 


STAGE  2 


STAGE  3 

STAGE  4 

^ HOURS  ^ 1 ^ 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


AWAKE 


• •• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.^ 


Average  Time  Required 
to  Fall  Asleep  (4  Studies. 
16  Subjects^  ’) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories ' ' 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?"^ 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 . Kales  A,  et  al:  Arch  Gen  Psychiatry  23:226-232,  Sep  1970 

2.  Karacan  1,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC.  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW;  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


“Come  Take  A Trip  With  Us . . . ” 


Enjoy  a challenging  whitewater  adventure  ...  we  specialize  in  relaxing,  enjoyable 
family  vacations  and  group  river  trips  . . . and  much  more.  . . . We  have  the  water 
. . . we  have  the  equipment  ...  we  have  the  experience. 


Exciting  river  running  on  the  Arkansas,  Dolores,  Green  and  Colorado  Rivers. 


River  fever  strikes  after  just  one  rafting  experience.  The  symptoms  are  evident 
the  moment  one  lies  back  on  the  raft  and  allows  the  worries  of  the  city  to  drift  away. 


Gourmet  meals  are  included  on  each  trip.  Boatmen  take  pride  in  doing  the  cook- 
ing, as  their  top  rated  menus  are  guaranteed  to  compete  with  any  restaurant's.  Better 
yet,  smells  of  the  wild  wilderness  are  mixed  into  the  meals,  giving  them  a unique  flavor 
impossible  to  achieve  in  a kitchen. 


Majestic  scenery  and  thrilling  rapids  await  everyone  who  ventures  out  into  a river 
excursion.  Rocky  Mtn.  River  Expeditions  invites  you  to  experience  a unique  journey 
this  year. 


EX^OITIO 


Rocky  Mtn.  River  Expeditions 
P.O.  Box  1394,  Denver,  Colo. 
(303)  428-3437 


.S3n 
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Please  send  me 
six 

G.l.  Patient  Relief  Kits 
complete  with 
complimentary 
prescription  forms 
for  an  introductory 
supply  of 

Enanaxiwees 

(oxyphencyclimine  HCI/hydroxyzine  HCI) 


Name 

ME#_ 


CPIease  print  or  typej 


Address 

City 

State Zip. 


Physician's  Signature 
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A Comprehensive  Therapeutic  Program 

for  the  G.I.  patient 


Enarax®  (oxyphencyclimine  HCI/hydrox- 
yzine  HCI)  Tablets,  as  adjunctive  therapy,  can 
help  relieve  a wide  range  of  gastrointestinal 
disorders— and  their  accompanying  anxiety* 
Without  cooperation  of  the  patient,  however, 
no  medicinal  regimen  can  succeed  entirely... 
an  understanding  of  the  condition,  the  factors 
involved  in  its  development,  and  the  proper 
approach  to  self-care  are  often  basic  to  suc- 
cessful therapy. 

To  help  save  some  of  your  valuable  time  in 
providing  this  background  information,  this 
specially  designed  G.I.  Patient  Relief  Kit  is 
available  on  request— a valuable  addition  to 
your  overall  therapeutic  program. 

In  addition  to  a complimentary  introductory 
prescription  for  Enarax  Tablets,  this  hand- 


some kit  contains  the  information  and  appro- 
priate stimuli  to  start  the  patient  on  a program 
of  proper  self-care: 

Patient  Information  Booklet,  “You  and  Your 
Digestive  System”— easy-to-swallow  advice 
on  how  to  take  care  of  the  gastrointestinal 
tract,  including  diet  information. 

Sanka®  Decaffeinated  Coffee  sample  pack- 
ets to  provide  an  alternative  to  regular  coffee 
with  caffeine. 

Gelusil®  Liquid  to  help  relieve  heartburn, 
dyspepsia,  gas,  and  flatulence  between  meals. 

Money-saving  coupon  for  future  purchase. 

You  can  obtain  a quantity  of  these  kits  pack- 
aged for  easy  office  storage  by  filling  out  the 
attached  Prepaid  Business  Reply  Card. 

ROORIG 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


‘Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council, 
F.  D, A.  has  classified  this  indication  as  "possibly”  effective. 

Please  see  following  page  for  prescribing  information, 
including  adverse  reactions,  contraindications  and  warnings. 


To  help  control 

G.L  distress/calm  psychic  tension* 

Enaraxtabiets 

(oxyphencyclimine  HCl/ hydroxyzine  HCl) 

• Combination  provides  for  effective  1 2-hours  antispasmodic/anti- 
cholinergic  action  of  oxyphencyclimine  with  the  calming  action  of 
Atarax®  (hydroxyzine  HCl). 

• As  adjunctive  therapy,  helps  relieve  a wide  range  of  gastrointes- 
tinal disorders,  and  their  accompanying  anxiety— simultaneously. 
However,  it  should  be  used  with  caution  in  patients  with  ulcerative 
colitis. 

• Avoids  the  confusion  and  expense  of  two  medication  schedules. 

• Convenient  b.i.d.  dosage. 

• Individualized  therapy— Enarax®  5 (oxyphencyclimine  HCl 
5 mg. /hydroxyzine  HCl  25  mg.).  Enarax®  10  (oxyphencyclimine 
HCl  10  mg. /hydroxyzine  HCl  25  mg.). 

• Usually  well  tolerated;  drowsiness  or  blurred  vision  may  occur. 

More  detailed  professional  information  available  on  request. 

SEE  REVERSE  FOR  FREE  OFFER. 


Composition 

Each  Enarax  5 tablet  contains: 

oxyphencyclimine  HCl  5 mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Each  Enarax  10  tablet  contains: 

oxyphencyclimine  HCl 10  mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 


Description.  Enarax  is  a combination  of  oxyphencyclimine  HCl  and 
hydroxyzine  HCl.  Oxyphencyclimine  HCl  is  a crystalline  substance  char- 
acterized by  the  chemical  formula:  (1-methyl-1 ,4,5.6  tetrahydro-2- 
pyrimidyl-methyl  alpha-cyclohexyl-alpha-phenylglycolate  hydrochloride). 
It  is  soluble  and  stable  in  aqueous  solutions. 

Hydroxyzine  HCl  is  designated  chemically  as  1-(p-chlorobenzhydryl)-4- 
[2-(2-hydroxyethoxy)-ethyl]  piperazine  dihydrochloride. 

Actions.  Oxyphencyclimine  HCl  provides  long  acting  suppression  of  gas- 
tric secretion  through  its  anticholinergic  action.  The  mechanism  of  this 
action  is  the  inhibition  of  acetylcholine  at  postganglionic  cholinergic 
sites  in  structures  innervated  by  postganglionic  parasympathetic  nerves 
and  on  smooth  muscle  not  so  innervated  but  responsive  to  acetylcholine. 

Hydroxyzine  HCl,  marketed  under  the  trade  name.  Atarax®,  has  been 
shown  clinically  to  be  an  effective  anti-anxiety  agent.  It  induces  a calm- 
ing effect  in  anxious,  tense  individuals  without  impairing  mental  alert- 
ness. It  is  not  a cortical  depressant,  but  its  action  may  be  due  to  a sup- 
pression of  activity  on  certain  key  regions  of  the  subcortical  area  of  the 
central  nervous  system. 


1=  Indications.  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective:  As  adjunctive  therapy  in  peptic  ulcer;  irri- 
table bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  coli- 
tis, functional  gastrointestinal  disorders);  functional  diarrhea;  drug 
induced  diarrhea;  ulcerative  colitis,  and  urinary  bladder  spasm  and 
ureteral  spasm  (i.e.  smooth  muscle  spasm). 

Final  classification  of  these  less  than  effective  indications  re- 
quires further  investigation. 


Contraindications.  Because  of  its  anticholinergic  activity,  Enarax  is  con- 
traindicated in  the  presence  of  glaucoma,  obstructive  uropathy  (i.e.  blad- 
der neck  obstruction  due  to  prostatic  hypertrophy),  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal  stenosis, 
etc,);  paralytic  ileus;  intestinal  atony  of  the  elderly  or  debilitated  patient; 
unstable  cardiovascular  status  in  acute  hemorrhage;  severe  ulcerative 
colitis;  toxic  megacolon  complicating  ulcerative  colitis;  myasthenia  gravis. 
Warnings.  Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  substantially 
above  the  human  therapeutic  range.  Clinical  data  in  human  beings  are 
inadequate  to  establish  safety  in  early  pregnancy.  Until  such  data  are 
available,  hydroxyzine-containing  drugs  are  not  advised  in  early  pregnancy. 

In  the  presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heatstroke  due  to  decreased  sweating). 

Diarrhea  may  be  an  early  symptom  of  incomplete  intestinal  obstruction, 
especially  in  patients  with  ileostomy  or  colostomy.  In  this  instance  treat- 
ment with  this  drug  would  be  inappropriate  and  possibly  harmful. 


Enarax  may  produce  drowsiness  or  blurred  vision.  In  this  event,  the 
patient  should  be  warned  not  to  engage  in  activities  requiring  mental 
alertness  such  as  operating  a motor  vehicle  or  other  machinery,  or  per- 
form hazardous  work  while  taking  this  drug. 

Precautions.  Anticholinergics  should  be  used  with  caution  in  patients  with: 

autonomic  neuropathy, 

hepatic  or  renal  disease, 

ulcerative  colitis— Large  doses  may  suppress  intestinal  motility  to  the 
point  of  producing  a paralytic  ileus  and  the  use  of  this  drug  may  precipi- 
tate or  aggravate  the  serious  complication  of  toxic  megacolon. 

hyperthyroidism,  coronary  heart  disease,  congestive  heart  failure,  car- 
diac arrhythmias,  hypertension  and  nonobstructing  prostatic  hypertrophy: 
hiatal  hernia  associated  with  reflux  esophagitis,  since  anticholinergic 
drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic  drugs  in  the  treat- 
ment of  gastric  ulcer  may  produce  a delay  in  gastric  emptying  time  and 
may  complicate  such  therapy  (antral  stasis). 

The  use  of  this  drug  in  the  presence  of  complication  of  biliary  tract 
disease  should  not  be  relied  upon. 

Tachycardia  should  be  thoroughly  investigated  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  increase  the  heart  rate. 

With  overdosage,  a curare-like  action  may  occur. 

Adverse  Reactions.  As  with  other  anticholinergics,  oxyphencyclimine  HCl 
produces  certain  effects  which  may  be  physiologic  or  toxic  depending 
upon  the  individual  patient's  response.  The  physician  must  delineate  these. 

Adverse  reactions  may  include  xerostomia:  urinary  hesitancy  and  re- 
tention; blurred  vision  and  tachycardia;  palpitations;  mydriasis,  dilatation 
of  the  pupil;  cycloplegia,  increased  ocular  tension;  loss  of  taste;  head- 
aches: nervousness;  drowsiness;  weakness;  dizziness;  insomnia:  nausea: 
vomiting;  impotence;  suppression  of  lactation;  constipation;  bloated 
feeling;  severe  allergic  reaction  or  drug  idiosyncrasies  including  ana- 
phylaxis, urticaria  and  other  dermal  manifestation;  some  degree  of  men- 
tal confusion  and/or  excitement  especially  in  elderly  persons. 

Decreased  sweating  is  another  adverse  reaction  that  may  occur.  It 
should  be  noted  that  adrenergic  innervation  of  the  eccrine  sweat  glands 
on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 

An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses 
of  drug  would  be  required,  and  this  would  produce  severe  side  effects 
from  parasympathetic  paralysis. 

Side  effects  which  occasionally  occur  with  hydroxyzine  HCl  (Atarax)® 
are  drowsiness,  xerostomia,  and.  at  extremely  high  doses,  involuntary 
motor  activity,  all  of  which  may  be  controlled  by  reduction  of  the  dosage 
or  discontinuation  of  the  medication. 

Dosage  and  Administration.  The  recommended  adult  dose  is  usually  one 
Enarax  5 or  one  Enarax  10  tablet  two  times  a day  or  three  times  a day, 
depending  on  individual  response.  Proper  diet  and  antacids  should  be 
used  where  indicated  as  concomitant  therapy.  The  safe  use  of  Enarax 
in  children  has  not  been  established:  therefore,  the  drug  should  not  be 
used  in  children. 

Drug  Interactions.  The  potentiating  action  of  hydroxyzine  must  be  con- 
sidered when  the  drug  is  used  in  combination  with  central  nervous  sys- 
tem depressants. 

How  Supplied.  Enarax  5 is  available  as  jBHWb 

white  scored  tablets  in  bottles  of  60.  * iN^V^l  llVrf 

Enarax  10  is  available  as  black  and  A division  of  Pfizer  Pharmaceuticals 

white  scored  tablets  in  bottles  of  60.  New  York,  New  York  10017 
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Your  work  is  waiting. 


This  is  a familiar  scene  for  hundreds  of 
successful  individuals  in  the  Denver  area.  Long 
after-hours  trying  to  bring  their  personal 
finances  under  control.  And  here  are  some  of  the 
disturbing  reasons  why; 

We  ve  found  individuals  forced  to  continue 
long  past  the  time  they've  chosen  to  retire, 
because  they  need  every  bit  of  their  income. 

We've  found  individuals  so  highly  leveraged, 
so  crippled  by  acute  cash  flow  difficulties, 
that  they  continue  in  debt  long  after  their 
earning  power  is  at  its  greatest. 

We've  even  found  individuals  who  have  earned 
$50,000  or  more,  year  after  year,  and  yet  are 
unable  to  afford  their  children's  education 

Well  finally  there  is  a comfortable,  sound  way 
to  avoid  these  and  other  needless  financial  binds. 
United  Bank  of  Denver's  Comprehensive  Financial 
Planning  service.  A highly  personal  blueprint 
for  financial  success— and  peace  of  mind. 


Comprehensive  Financial  Planning  is  a single 
plan— a road  map  for  the  specific  ways  and  means 
for  you  to  achieve  your  personal  financial  goals 
Based  completely  on  your  goals,  your  life'  style, 
and  your  spending  habits  Hero  are  just  a few 
of  the  items  your  plan  will  include 

• a statement  of  estimated  income  and  expenses 

• cash  flow  and  net  woi  th  analysis 

• income  tax  reporlinc)  methorls  and  Wciys  of 
reducing  income  tax  liability 

• review  of  life  disability  healtti  .iiui 
liability  insurance 

• capital  needs  analysis  and  piojectioiis 

• investment  revarws 

• a list  of  recornmendatii  ms  with  lime  scti(>dule 

• and,  most  important  you  ler oivr'  .issistance 
in  implementiru)  yi  mi  pi. in 

Comprehensive  Financial  Planning  i .in  woiK 
for  you  To  find  out  moio  ()ive  ns  a < all  We  look 
forwarci  to  meeting  with  yon  i m yom  Iiiik’  S(  licsJnIe 
Anci  from  nowon  when  yon  i ome  home  your 
time  can  be  your  own 


United  Bank  of  Denver 

National  Association 


Comprehensive  Financial  Planning  1740Broadway  Phone86l  HHit 


cefazolin  sodium 

Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 
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'ONG  DISCUSSED,  FREQUENTLY  ARGUED,  and  al- 
ways appearing  “two  or  three  years  away”, 
National  Health  Insurance  may  now  prove  a 
reality  within  the  next  six  to  twelve  months. 
The  Congress  is  busy  discussing  fiscal  and 
administrative  mech- 
iSational  anisms  to  implement 

Health  a national  program. 

Insurance  Several  bills  have 

been  introduced  by 
various  interest  groups  and  basically  range 
from  using  private  insurance  expertise  to 
the  opposite  extreme  of  using  a grossly  ex- 
panded Social  Security  Administration  to 
direct  the  program.  Fiscally,  premiums 
would  be  collected  from  employers-employ- 
ees  or,  more  radically,  a 4%  Social  Security 
Tax  might  be  assessed  on  all  income  up  to 
$20,000  per  annum. 

Drawing  less  attention,  but  of  equal  or 
greater  importance  is  the  quality  issue,  an 
issue  that  is  somewhat  beclouded  by  PSRO 
controversy.  Regardless  of  what  we,  as  in- 
dividuals, believe  PSRO  to  be,  surely  we 
must  all  agree  that  a sound  and  effective  in- 
surance program  should  have  professionally- 
managed  quality  assurance  mechanisms, 
control  data,  and  make  pertinent  recom- 
mendations for  standards,  planning,  and  ed- 
ucational programs. 


If  medicine  is  to  have  a constructive  and 
vital  role  in  NHI — if  medicine  is  to  avoid 
servility — it  must  find  a way  to  provide 
leadership  as  some  form  of  professional  in- 
termediary. This  will  take  organization,  and 
it  would  seem  more  practical  to  use  PSRO 
and  work  to  improve  any  defects  by  amend- 
ment, rather  than  calling  for  repeal  without 
presenting  a viable  organizational  alterna- 
tive. 


PSRO  disunity  is  extant  and  is  highly 
divisive  of  the  medical  profession.  If  it  per- 
sists, the  federalization  of  practice,  which 
PSRO  proponents  and  opponents  all  abhor, 
will  undoubtedly  be  hastened.  We  hope 


PSRO  disunity  will  be  quickly  resolved,  so 
medicine  may  be  a partner  in  devising  a 
meaningful  health  financing  system. 

Kenneth  A.  Kahn,  MD 
President,  Colorado  Medical  Society 
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ATIONAL  HEALTH  INSURANCE  of  SOme  type 

is  a certainty.  The  congress  is  committed.  Yet 
for  such  an  action  there  is  not  a single 
premise,  proved. 

The  basic  premise,  the  one  used  as  the 
vote-getter,  is  that 
Premises  health  care  in  Amer- 

and  ica  is  inadequate.  This 

Promises  contention  is  false. 

Most  doctors  and  most 
world  travelers  are  convinced  that  Amer- 
icans get  better  medical  care  than  any  other 
people  in  the  world.  An  attempt  of  an  NBC 
documentary  to  show  that  one  should  not  get 
sick  in  America  was  proved  false  and  ma- 
licious by  AMA  research  and  analysis,  and 
NBC  has  not  challenged  this  refutation.  In 
most  areas  in  America  where  health  care  is 
substandard  there  are  factors  other  than 
availability  of  medical  care  which  are  the 
causes — education,  nutrition,  cultural  habits, 
etc.  Improvement  in  infant  mortality  (the 
political  magical  index  of  health  care)  has 
been  shown  to  be  primarily  a function  of  im- 
proved nutrition  and  correction  of  adverse 
sociodemographic  factors,*  entities  which 
change  in  delivery  of  medical  services  will 
not  affect. 


Development  of  extensive  out-patient  fa- 
cilities will  reduce  hospitalization  and  thus 
reduce  cost  of  medical  care.  Unproved!  This 
premise  is  suggested  from  study  of  Per- 
manente  type  programs,  but  these  plans 
cover  a select  segment  of  the  population. 

*D.  F.  Kaltreider,  MD,  Current  Medical  Dialog.  Williams 
and  Williams,  May-,  1974. 
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Many  leaders  of  these  plans  doubt  that  gov- 
ernment outpatient  facilities  when  applied 
to  the  total  population  would  be  comparable 
operations.  The  federally  subsidized  out- 
patient clinics  in  operation  are  not  money- 
savers  (average  cost  per  visit  in  Neighbor- 
hood Health  Center  in  Denver  is  28  dollars) 
and  have  not  proved  that  they  reduce  hos- 
pitalization. The  doctor’s  office  may  still  be 
the  most  economical  unit  for  outpatient  care. 

Of  course,  there  is  the  premise  that  reg- 
ular prophylactic  health  care  will  reduce 
total  medical  expense  by  reducing  major  ill- 
ness. Most  congressmen  forget  that  the  im- 
pact of  prophylactic  effort  has  been  in  public 
health  activity  as  sanitation  and  immuniza- 
tion. The  actual  importance  of  the  routine 
physical  examination  in  reducing  disease  has 
yet  to  be  decided,  and  the  medical  profession 
as  yet  has  adopted  no  standard  frequency  or 
content  for  them.  Moreover,  for  mass  surveil- 
lance the  usefulness  of  screening  technics  as 
compared  to  routine  physical  examination 
has  not  yet  been  established.  The  odds  are 
that  individual  prophylactic  health  care  will 
prevent  some  disease,  will  modify  other  dis- 
eases thus  keeping  people  healthier,  but  will 
not  reduce  hospitalization  enough  to  offset 
cost  for  this  care.  In  fact  it  will  appreciably 
increase  cost  of  total  health  care. 

The  most  exasperating  premise  is  that  the 
nations  who  have  national  health  insurance 
have  better  health  care  for  their  citizens  than 
do  we.  The  comparisons  for  most  part  are 
statistical  studies  of  isolated  individual  health 
categories.  Also,  how  valid  is  9 comparison 
of  total  health  care  of  a small  homogenous 
sociodemographic  area  to  a large  country  of 
various  cultures  and  population  densities.  We 
have  never  talked  with  an  American  physi- 
cian or  exchange  resident  who  has  been  as- 
sociated with  medical  care  in  any  country 
with  a nationalized  health  system  who 
thought  that  medical  care  in  that  country 
was  superior  to  that  in  the  United  States.  The 
host  of  an  American  physician  with  our  ski 
team  in  Sweden  has  a herniated  disc  with  in- 
creasing atrophy  of  leg  muscles — his  laminec- 
tomy is  scheduled  for  next  year. 

Finally,  there  is  the  premise  that  we  can 
afford  national  health  insurance.  Senator 
Kennedy  proposes  one  per  cent  of  income  per 


person  through  social  security  to  cover  the 
cost.  The  concept  of  cost  and  utilization  is 
more  absurd  than  was  that  of  the  lawmakers 
when  they  passed  Medicare.  The  national 
dental  bill  which  they  propose  to  pick  up  is 
estimated  to  be  65  per  cent  of  the  cost  of  gen- 
eral health  care.  The  bureaucracy  to  run  the 
program  will  be  larger  than  the  Pentagon, 
HEW,  and  the  postal  service  all  put  together, 
and  has  been  predicted  by  one  congressional 
opponent  to  be  a fourth  arm  of  the  govern- 
ment. In  this  depression,  which  we  call  in- 
flation, congress  now  proposes  to  add  another 
financial  burden — perhaps  the  final  one. 

The  alleged  raising  of  milk  prices  for  a 
political  contribution  is  considered  by  some 
congressmen  an  impeachable  offense.  Thes'^ 
same  lawmakers  are  going  to  vote  to  social- 
ize medicine  and  to  bankrupt  the  nation  be- 
cause of  political  commitment.  The  reason 
for  support  of  NHI  must  be  a political  prom- 
ise. No  premise  for  need  for  such  a program 
has  been  proved.  Unbelievable! 


p 

JL  HYSiCAL  CONDITIONING  IS  a very  important 
principle  in  preventing  injuries  in  sports. 
This  has  been  pointed  out  many  times  be- 
fore, and  in  this  region  in  particular,  in  rela- 
tion to  ski  injuries  (Magill,  Charles  D.,  Ski 

Injuries  and  Their 
Prevention,  Rocky 
Mountain  Medical 
Journal,  65:47-48,  De- 
cember, 1968).  While 
there  is  increasing  emphasis  on  soccer  (with 
its  injury  rate  of  nine  injuries  per  thousand 
man  days) , there  will  be  still  plenty  of  foot- 
ball activity  and  football  interest  come  this 
fall  (with  its  injury  rate  of  five  injuries  per 
thousand  man  days)  (Howorth  “Skiing  In- 
juries,” Clin.  Orthop.  43:171-181,  November- 
December,  1965). 

Why  should  there  be  any  mention  of 
football  early  in  the  summer?  It  is  because 
attention  to  a few  things  at  the  beginning  of 
the  summer  should  decrease  the  chance  of 
injury  and  make  for  a better  football  team 
by  the  fall,  whether  this  is  in  professional 
football  or  in  high  school  football. 


Summer 

Preparation 

For 

Football 
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Running  and  weight-lifting  are  the  things 
that  should  be  emphasized  this  summer  to 
develop  maximum  strength  and  speed  be- 
fore the  practice  session  starts.  Another 
thing  that  should  be  of  tremendous  value  is 
to  get  the  shoes  assigned  so  that  the  poten- 
tial player  can  start  running  on  them  and 
get  used  to  them  several  weeks  before  the 
practice  starts.  This  will  decrease  foot  prob- 
lems immensely. 

Other  principles  of  assuring  a good  foot- 
ball team  and  good  healthy  football  players 
with  decreased  injury  (and  hopefully  a win- 
ning record)  include  the  following  elements: 
(a)  a good  coach  who  can  teach  the  proper 
methods  of  blocking,  sportsmanship,  etc.;  (b) 
arrangements  for  physical  examination  on 
the  school  record  with  special  attention  to 
testing  the  knees  since  they  are  most  fre- 
quently injured,  and  getting  a good  baseline 
and  also  routine  cardiovascular  examina- 


tion; (c)  making  sure  that  someone  is  as- 
signed to  keeping  the  locker  room,  playing 
equipment  and  other  elements  of  contact  in 
good  antisepsis  and  cleanliness;  (d)  making 
sure  the  football  field  has  as  good  condition- 
ing as  possible,  including  use  of  paints  rather 
than  lime  for  the  markers  and  including  re- 
pairing of  irregularities  in  the  field;  (e) 
have  a faculty  trainer  from  the  school  as- 
signed to  supervise  training  as  well  as  con- 
tact with  physicians;  (f)  making  sure  that 
a willing  team  physician  is  committed  for  the 
fall  practice  sessions  and  games. 

I think  it  was  Halstead  who  first  said  it, 
but  it  was  told  to  me  by  Zollinger,  Professor 
of  Surgery,  Ohio  State  University,  that  “op- 
portunity comes  to  the  prepared  mind”.  I 
might  add  that  opportunity  in  football  comes 
to  the  prepared  player  by  the  items  outlined 
above. 

Charles  D.  Magill,  MD 
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Publication  rules 
and  suggestions  to  authors 


1.  Who  may  submit  articles.  The  Rocky  Mountain  Medi- 
cal Journal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
at  their  official  meetings. 

2.  Method  of  preparation.  All  material  for  publication 
must  be  typewTitten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  pages  consecutively  num- 
bered, and  preferably  on  standard  8V2  x 1 1 white  bond  paper. 
Carbon  copies  are  not  acceptable. 

Title  (preferably  short)  and  author’s  name,  city  and  state 
must  appear  at  the  top  of  the  first  page.  Second  and 
subsequent  pages  should  be  identified  with  consecutive  page 
numbers  and  author’s  surname.  If  physician  authors  possess 
more  than  one  degree,  the  MD  only  is  used.  Lesser  degrees  of 
non-MD  authors  or  co-authors  may  be  used. 

Please  include  beneath  the  title  or  at  the  top  of  the  first 
page  a brief  paragraph  stating  what  the  article  is  designed  to 
show  and,  therefore,  why  it  should  be  read.  This  introduc- 
tory feature  is,  in  editorial  parlance,  called  the  “blurb”;  it  is 
printed  in  bold  type. 

3.  Where  to  submit  material.  All  copy  must  be  sent  to  the 
editor  for  the  state  in  which  the  material  originates.  Editors 
for  each  state,  with  their  mailing  addresses,  are  listed 
monthly  on  the  Table  of  Contents  page  of  the  Journal. 

4.  Acceptance  or  rejection.  The  state  editor  will  (1) 
tentatively  accept  the  article,  (2)  return  it  to  the  author  with 
suggestions  for  revision,  or  (3)  reject  it.  He  will  edit  and 
forward  approved  copy  to  the  publication  office  in  Denver 
for  final  editing  and  scheduling. 

5.  Order  of  publication.  Ordinarily,  articles  will  be  pub- 
lished in  the  order  received.  Those  whose  value  is  seasonal, 
whose  value  would  be  lost  if  publication  is  delayed,  or  w'hich 
reflect  priority  of  original  research,  are  given  special  consider- 
ation. State  presidential  addresses,  programs,  state  society 
minutes,  and  timely  organization-  announcements  are  given 
priority. 

6.  Length  of  articles.  Scientific  papers  should  be  “boiled 
down”  not  to  exceed  ten  pages  of  double-spaced  typewritten 
standard  8V2  x 1 1 inch  sheets.  Shorter  papers  are  more 
acceptable  to  editors  and  readers,  and  earlier  publication  is 
probable.  Every  journal  is  in  competition  for  the  reader’s 
time,  and  condensation  is  the  order  of  the  day.  For  this 
reason,  and  because  'of  financial  and  space  limitations,  we 
request  that  copy  be  condensed  to  the  greatest  extent 
consistent  with  conveying  the  message. 

7.  Illustrations.  A limited  number  of  illustrations  or 
“cuts,”  usually  up  to  six,  will  ordinarily  be  accepted  within 
our  own  publication  budget  if  the  editor  believes  they 
enhance  the  value  of  the  article.  Clear  photos,  simple 
diagrams  or  line  drawings  in  black  on  white,  printing  rather 
than  writing,  reproduce  well.  Cuts  should  be  mounted 
separately,  and  the  paper  or  cardboard  mounts  should  be  the 
same  size  as  that  upon  which  the  article  is  typed.  Each  should 
have  its  caption  below:  Fig.  1,  Fig.  2,  etc.,  with  a short 
descriptive  sentence.  Authors  will  be  billed  our  cost  for 
excess  above  six  cuts. 


8.  Tables.  Tables  should  be  simple,  presenting  only  brief 
relevant  data,  amply  spaced.  They  should  be  placed  at  the 
back  of  the  manuscript  on  separate  sheets.  Each  should  have 
its  number  and  title  above:  Table  1,  Title;  Table  2,  Title;  etc. 
Long,  large,  or  complicated  tables  ordinarily  are  not  accept- 
able. 

9.  Case  reports.  Case  reports  are  popular  with  our 
readers.  A brief  introductory  statement  concerning  the  condi- 
tion or  disease,  tells  why  the  case  is  presented.  The  report 
follows  with  a separate  heading,  CASE  REPORT  or  CASE  1, 
CASE  2,  etc.  Include  only  relevant,  positive  laboratory  and 
other  data.  Names,  initials,  and  numbers  are  unimportant; 
age,  sex,  and  sometimes  occupation  are  significant.  Minimize 
dates;  then  make  it  month,  date,  year-as  February  9,  1969; 
not  2/9/69.  After  the  case  presentation,  review  or  sum  it  up 
under  a heading  such  as  Discussion,  Comment,  Summary  or 
Conclusion. 

10.  Footnotes.  Footnotes  must  be  brief.  One  at  the 
bottom  of  the  first  page  should  state  the  Society  and  date  of 
presentation,  and  institutional  origin,  if  any.  Special  titles  or 
position  of  the  author,  acknowledgements,  etc.,  will  be  added 
according  to  simplicity,  editorial  policy  and  discretion. 

11.  References.  Reference  lists  rarely  add  to  the  value  of 
an  article  for  the  majority  of  readers.  We  will  make  every 
effort  to  publish  short  reference  lists,  but  long  ones  will  be 
deleted.  Incidentally,  the  proper  heading  is  “References,”  not 
“Bibliography.”  The  latter  implies  everything  in  the  literature 
upon  the  subject.  Make  them  uniform  in  style  and  brief,  as: 
Jones,  W.  K.:  Pvelonephritis  in  Infancy.  JA.MA  141:75. 
1964. 

12.  Editorials.  We  would  like  to  have  more  submitted  by 
our  State  editors  and  the  membership  at  large.  Readers  must 
get  tired  of  thunder  from  publication  headquarters  in  Denver; 
frankly,  we  do  too!  Speak  out,  and  we’ll  sign  your  name, 
initials,  or  respect  your  request  for  anonymity,  as  you 
choose.  If  you  don’t  like  something  we  do  or  say,  please  let 
us  in  on  it;  we  could  even  stand  to  hear  about  it  if  something 
happens  to  please  you.  A “Letter  to  the  Editor”  may  help 
you  get  something  off  your  mind.  We’re  asking  for  it  and  we 
have  a place  to  put  it-in  the  Journal,  that  is! 

13.  Proofs.  Galley  proofs  are  submitted  to  the  author, 
and  prompt  return  is  essential.  Authors  should  correct 
typographical,  grammatical,  or  rhetorical  errors,  but  do  not 
reinsert  or  rewrite  sentences,  paragraphs,  tables,  etc.,  which 
an  editor  may  have  deleted,  condensed,  or  paraphrased.  When 
an  article  reaches  the  galley-proof  stage,  the  author  may  NOT 
re-edit  his  article;  that  is  the  privilege  of  the  Journal’s  editors. 

14.  Reprints.  Most  authors  desire  reprints.  Our  printing 
firm  provides  them  on  a non-profit  basis.  They  MUST  be 
ordered  when  the  author  submits  his  corrected  proof. 

15.  Our  Journal  is  copyrighted.  We  and  most  state  and 
regional  journals  owned  by  state  medical  societies  have 
granted  each  other  continuing  copyright  permission  to  copy 
or  quote  with  proper  credit.  Copyright  permission  is  not 
granted  to  commercial  or  privately  owned  publications. 


Rocky  Mouxtm.x  Mkdicm.  JoI'b.nal 


ARTICLES 


Intra-aortic  balloon  pumping 

For  mechauicol  left  ventricular  assistance 


Fred  W.  SeluMnimaker,  MI),  John  B.  (iroM,  Sr.,  MI), 
Arthur  E.  Preve«lel,  MI),  Alan  R.  Hopeinan,  MD, 
Dan  Sinitli,  MI),  and  (diaries  Brantigan,  MI),  Denver 


Ke/iort  «/  (III  18  month  vxpcrienvv  tvith 
count rr-piilsfilion  mcchunicul  ussistuncc. 


Continued  experience  has  shown  that  the 
mortality  of  cardiogenic  shock  is  high.'  Fail- 
ure to  respond  to  the  prompt  institution  of 
therapy,  including  basic  vasopressors  or 
ionotropic  agents,  may  be  100  per  cent.-’"  Al- 
though drug  therapy  is  of  some  assistance, 
success  is  often  limited.  During  the  past 
decade  there  has  been  increasing  interest  in 
methods  of  assisting  the  circulation  in  pa- 
tients with  circulatory  failure.'*  With  the  de- 
velopment of  various  mechanical  assistances 
for  the  failing  heart,  mortality  statistics  have 
been  improved. 

Approaches  to  assisting  the  circulation  fall 
into  three  major  categories.  In  the  first,  the 
work  of  the  heart  may  be  decreased  by  re- 
duction of  blood  that  the  ventricle  must  eject; 
this  is  shunt  or  flow  assistance  because  part 
of  the  circulation  is  diverted  from  the  heart. 
The  second  approach  uses  the  principles  of 
counter-pulsation  but  augments  the  stroke 
volume  of  the  pump  with  blood  drawn  from 
the  venous  system.  The  third  major  approach 
is  aortic  pressure  alternation  by  reduction  of 

This  paper  was  presented  at  the  annual  Colorado  Regional 
meeting  of  the  American  College  of  Physicians  in  asso- 
ciation with  the  Colorado  Society  of  Internal  Medicine, 
Colorado  Springs,  January  1974.  From  the  Departments 
of  Cardiology  and  Surgery,  St.  Luke’s  Hospital,  Denver, 
CO.  Address  reprint  requests  to  Dr.  Schoonmaker.  St. 
Luke’s  Hospital,  Denver.  Dr.  Smith  and  Dr.  Brantigan 
are  Surgical  Residents,  University  of  Colorado  Medical 
School. 


the  afterload  of  the  left  ventricle  which  in- 
creases the  diastolic  pressure."  This  latter 
form  of  assistance  is  called  pressure  assist  or 
counter-pulsation.  No  blood  is  bypassed  and 
no  oxygenator  unit  is  needed. 

Counter-pulsation  mechanical  assistance 
may  be  obtained  by  insertion  of  a synchro- 
nized phase  inflation  and  deflation  balloon 
into  the  descending  thoracic  aorta.  The  dra- 
matic effectiveness  of  this  technic  has  been 
well  documented  in  various  forms  of  shock 
(myocardial  or  septic),  mitral  or  ventricular 
septal  defects  following  acute  myocardial  in- 
farctions, recurrent  cardiac  ischemic  epi- 
sodes, and  preoperative  and  postoperative 
valvular  and  coronary  heart  procedures.®"" 

Mfiteriuls  <mil  Methods 

Intra-Aortic  Balloon  Pumping  (lABP), 
the  approach  described  initially  by  Moulopou- 
lous  et  al  in  1962,  employs  a non-occlusive 
catheter  and  balloon  system  passed  retro- 
grade from  the  femoral  artery  into  the  de- 
scending aorta  to  a position  just  distal  the 
subclavian  artery.'" 

Forty-four  patients  presented  in  this  series 
are  classified  into  three  groups:  (1)  patients 
with  myocardial  infarction,  (2)  patients  un- 
able to  be  stabilized  during  cardio-pulmonary 
bypass,  (3)  high-risk  patients  undergoing 
open  heart  surgery  or  cardiac  catheterization. 
lABP  was  performed  with  the  Avco  Intra- 
Aortic  Balloon  Pump  with  a 30-40ml  balloon. 
The  inflation  and  deflation  is  timed  and  reg- 
ulated from  the  electrocardiogram. 
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Inflation  can  be  adjusted  to  occur  during 
the  first  20  to  50  per  cent  of  the  R to  R inter- 
val and  deflation  during  the  latter  50  per  cent 
of  the  R to  R interval  (Fig.  1.)  The  balloon 
is  inflated  with  helium  because  its  low  vis- 
cosity allows  extremely  rapid  movement  of 
gas  in  and  out  of  the  balloon.  In  general,  bal- 
loon inflation  is  timed  to  occur  shortly  after 
the  peak  of  the  Q wave  and  deflation  to 
occur  following  the  PR  interval.  During 
lABP,  no  heparin  or  dextran  is  routinely  ad- 
ministered. 

Patient  selection  for  this  means  of  ther- 
apy had  a mean  age  of  48  ranging  from  32 
to  70.  Overall  mortality  was  34  per  cent.  Av- 
erage pumping  time  was  12  days  with  one 
patient  being  carried  62  days.  Data  which 
was  monitored  for  evaluation  of  treatment 
with  lABP  is  listed  (Fig.  2). 

Practical  adaptability  to  this  type  assist 
appears  ideally  suited  for  patients  who  are 
acutely  ill.  It  does  not  require  a major  surgi- 
cal procedure,  extra  corporal  circulation,  and 
is  easy  to  apply.  Average  time  to  insert  is  15 
to  20  minutes  and  is  usually  done  in  the  op- 
erating room,  but  insertion  has  been  done 
under  local  anesthetic  and  Valium  at  the  bed- 
side. Operation,  adjustments,  and  mainte- 
nance may  be  done  by  nurses  in  the  intensive 
care  units. 

Physiologic  Basis 

Circulatory  collapse,  if  untreated,  is  a self- 
perpetuating  cycle  which  increases  systemic 
hypotension,  acidosis,  decreases  the  coronary 
blood  flow,  increases  myocardial  hypoxia, 
arrhythmias,  and  may  further  impair  myo- 
cardial performance.  The  latter  may  cause 
additional  necrosis  in  adjacent  areas  to  the 


Fig.  1.  Diagrammatic  demonstration  of  triggering 
balloon  inflated  and  deflated  from  the  surface 
electrocardiogram. 


CLINICAL  DATA 

CONTINUOUS  : 

1 . E KG 

2.  S B P 

INTERMITTENT  : 

1.  HCT  WBC  PLTS 
RETICS  PLASMA  HB 

2.  ART  P02  PC02  pH 

3.  CVP 

4.  LAP 

5.  CLOTTING  TESTS 

6.  BUN  CREATININE 

Fig.  2.  Data  monitored  for  evaluation  of  perfor- 
mance of  the  clinical  treatment  of  patients  under- 
going Intra- Aortic  Balloon  Pimping  (lABP). 
S.B.P.  is  the  systemic  blood  pressure.  L.A.P.  is 
direct  left  atrial  pressures. 

initial  infarction  or  injury."  Clinical  support 
by  the  technic  of  lABP  is  primarily  to  inter- 
rupt this  cycle  by  reducing  left  ventricular 
work,  systolic  pressure,  increasing  blood  flow 
to  the  pressure-dependent  areas  of  the  myo- 
cardium by  increasing  aortic  diastolic  pres- 
sure and  improving  the  peripheral  perfusion 
through  increase  in  cardiac  output.^-  Critical 
margin  of  left  ventricular  myocardium  may 
then  be  preserved  by  lowering  peak  left  ven- 
tricular systolic  pressure  from  lowered  aortic 
pressure  as  a result  of  previous  balloon  com- 
pression.In  so  doing,  there  is  a marked 
reduction  in  aortic  systolic  pressure  which  re- 
duces the  ventricular  work  (afterload) . It  fa- 
cilitates myocardial  fiber  shortening,  reduces 
left  ventricular  end  diastolic  pressure,  and 
left  ventricular  end  diastolic  volume;  there- 
fore, lowering  myocardial  oxygen  demand. 
During  diastolic  augmentation  or  inflation, 
there  is  an  elevation  of  coronary  perfusion 
pressure,  thus  increasing  coronary  blood  flow. 
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This  type  support  is  in  direct  contrast  to 
the  usual  treatment  of  shock  which  may  in- 
clude v'aso-pressors  and  ionotropic  agents. 
Such  therapy  often  increases  the  afterload,  in- 
creases the  ionotropic  state  of  the  myocar- 
dium, increases  the  oxygen  requirements,  and 
may  also  markedly  decrease  the  delivery. 
Whereas  counter-pulsation  decreases  systolic 
pressure,  reduces  left  ventricular  work,  de- 
creases the  oxygen  requirement,  increases 
diastolic  pressure,  increases  coronary  blood 
flow  while  increasing  the  amount  of  oxygen 
available. 

In  a sense,  coronary  flow  is  pressure  re- 
lated and  occurs  mainly  during  diastole. 
Coronary  blood  flow  can  therefore  be  im- 
proved with  diastolic  augmentation.  In  the 
next  phase  deflation  of  the  balloon  occurs  just 
before  and  during  systole. 

Sarnoff  and  Levine*'*-’''’  have  shown  that 
left  ventricular  work  and  the  myocardial 
oxygen  consumption  are  related  more  closely 
to  the  pressure  against  which  the  left  ven- 
tricle must  work  than  to  the  amount  of  blood 
that  the  left  ventricle  pumps.  By  reducing 
this  afterload,  synchronous  pressure  assist 
may  directly  enhance  the  cardiac  output, 
lower  end  diastolic  pressure  and  volume  in 
the  left  ventricle,  and  thereby  decrease  pul- 
monary congestion. 

In  addition,  an  increase  in  coronary  flow 
provided  by  counter-pulsation  may  indirectly 
improve  cardiac  function  since  in  coronary 
heart  disease  the  performance  of  the  heart 
and  the  myocardial  oxygen  consumption  ap- 
pear to  be  dependent  on  coronary  flow,  par- 
ticularly when  coronary  perfusion  pressures 
are  low.  Counter-pulsation  may  further  en- 
hance cardiac  performance  by  stimulating 
the  development  of  coronary  collateral  cir- 
culation. The  coronary  bed  is  richly  invested 
with  collateral  vessels  both  potential  and 
patent,  but  the  development  of  the  functional 
collateral  is  often  a delayed  process.’”  The 
net  hemodynamic  effect  of  these  counter- 
pulsation is:  (1)  to  provide  a more  favor- 
able balance  between  myocardial  oxygen  sup- 
ply and  demand,  the  former  rising  and  the 
latter  declining,  (2)  to  elevate  total  cardiac 
output  and  therefore  raise  blood  flow  to 
peripheral  tissues,  (3)  to  lower  left  ventric- 
ular end  diastolic  pressure  and  volume 


thereby  diminishing  pulmonary  congestion, 
(4)  to  increase  coronary  flow  which  will  in- 
crease myocardial  oxygen  via  the  decrease 
reflex  reduction  of  systemic  vascular  resist- 
ance which  combined  with  the  reduction  may 
contribute  to  the  reduction  in  left  ventricular 
afterload,  and  (5)  to  open  potential  coronary 
collateral  channels.  The  elucidation  of  these 
physiologic  effects  suggests  its  usefulness  in 
the  treating  of  coronary  type  patients  and 
those  undergoing  both  revascularization  and 
valvular  surgery.  Equally  significant  is  the 
animal  experimentation  of  Fleming’’  show- 
ing reduction  in  mortality  from  shock.  Ma- 
roko’®  reported  that  there  might  be  a mark- 
edly reduced  infarct  size  and  severity  as  a 
result  of  balloon  pumping  with  a 22  per  cent 
decrease  in  wall  stress,  and  25  per  cent  de- 
crease in  calculated  contractile  elements. 

Results 

Forty  of  these  forty-four  patients  were 
surgical  and  four  had  acute  myocardial  in- 
farction (Fig.  3).  Thirty-two  of  the  patients 
were  in  clinical  shock,  twenty-eight  of  the 
surgical  group  and  all  of  the  patients  with 
infarction.  Of  these  32  patients,  11  expired 
for  an  overall  mortality  of  34  per  cent.  Ten 
were  in  the  surgical  group  placed  on  the  bal- 
loon pump  following  cardio-pulmonary  by- 
pass, and  one  was  in  the  acute  myocardial 
infarction  group. 

Twelve  patients  were  prophylactically 
“put  on”  prior  to  surgery  for  bypass  or  com- 
bination of  bypass  grafting  and  valvular  re- 
placements who  had  poor  left  ventricular 
function.  It  has  been  noted  that  there  has 
been  a marked  improvement  in  the  mortal- 
ity’” and  morbidity  of  this  particular  group 
of  patients. 

RESULTS  - 44  PATIENTS 


1.  40  SURGICAL 

a.  28  SHOCK  36%(10) 

b.  12  PROPHYL.  0%(  0) 

2.  4 M.  I.  25%(  1) 

Fig.  3.  Represents  the  patients  undergoing  lABP 
wJiich  includes  four  acute  myocardial  infarctions 
(M.I.)  with  one  mortality. 
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Fig.  5.  Right  atrial  pressure  with  the  balloon  pump 
on  and  off. 


Fig.  4.  Direct  arterial  pressures  in  eight  patients 
in  shock  before  and  after  the  lABP,  after  visage 
of  routine  vaso-pressor  and  ionotropic  agents. 


URINE  OUTPUT 


Fig.  6.  Urinary  output  of  eight  patients  showing 
marked  improvement  after  augmentation. 


L.  A.  PRESSURE 


Fig.  8.  Direct  left  atrial  pressure  measured  from 
a string  gauge  inserted  during  surgery. 


VENOUS  O2  SATURATION 


Fig.  7.  Improvement  of  right  atrial  O;  on  and  off 
the  pump. 
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Fig.  9.  Panel  one  and  two  represent  recurrent  ven- 
tricular tachycardia  and  fibrillation  with  25  D/C 
conversions  and  routine  medical  antiarrhythmic 
therapy  of  patient  with  myocardial  infarction. 
Panel  three  represents  normal  sinus  rhythm  with 
normalization  of  the  hemodynamics  after  30  min- 
utes of  pumping. 
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All  patients  showed  improvement  in  their 
hemodynamics.  Those  who  did  not  continue 
to  progressively  improve  clinically  and  hemo- 
dynamically  were  the  mortalities.  Those  pa- 
tients who  did  demonstrate  marked  improve- 
ment of  right  and  left  atrial  pressures, 
systemic  pressure,  urine  output,  and  venous 
oxygen  v'alues,  survived.  Eight  of  these  pa- 
tients had  actual  left  atrial  pressures  ob- 
tained through  a catheter  placed  in  the 
atrium  at  operation,  rather  than  direct  pul- 
monary artery  or  wedge  pressures  usually 
used  for  indirect  dynamics  of  the  left  side 
of  the  heart.  Measurements  on  these  eight 
patients  prove  the  effectiveness  of  balloon 
pumping  as  shown  by  graphs  of  systemic 
blood  pressure  (Fig.  4),  right  atrial  pressure 
(Fig.  5),  urinary  output  (Fig.  6),  venous 
oxygen  saturation  (Fig.  7),  and  left  atrial 
pressure  (Fig.  8) . Improvement  as  measured 
by  the  ECG  is  strikingly  illustrated  by  the 
tracings  of  one  of  the  patients  with  acute 
myocardial  infarction  (Fig.  9). 

There  have  been  several  patients  who 


have  had  severe  peripheral  vascular  disease 
in  whom  the  balloon  could  not  be  passed 
through  the  routine  left  or  right  femoral  ar- 
teries, and  these  had  the  pump  inserted  di- 
rectly into  the  abdominal  aorta. 

SinmiKiry 

Forty-four  patients  have  had  lABP  for 
mechanical  left  ventricular  assist.  Of  these, 
32  patients  were  critically  ill  with  11  expira- 
tions for  a mortality  of  34  per  cent.  This  form 
of  therapy  has  been  limited  to  patients  be- 
yond any  other  means  of  treatment  and  in 
the  terminal  stages  of  shock.  Twelve  patients 
with  poor  left  ventricular  function  were  put 
on  the  pump  prophylactically  for  bypass 
and/or  valvular  surgery  with  a decrease  in 
predicted  mortality  for  these  high-risk  pa- 
tients. It  is  concluded  that  lABP  is  safe,  effec- 
tive, and  may  be  applied  rapidly.  It  is  a sound 
physiologic  mode  of  therapy.  Survival  rate 
has  been  66  per  cent  and  represents  a “buying 
of  time”  for  people  unresponsive  to  medical 
management  for  the  shock  syndrome.  • 
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Enterocutaneous  fistula 

The  ^^neiv  look^’ 


Rohcrt  B.  Sawyer,  MI).  Kenneth  Sawyer,  MD,  and 

Franees  Schroeder,*  Denver 


Management  of  enterocntaneons  fistula 
has  been  changed  by  the  utilization  of 
hyperalimentation  and  total  elemental  diets. 


During  the  last  four  years,  a milestone  has 
been  passed  in  the  management  of  patients 
with  enterocutaneous  fistulas.  The  advent  of 
parenteral  hyperalimentation'  and  total  ele- 
mental diets-  has  directed  attention  to  the 
importance  of  nutrition  in  these  critically-ill 
patients.  The  basic  concepts  of  fistula  care 
are  unchanged,  but  the  priorities  have 
changed.  By  control  of  the  caloric  and  nitro- 
gen balance,  the  other  tenets  of  care  are  im- 
proved. Improved  nutritional  status  aids 
greatly  in  the  management  of  septic  com- 
plications, and  reduction  of  the  volume  of 
drainage  from  the  fistulas  helps  fluid  and 
electrolyte  management  and  eases  skin  care.^ 

Comparison  of  treatment  given  50  such 
patients  in  recent  years  shows  the  advan- 
tages of  the  modern  technics.  Initially,  the 
newer  methods  were  applied  timidly  and 
late  in  the  course  of  the  illness.  As  experi- 
ence and  understanding  have  developed, 
more  aggressive  and  earlier  application  of 
these  forms  of  therapy  has  been  reflected  in 
improved  morbidity  and  mortality. 

Clinical  Material 

Various  modalities  of  treatment,  as  shown 
in  the  case  records  of  50  patients  with  ente- 
rocutaneous fistulas,  treated  at  Presbyterian 
Medical  Center  in  Denver,  during  the  years 
1969  through  1972  were  compared  (Table  1). 

’Frances  Schroeder  is  Enterostomal  Therapist. 


Twenty-seven  patients  were  treated  by  vari- 
ous conventional  modalities.  Of  the  remain- 
ing 23  patients  treated  by  the  special  nutri- 
tional modalities,  12  were  given  the  total 
elemental  diet,  supplied  as  Vivonex-100  from 
Eaton  Laboratories,  seven  received  parenteral 
hyperalimentation,  and  four  were  treated 
with  combined  therapy,  a combination  of 
hyperalimentation  and  total  elemental  diet. 

Results 

The  length  of  time  of  drainage  of  the 
various  fistulas  cannot  be  compared  since 
four  of  the  conventionally-treated  patients 
died  while  still  draining,  and  four  were  still 
draining  significantly  when  they  left  the 
hospital.  The  three  patients  in  the  hyperali- 
mentation and  combined  group  who  died 
were  draining  at  the  time  of  death.  The  av- 
erage duration  of  drainage  for  the  conven- 
tionally-treated patients  was  53  days,  while 
that  of  the  specially-treated  group  was  40 
days.  Small-bowel  fistulas  were  the  most 
difficult  to  control,  requiring  an  average  of 
75  days  when  treated  by  the  conventional 
means  (Table  2) . 

Hyperalimentation  was  given  for  an  av- 
erage of  64  days,  and  the  elemental  diet  for 
16.  Closure  required  46  days  when  both  mo- 
dalities were  used.  Duodenal  fistulas  were 
effectively  handled  by  conventional  means, 
although  many  of  these  were  minimal  in  size. 
There  is  no  question  that  the  colonic  fistulas 
closed  more  promptly  with  the  total  elemen- 
tal diet. 

In  five  cases  where  data  on  hyperalimen- 
tation were  available,  there  was  a 60  per  cent 
decrease  in  drainage  volume  within  48  hours, 
while  on  patients  treated  with  total  elemen- 
tal diet,  seven  showed  a 67  per  cent  decrease. 
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TABLE  1 

RELATION  OF  ALIMENTATION 
TO  AREA  INVOLVED 


c 

z 

z 

Totals 

Duodenal 

11 

2 

4 

1 

18 

Small  Bowel 

8 

4 

3 

3 

18 

Colon 

8 

6 

0 

0 

14 

27 

12 

7 

4 

50 

Seven  secondary  surgical  procedures  were 
needed  to  obtain  closure  in  the  conventional 
group  and  two  in  the  treated  group  (Table 
3) . Two  duodenal,  two  small  bowel,  and  three 
colonic  fistulas  needed  secondary  procedures, 
while  in  the  treated  group,  two  of  the  small- 
bowel  fistulas  required  closure.  Distribution 
of  deaths  is  shown  in  Table  4. 


l)i.  i iissioii 

Enterocutaneous  fistulization  is  one  of  the 
most  dangerous  complications  of  intra-ab- 
dominal surgery. '*■5  The  problem  becomes 
critical  when  the  patient  cannot  take  nutri- 
tion for  convalescence  and  constantly  loses 
fluids,  electrolytes,  protein,  and  calories 
through  the  fistula.®  The  ability  to  nurture 
such  patients,  either  while  they  heal  or  while 
preparing  them  for  necessary  surgery,  is  im- 
portant. 


loss  of  electrolytes,  protein,  calories,  and 
fluid®  by  decreasing  the  volume  of  pancreatic, 
biliary,  and  intestinal  secretions.  These 
agents  also  decrease  the  bacterial  flora  in  the 
intestine.’ 

When  faced  with  this  significant  compli- 
cation, the  physician  must  have  an  adequate 
plan  of  management,  of  which  early  and 
adequate  nutritional  support  is  the  most  im- 
portant feature.  Preparation  should  also  be 


TABLE  3 

SECONDARY  SURGICAL  PROCEDURES 


> 

e 

z 

X 

b 

Both 

Totals 

Duodenum 

2 

0 

0 

0 

2 

Small  Bowel 

2 

0 

1 

1 

4 

Colon 

3 

0 

3 

7 

0 

1 

1 

9 

made  to  collect  the  drainage  and  protect  the 
skin.  Local  and  generalized  sepsis  must  be 
controlled. 


If  the  fistula  is  high  in  the  gastrointestinal 
tract,  or  if  the  patient  has  an  ileus,  hyperali- 
mentation should  be  started  by  the  central 
venous  route.  If  the  fistula  is  in  the  lower 
small  bowel  or  colon,  total  elemental  diet  is 
the  method  of  choice,  provided  the  patient 
can  tolerate  oral  feedings. 


TABLE  2 

DURATION  OF  FISTULAS  IN  DAYS 


Conventional 

K 

z 

£ 

Ilyper 

£ 

Duodenum 

34 

40 

42 

52 

Small  Bowel 

75 

16 

64 

46 

Colon 

49 

21 

Conventional  methods  of  treating  entero- 
cutaneous fistulas  have  relied  on  intravenous 
fluids,  which  have  little  nutritional  value, 
and  on  oral  feedings  that  exacerbate  the  fis- 
tula by  stimulating  pancreatic,  biliary,  and 
intestinal  secretions.  The  newer  technics  of 
management  have  been  shown  to  reduce  the 


TABLE  4 
MORTALITY 


z 

s 

Z 

b 

£ 

c 

Duodenum 

1 

0 

1 

0 

Small  Bowel 

2 

0 

1 

1 

Colon 

1 

0 

4 

0 

2 

1 

In  some  patients  with  multiple  fistulas, 
hyperalimentation  should  be  used  until  the 
problem  has  localized  to  one  draining  area, 
and  then  the  total  elemental  diet  can  be 
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given,  either  by  mouth  or  by  feeding  jeju- 
nostomy.  Many  of  the  less  complicated  fis- 
tulas close  with  ease  when  conventional 
methods  of  treatment  are  used,  but  in  our 
experience,  they  close  even  earlier  and  with 
less  chance  of  developing  complications  with 
either  of  the  two  newer  methods.  At  first, 
we  tended  to  reserve  these  methods  for  the 
more  complicated  situations,  but  as  we  have 
gained  experience  with  their  use,  w’e  start 
them  early  in  the  course  ol  the  fistula,  par- 
ticularly the  use  of  the  total  elemental  diet, 
since  it  is  relatively  free  of  complications** 
and  is  easier  to  administer.  As  a result,  these 
patients  are  carried  through  the  course  of 
their  illness  with  normal  electrolyte  and  ni- 
trogen balance,  less  sepsis,  and  a greater  feel- 
ing of  well-being. 

An  important  part  of  our  team  is  the  en- 
terostomal therapist,  who  cares  for  the  skin. 
As  excoriation  can  be  anticipated,  the  skin 
can  be  protected  from  the  beginning  by  col- 
lecting the  drainage  in  disposable  bags. 
Creams  and  ointments  are  of  little  use  in 
preventing  excoriation,  as  they  interfere 
with  the  adhesion  of  the  bags.  Should  ex- 
coriation occur,  triamcinolone  spray  is  help- 
ful and  still  allows  the  bag  to  adhere. 

The  postoperative  supplies  and  technic 
of  ileostomy  care  are  adaptable  to  fistula 
care.  With  enterocutaneous  fistulas,  an  ad- 
hesive-backed bag,  applied  directly  to  the 
skin,  causes  a vicious  cycle  of  leakage,  bag 
removal,  and  excoriation,  unless  special  care 


is  given.  Some  type  of  “skin  barrier”  (sheet 
karaya,  karaya  washer,  etc.)  must  be  used 
under  the  adhesive  of  the  bag  to  protect  the 
skin  and  prevent  leakage.  The  skin  barriers 
mold  into  the  irregular  cracks  that  are  no- 
torious for  leakage.  With  this  method,  a bag 
can  be  successfully  applied,  even  over  su- 
tures. The  bags  and  karaya  sheets  should  be 
carefully  cut  to  fit  closely  around  the  cuta- 
neous opening,  leaving  as  little  skin  exposed 
as  possible.  Any  skin  left  exposed  must  be 
covered  with  karaya  powder  after  the  bag 
is  applied.  Bags  should  be  changed  daily  for 
good  wound  care.  Subgallate  or  bismuth  sub- 
carbonate given  after  meals  helps  control 
odor. 

S II  m in  ary 

Hyperalimentation  and  total  elemental 
diets  have  changed  the  complexities  of  en- 
terocutaneous fistula  management  by  im- 
proving the  nutritional,  fluid,  electrolyte, 
and  septic  condition  of  the  patients.  More  of 
the  fistulas  close  spontaneously  and  fewer 
patients  require  secondary  operative  care. 

Multiple  fistulas  and  those  higher  in  the 
gastrointestinal  tract  are  treated  with  hyper- 
alimentation. Fistulas  in  the  lower  small 
bowel  and  colon  lend  themselves  to  manage- 
ment with  the  total  elemental  diet.  Dispos- 
able adhesive  bags  and  skin  barriers  lessen 
the  problem  of  skin  protection,  improve  am- 
bulation, and  aid  in  drainage  collection.  A 
competent  enterostomal  therapist,  who  cares 
for  the  skin,  is  an  important  asset.  • 
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Bleeding  disorders  in  urology* 


Disseminated  Intravascular  Coagulation 
(DIC)  and  local  fibrinolysis  present  a diffi- 
cult diagnostic  and  therapeutic  problem,  es- 
pecially for  the*  physician  unaccustomed  to 
treating  bleeding  disorders.  It  is  important 
that  the  urologist  have  a simple  approach  for 
establishing  the  etiology  of  the  hemorrhagic 
process  and  an  understanding  of  the  patho- 
physiology involved,  before  life-saving  ther- 
apy can  be  initiated.  A case  of  both  DIC  and 
local  fibrinolysis,  seen  on  a Urology  Service, 
are  presented.  The  appropriate  measures  for 
establishing  an  adequate  diagnosis,  the  patho- 
physiology, and  treatment  of  each  disorder 
are  discussed. 

CASE  REPORTS 

Case  1:  A 72-year-old  white  male  was  admitted 
to  the  Urology  Service  with  a ten-day  history  of 
intermittent  gross  hematuria.  He  denied  any  other 
GU  symptoms  except  mild  hesitancy  and  nocturia 
three  times  per  night  for  three  years.  There  were 
no  symptoms  suggestive  of  a bleeding  disorder  or 
of  liver  disease.  The  patient  had  been  taking  in- 
sulin, 40  units  NPH  daily  for  six  years  for  diabetes 
mellitus.  The  remainder  of  the  systems  review 
was  unremarkable. 

At  physical  examination  blood  pressure  was 
138/80  mm  Hg,  and  a pulse  was  88  per  minute.  No 
petechiae  or  ecchymoses  were  apparent,  and  no 
gross  abnormalities  were  noted.  Initial  laboratory 
examinations  showed  Hct  — 38.7%,  Hgb  = 13.2 
gm  %,  WBC  = 6300,  Na  = 139  meq/L,  K = 3.7 
meq/L,  Cb  = meq/L,  CO.,  = 22  meq/L,  creatinine 
= 1.0  mgm  %,  BUN  = 22  mgm  %,  FBS  = 95  mgm 
%,  alkaline  phosphatase  = 41,  and  acid  phospha- 
tase = 1.6.  Intravenous  pyelogram  showed  filling 
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A practical 

approach  to  diagnosis  and  treatment 


Ralph  E.  Hopkins,  MD,  Robert  J.  Anderson,  MD, 
and  Ronald  R.  Pfister,  MD,  Denver 


defects  in  both  renal  pelvises.  Bilateral  retrograde 
pyelograms  showed  a normal  left  kidney  and 
what  appeared  to  be  a mass  in  the  right  kidney 
with  compression  of  the  renal  pelvis.  An  aorto- 
gram  and  right  selective  renal  arteriogram  dem- 
onstrated bilateral  iliac  aneurysms,  but  was  other- 
wise normal.  The  suspected  renal  mass  appeared 
to  be  a lobulated  area  of  renal  tissue  in  the  medial 
portion  of  the  inferior  pole. 

Six  hours  following  the  aortogram,  the  arterial 
puncture  site  began  to  bleed  briskly.  The  bleeding 
was  initially  controlled  with  local  pressure,  but 
the  groin  and  thigh  were  noted  to  be  moderately 
swollen.  At  tbis  time,  Hct  had  fallen  to  26%.  How- 
ever, the  blood  pressure  (110/90),  pulse  (92),  and 
CVP  (6  mm  H;0)  were  normal.  Prothrombin  time 
was  23%,  partial  thromboplastin  time  (PTT)  was 
normal,  and  platelets  were  104,000.  General  surgi- 
cal consultation  recommended  conservative  treat- 
ment, since  tbe  bleeding  appeared  well  controlled 
with  local  compression.  Twenty  milligrams  of 
aquamephyton  were  given  intravenously.  Vital 
signs  remained  stable,  tbe  groin  did  not  appear 
to  be  increasing  in  size,  and  the  patient  was  com- 
fortable. 

Approximately  six  hours  after  the  initial  bleed, 
petecbiae  were  noted  over  tbe  abdomen  and  ex- 
tremities. A hematoma  was  present  around  the 
CVP  puncture  site  (internal  jugular).  The  groin 
also  appeared  to  be  increasing  in  size  and  oozing 
was  present  at  multiple  veni-puncture  sites.  At 
this  time,  Hct  was  21%,  platelets  98,000/mm3 
fibrinogen  125  mg  %,  fibrin  split  products  were 
not  present,  and  the  PTT  was  normal.  Clinical 
pathologic  consultation  recommended  that  Heparin 
not  be  started  since  the  laboratory  data  was  sug- 
gestive of,  but  not  diagnostic  of,  disseminated  in- 
travascular coagulation  (DIC).  Three  units  of 
fresh  whole  blood  were  administered,  but  the  pa- 
tient continued  to  bleed  around  the  CVP  line  and 
into  the  groin.  Gross  hematuria  developed.  Four 
hours  later,  the  platelet  count  had  dropped  to 
60,000/mm'*  and  fibrin  split  products  were  mark- 
edly elev'ated.  Heparin  w'as  given  intravenously 
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every  six  hours  in  doses  of  5,000  units.  After  four 
more  units  of  blood,  the  patient  had  stable  vital 
signs,  no  further  evidence  of  bleeding,  and  a Hct 
of  30%.  However,  approximately  six  hours  later, 
a decreasing  platelet  count  and  decreasing  hemato- 
crit was  again  noted.  Heparin  was  increased  to 
7,000  units  every  four  hours  and  he  once  again 
stabilized.  Approximately  eight  hours  later,  the 
patient  developed  acute  respiratory  stridor.  While 
attempting  endotracheal  intubation,  the  patient 
arrested.  In  spite  of  emergency  tracheostomy,  the 
patient  died  thirty  minutes  later.  Autopsy  revealed 
acute  subglottic  bleeding,  mild  changes  of  cirrhosis 
(Laennec’s  type),  mild  bilateral  pyelitis,  an  ob- 
vious puncture  site  in  the  right  iliac  aneurysm, 
and  a large  groin  and  thigh  hematoma. 

Case  2:  A 67-year-old  white  male  was  admit- 
ted to  the  Denver  Veterans  Administration  Hos- 
pital with  symptoms  of  bladder  outlet  obstruc- 
tion. The  past  medical  history  and  review  of  sys- 
tems were  entirely  negative.  Physical  examination 
showed  blood  pressure  of  126/74  mm  Hg  and  a 
pulse  of  74  per  minute.  Skin  examination  showed 
no  evidence  of  ecchymoses  or  petechiae.  Abdomen 
examination  was  negative,  and  the  prostate  was 
smooth  and  estimated  to  be  30  grams  in  size.  IVP 
was  normal.  Cystoscopy  revealed  4-|-  trabecula- 
tions  with  multiple  diverticulae  of  the  bladder, 
and  an  obstructed  prostatic  fossa.  Laboratory  data 
showed  Hct  = 43.7%,  Hgb  = 14.8  gm  %,  Na  = 
141  meq/L,  IL  = 4.6  meq/L,  Cl  = 107  meq/L, 
COo  = 24  meq/L,  BUN  = 18,  creatinine  = 0.9  mg 
%,  alkaline  phosphatase  = 45  units,  acid  phos- 
phatase = 2.4  units,  and  protime  = 75%.  Platelets 
were  adequate  on  smear.  Urine  culture  was  nega- 
tive. 

Under  spinal  anesthesia,  transurethral  resection 
of  the  prostate  was  performed.  At  the  end  of  the 
operation,  minimal  bleeding  was  present  but  was 
controlled  with  mild  traction.  Approximately  one 
hour  later,  the  bleeding  increased  markedly.  A 
coagulation  workup  revealed  a protime  of  90%, 
fibrinogen  of  344  mg  % and  platelets  of  195,000. 
Hct  had  dropped  to  28%  and  three  units  of  whole 
blood  were  given.  The  bleeding  continued  to  in- 
crease, and  after  an  additional  six  units  of  blood 
(three  of  which  were  fresh  blood),  the  patient 
was  returned  to  the  operating  room  and  opened 
suprapubically.  No  arterial  bleeding  sites  were 
found  and,  in  spite  of  lateral  bladder  neck  hemo- 
static sutures,  the  bleeding  continued.  Prostatic 
packs  were  placed  and  the  bleeding  diminished, 
but  did  not  completely  stop.  The  bleeding  con- 
tinued to  be  only  minimal,  and  the  patient  was 
removed  from  the  operating  suite  and  taken  to 
the  intensive  care  unit.  Approximately  two  hours 
later,  the  bleeding  increased  rapidly,  and  a clot- 
ting workup  revealed  normal  platelets,  normal 
fibrinogen,  and  normal  protime.  Amicar,  5 grams, 
was  given  intravenously  and  the  bleeding  abruptly 
stopped.  The  prostatic  packs  were  removed,  and 
the  rest  of  the  postop  course  was  uneventful. 


Discussion 

Localized  bleeding  in  adult  urologic  sur- 
gery is  most  commonly  caused  by  mechanical 
problems  (i.e.  retained  prostatic  tissue  with 
arterial  bleeding  of  venous  oozing)  but  may 
be  due  to  a coagulation  defect.  A coagulation 
defect  following  urologic  surgery  has  a lim- 
ited numiber  of  causes.  These  include  (1) 
hemostatic  defects  of  multiple  blood  trans- 
fusions, (2)  disseminated  intravascular  co- 
agulation (DIC),  (3)  unsuspected  prothrom- 
bin deficiency  due  to  anticoagulant  therapy, 
(4)  unsuspected  quantitative  or  qualitative 
platelet  abnormality,  or  (5)  coagulation  de- 
fects associated  with  liver  disease.'"^  Con- 
genital coagulation  disorders,  circulating  an- 
ticoagulants, or  localized  fibrinolysis  are 
rarely  operative. 

Historical  data,  physical  examination,  and 
laboratory  tests  all  aid  in  establishing  the 
existing  defect.  The  coagulopathy  of  multiple 
transfusions  usually  occurs  only  after  the 
rapid  infusion  of  six  to  ten  units  of  old  blood. 
Unsuspected  prothrombin  deficiency  can  be 
documented  by  finding  all  clotting  param- 
eters normal  except  the  prothrombin  time. 
Platelet  number  and  function  can  be  quickly 
assessed  by  examination  of  the  peripheral 
blood  smear  and  observing  clot  retraction. 
The  presence  of  congenital  coagulopathies, 
circulating  anticoagulants,  and  coagulation 
defects  associated  with  liver  disease  are  more 
difficult  diagnostic  problems. 

In  the  first  case,  DIC  appeared  to  be  the 
cause  of  profuse  bleeding  and  ultimate  death. 
DIC,  defribrination  syndrome,  and  consump- 
tive coagulopathy  are  terms  used  to  describe 
conditions  characterized  by  pathologic  acti- 
vation of  both  the  coagulation  and  fibrinoly- 
tic systems.^'®  With  DIC,  the  coagulation  sys- 
tem becomes  activated  by  one  or  more  of  the 
following  means:  (1)  endothelial  damage,  as 
with  sepsis  or  heat  stroke,  which  activates 
Hageman  factor  (factor  VII)  and  the  intrin- 
sic clotting  system;  (2)  tissue  injury,  as  with 
tumor  chemotherapy,  in  which  tissue  throm- 
boplastin is  released  activating  the  extrinsic 
clotting  system;  and  (3)  red  blood  cell  and/or 
platelet  damage,  as  with  hemolytic  reactions, 
which  release  phospholipids  and  stimulate 
thrombin  production'’  (Table  1).  The  end  re- 
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TABLE  1 


Important  factors  In  activation  of  the  coagulation  system  In  DIG: 

1.  Endothelial  damage  stimulates  the  intrinsic  clotting 
system. 

a.  sepsis 

b.  viruses 

c.  heat  strokes 

d.  leaking  aneurysms 

2.  Tissue  injury  activates  the  extrinsic  clotting  system 

a.  trauma 

b.  tumors,  especially  when  undergoing  chemotherapy 

3.  Red  cell  and/or  platelet  injury  - - phospholipid 
release  with  prothrombin  to  thrombin 

a.  hemolytic  reaction 


Activated  Factor  X + Factor  V + Flatlets 

Plasminogen 

Prothrombin ^ Thrombin  > 

4' 

Plasmin 


suit  of  this  activation  is  the  formation  of 
thrombin.  Thrombin  promotes  clotting  pri- 
marily by  converting  fibrinogen  to  fibrin. 
Thrombin  also  converts  plasminogen  to  plas- 
min. Plasmin  in  turn  acts  on  fibrinogen,  form- 
ing fibrin  split  products  which  are  slowly  or 
poorly  clottable.  If  the  stimulus  to  thrombin 
production  continues,  consumption  of  clot- 
ting factors  occurs,  and  the  systemic  fibri- 
nolysis renders  fibrinogen  inactive  (Fig  1). 

Although  Die  manifests  itself  in  many 
ways,  the  mode  of  presentation  is  usually 
bleeding,  which  occurred  in  88  per  cent  of 
the  patients  in  the  series  of  Colman  et  alJ' 
The  skin,  gastrointestinal  tract,  wounds,  and 
genitourinary  tract  were  the  most  common 
sites  of  bleeding.  Bleeding  occurred  in  an 
average  of  3.1  sites  per  patient.  Early  in  the 
course,  DIG  may  present  as  a clotting  (throm- 
bosis) problem,  either  as  a large  vessel 
thrombosis  (stroke)  or  a small  vessel  throm- 
bosis (acrocyanosis). 

There  is  no  test  pathognomonic  for  DIG. 
The  policy  adopted  by  Golman  for  the  diag- 
nosis of  DIG  is  safe  and  time-saving.  Basi- 
cally, three  quick  tests  are  ordered:  pro- 
thrombin time,  fibrinogen,  and  platelet  count. 
If  these  show  definite  increase  in  prothrom- 
bin time,  decrease  in  fibrinogen,  and  decrease 
in  platelets,  one  always  will  be  safe  in  treat- 
ing the  patient  for  DIG  (except  in  patients 
who  are  postoperative  from  coronary  bypass 
or  who  have  severe  liver  disease) . If  only  two 
of  these  tests  are  abnormal,  one  needs  a con- 


TABLE  2 


Presumptive  tests  for  DIG: 

1.  Prothrombin  time 

2.  Fibrinogen 

3.  Platelet  count 

Partial  thromboplastin  time 


Confirmatory  tests  for  OIC: 

1 . Thrombi n time 

2.  Fi  test 

3.  Euglobulin  lysis  time 


^ J/ 

Fibrinogen  > Fibrin 

\ / 

^ / 

Fibrin  Split  Products  (D,E,X,Y) 

(result  of  Plasmin  acting  on 

Fibrinogen  and  Fibrin) 

Fig.  1 

firmatory  test,  specifically  to  check  for  the 
presence  of  fibrin  split  products.  Tests  avail- 
able include  the  thrombin  time,  euglobulin 
lysis  time,  and  Fi  tests  (Table  2). 

Treatment  of  DIG  is  fairly  simple.  First, 
the  basic  process  stimulating  the  DIG  should 
be  treated  or  removed.  Second,  Heparin 
should  be  given  intravenously  immediately. 
Golman  et  al.  recommended  100  units/kg 
every  four  hours  by  intravenous  push.-*  One 
may  next  replace  the  clotting  factors  with 
fresh  frozen  plasma,  but  only  after  Heparin 
has  been  instituted. 

In  retrospect,  similar  to  previous  re- 
ports,'*-’ the  first  case  presented  acted  as  a 
leaking  peripheral  aneurysm  in  triggering  a 
consumptive  coagulopathy.  One  may  spec- 
ulate that  if  the  aneurysm  had  been  removed 
at  the  time  of  the  initial  bleed,  the  DIG  would 
have  been  prevented.  Gertainly,  surgical 
treatment  early  in  the  course  must  be  con- 
sidered in  any  future  setting  with  a similar 
picture. 

In  the  second  case  with  massive  bleeding 
from  the  genitourinary  tract,  once  local  me- 
chanical bleeding  (i.e.  arterial  bleeding, 
venous  oozing,  etc.)  had  been  excluded,  the 
patient  was  finally  treated  successfully  for 
localized  fibrinolysis.  The  term  primary 
fibrinolysis  refers  to  a rare  syndrome  in 
which  the  fibrinolytic  pathway  alone  is  ac- 
tivated and  bleeding  results  from  the  forma- 
tion of  poorly  clottable  fibrin  split  products. 
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Most  current  investigators  feel  systemic 
fibrinolysis  rarely,  if  ever,  is  primary,  but  is 
usually  secondary  to  DIC.^-®  Even  cases  of 
prostatic  carcinoma  in  which  systemic  fibri- 
nolysis is  present  appear  to  be  due  primarily 
to  Die.®  Localized  fibrinolysis  in  the  urinary 
tract  due  to  the  presence  of  urokinase  can 
initiate  and  sustain  significant  bleeding  as 
demonstrated  by  our  patient.  Furthermore, 
other  investigators  have  documented  that  the 
antifibrinolytic  drug  epsidon-amino  caproic 
acid  EACA  (Amicar)  can  reduce  the  amount 
of  bleeding  following  prostatectomy  or  pros- 
tatic biopsy.'®  Once  DIG  has  been  ruled  out, 
as  mentioned  above,  5 grams  of  EACA  (Ami- 
car)  may  be  given  orally  or  by  intravenous 
push,  and  may  be  followed  by  1 gm  per  hour 


for  five  hours.  However,  EACA  administered 
to  a patient  with  DIC  and  secondary  fibri- 
nolysis can  result  in  significant  thrombosis. 

Summary 

Two  cases  of  catastrophic  bleeding  which 
occurred  on  a urologic  service  are  presented. 
One  case,  a documented  instance  of  dissem- 
inated intravascular  coagulation  (DIC)  was 
due  to  consumption  coagulopathy  occurring 
in  a leaking  peripheral  aneurysm.  The  sec- 
ond case  represented  local  fibrinolysis  sec- 
ondary to  carcinoma  of  the  prostate.  A 
simplistic  approach  to  the  diagnosis  and 
treatment  of  both  DIC  and  local  fibrinolysis 
of  the  urinary  tract  is  set  forth.  • 
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Leukocytoclastic  vasculitis* 


. Mitcln‘11  Sams,  Jr.,  MI),  Reynold  M.  Karr,  Jr.,  MD, 
and  Henry  N.  Clanian,  MD,  Denver 


l.riikorytorlnslir  I'nsciilitis  fre<{nently 
presents  nith  apparently  only  cntaneons 
lesions.  Bat,  it  is  essential  to  appreciate 
th  ese  because  other  orfians  may  he 
involved. 


Leukocytoclastic  vasculitis  is  one  of  the 
forms  of  necrotizing  vasculitis,  characterized 
by  necrosis  and  inflammation  of  vessel  walls. 
The  infiltrate  is  predominantly  polymor- 
phonuclear leukocytes  (PMNL)  in  associa- 
tion with  lymphocytes  and  other  mononu- 
clear cells.  The  PMNL  often  break  up  so  that 
bits  and  pieces  of  nuclei  are  present  in  and 
surrounding  the  walls  of  the  vessels.  This 
process  is  called  leukocytoclasis  and  the  re- 
sulting nuclear  particles  are  referred  to  as 
“nuclear  dust.”  In  necrotizing  vasculitis,  the 
size  of  vessels  involved  and  their  anatomic 
site  can  vary  immensely  and  this  has  led  to 
the  description  of  a number  of  syndromes 
and  entities.  The  most  useful  classification  is 
that  of  Zeek'  as  modified  by  Braverman.- 
Included  under  the  term  of  necrotizing 
vasculitis  are  periarteritis  nodosa,  allergic 
granulomatosis,  Wegener’s  granulomatosis, 


‘This  paper  was  presented  at  the  annual  Colorado  Re- 
gional meeting  of  the  American  College  of  Physicians  in 
association  with  the  Colorado  Society  of  Internal  Med- 
icine. Colorado  Springs,  January  1974.  From  the  Divisions 
of  Dermatology  and  Clinical  Immunology,  University  of 
Colorado  Medical  Center,  Denver.  Colorado. 


leukocytoclastic  vasculitis  (hypersensitivity 
angiitis)  and  giant  cell  arteritis. 

Several  factors  distinguish  leukocytoclas- 
tic vasculitis  from  all  other  forms  of  necro- 
tizing vasculitis  and  justify  it  as  a distinct 
entity.  Foremost  among  these  is  that  the  clin- 
ical syndrome  of  leukocytoclastic  vasculitis 
has  a much  wider  spectrum  of  manifestations 
and  is  less  uniform  than  the  others.  In  addi- 
tion, small,  rather  than  large,  vessels  are  in- 
volved; thus  vessels  within  organs  rather 
than  those  supplying  an  organ,  are  affected; 
and  the  clinical  signs  and  symptoms  will  be 
hemorrhagic  rather  than  ischemic. 

Leukocytoclastic  vasculitis  can  present  as 
one  of  two  major  syndromes;  Schonlein- 
Henoch  purpura  developing  primarily  in 
young  adults  and  children  and  cutaneous- 
systemic  vasculitis.  Only  the  cutaneous- 
systemic  form  of  leukocytoclasic  vasculitis 
will  be  discussed  in  this  report. 

The  outstanding  clinical  feature  in  leuko- 
cytoclastic vasculitis  is  palpable  purpura 
(Fig.  1 and  2).  The  palpability  signifies  an 
inflammatory  process  and  distinguishes  it 
from  all  other  forms  of  purpura.  Lesions 
begin  as  well  defined,  edematous,  inflam- 
matory areas  which  frequently  progress  to  a 
hemorrhagic  blister  or  a lesion  with  a nec- 
rotic center.  Lesions  occur  first  about  the 
ankles  or  on  the  lower  legs,  probably  because 
of  the  hydrostatic  pressure,  but  may  develop 
on  any  part  of  the  cutaneous  surface.  Lesions 
occur  in  crops  that  may  last  one  to  three 
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weeks  and  may  be  followed  at  any  time  by 
another  crop.  Sometimes  the  beginning  of 
one  episode  is  superimposed  on  the  end  of 
another. 

Although -patients  generally  present  with 
cutaneous  lesions,  any  organ  of  the  body  may 
be  involved,  often  sub-clinically.  At  the  be- 
nign end  of  the  spectrum  are  patients  with 
only  cutaneous  disease  and  at  the  malignant 
end  are  those  with  severe  neurologic  and 
renal  involvement.  In  some  series,  as  high  as 
100  per  cent  of  patients  will  have  renal  in- 
volvement with  at  least  microscopic  pro- 
teinurea  and  hematuria.  However,  renal 
manifestations  may  be  severe  and  lead  to 
progressive  renal  failure  from  diffuse  glome- 
rulonephritis. Arthritis  and  arthralgia  are 
frequently  encountered  and  may  persist  be- 
tween episodes.  The  peripheral  nervous  sys- 
tem is  more  often  involved  than  the  central 
and  is  manifest  as  either  sensory  or  motor 
disturbances.  Headache,  delirium,  and  diplo- 
pia herald  central  nervous  system  involve- 


Fig.  1.  Typical  discrete  lesion  of  palpable  purpura 
on  the  legs  in  a patient  with  leukocytoclastic  vas- 
culitis. 


Fig.  2.  Close-up  of  a lesion  demonstrating  periphe- 
ral purpura  and  central  necrosis  with  bulla  for- 
mation. 

ment.  Pulmonary  lesions  may  be  asympto- 
matic and  revealed  by  chest  x-ray  only,  or 
the  patient  may  have  hemoptysis  or  dyspnea. 
Vasculitis  of  the  gastrointestinal  tract  can  re- 
sult in  bleeding  and  abdominal  pain. 

If  cutaneous  lesions  are  present,  as  they 
usually  are,  the  diagnosis  may  be  confirmed 
readily  by  biopsy  of  one  of  the  early  lesions. 
This  will  demonstrate  typical  endothelial 
swelling,  possibly  necrosis  of  vessel  walls,  a 
rather  dense  polymorphonuclear  leukocytic 
infiltrate  involving  the  vessel  walls  and  sur- 
rounding tissue  as  well  as  the  typical  “nu- 
clear dust.”  Vessels  most  commonly  involved 
are  those  within  the  upper  and  mid-portion 
of  the  dermis  (Fig.  3). 

The  etiology  of  leukocytoclastic  vasculitis 
can  occasionally  be  suspected  by  obtaining  a 
careful  history.  The  most  common  agents  that 
have  been  implicated  include  streptococcal 
infections,  drugs,  (penicillin,  sulfonamides, 
aspirin,  iodines,  barbiturates  and  phenthi- 
azines)  and  organic  compounds  used  in  weed 
killers  and  insecticides.  The  disease  may  also 
develop  without  another  recognized  cause 
during  the  course  of  rheumatoid  arthritis, 
systemic  lupus  erythematosus  or  lymphoma. 

The  pathogenetic  mechanism  of  leukocy- 
toclastic vasculitis  is  thought  to  be  that  of  an 
immune  complex  (antigen-antibody)  disease. 
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Fig.  3.  Characteristic  pathology  of  a lesion  of  leu- 
kocytoclastic  vasculitis.  There  is  a striking  in- 
flammatory reaction  in  the  vessel  wall  with 
swellmg  of  the  endothelial  cells,  infiltration  by 
polymorphonuclear  leukocytes,  and  leiikocytoclasis 
(fragmented  nuclei).  Hemorrhage,  an  additional 
characteristic  feature,  is  not  evident  in  this  photo. 


It  is  hypothesized  that  certain  individuals 
produce  antibodies  to  an  antigen  such  as  a 
streptococcal  protein  or  a drug  acting  as  a 
hapten  combined  to  a protein.  When  com- 
plexes of  antigen  and  antibody  reach  the  cir- 
culation in  slight  antigen  excess,  they  remain 
soluble  and  are  not  removed  by  the  reticulo- 
endothelial system.  If  the  complexes  are  suf- 
ficiently large,  they  may  become  trapped  be- 
tween endothelial  cells  where  they  fix 
complement  and,  with  the  appropriate  stim- 
ulus, may  trigger  the  complement  cascade. 
This  results  in  release  of  chemotactic  factors 
which  attract  PMNL  containing  elastase,  col- 
lagenase  and  other  hydrolytic  enzymes  which 
destroy  the  integrity  of  the  vessel  walls. 
Hemorrhage  and  necrosis  results.  In  the 
process,  many  PMNL  are  destroyed  resulting 
in  nuclear  dust. 

The  evidence  for  such  a mechanism  is 
considerable.  These  events  have  been  studied 
extensively  in  experimental  animals  in  whom 
serum  sickness  and  an  Arthus  type  reaction 
have  been  produced.'^-'*  Circulating  complexes 
larger  than  19S  can  be  demonstrated  to  lodge 
in  vessel  walls,  especially  those  of  the  kid- 
ney, leading  to  hematuria  and  proteinuria, 
and  having  all  the  histologic  features  of  leu- 
kocytoclastic  vasculitis.®  In  human  disease 
immunoglobulins  and  complement  have  been 
demonstrated  by  immunofluorescent  meth- 
ods in  lesions  of  patients  with  vasculitis.  By 


this  technic,  cryostat  sections  of  a biopsy  are 
overlain  with  a monospecific  anti-human  im- 
munoglobulin or  complement  conjugated  to 
fluoroscein  and  viewed  with  a fluorescent 
microscope.  A granular  appearance  of  the 
conjugate  is  typical  and  found  in  approx- 
imately 50  per  cent  of  patients  studied®-'^ 
(Fig.  4).  Although  this  does  not  prove  that 
this  is  an  immune  complex  disease,  it  is  cer- 
tainly suggestive. 

Some  of  the  most  provocative  evidence  to 
date  that  leukocytoclastic  vasculitis  in  hu- 
mans may  be  an  immune  complex  disease 
has  come  from  our  laboratories  of  dermatol- 
ogy and  clinical  immunology  at  the  Univer- 
sity of  Colorado  Medical  Center  where  we 
have  recently  started  a prospective  study  of 
these  patients  under  auspices  of  the  National 
Institutes  of  Health.  The  purposes  of  our 
study  are  to  investigate  the  pathogenesis  and 
to  identify  specific  antigens.  To  date  we  have 
studied  seven  patients.  Of  these,  four  demon- 
strated immunoglobulins  and  complement 
within  vessel  walls  of  biopsies  from  the 
lesions.  A more  fascinating  and  clearly  more 
significant  finding  is  that  three  patients  had 
immunoglobulins  or  complement  in  the  ves- 
sel walls  from  biopsies  of  clinically  normal 
skin  located  within  1 to  5 cm  of  the  lesion. 
This  implies  that  a lesion  would  soon  develop 
in  that  spot.  This  is  the  first  study  of  the 
time-course  relationship  of  deposition  of  im- 
mune complexes  to  development  of  lesions 
in  humans.  Not  only  is  it  strong  evidence  to 
support  the  hypothesis  of  immune  complex 
pathogenesis  in  these  patients  but  it  may 


Fig.  4.  Immunofluorescence  of  a cryostat  section  of 
a biopsy  from  an  acute  lesion.  Strong  staining  of 
C3  (third  component  of  complement)  is  noted 
throughout  the  vessel  walls  in  the  upper  dermis. 
These  same  vessels  also  stained  for  IgM. 


for  June  1974 


353 


also  provide  the  easiest  method  to  detect  cir- 
culating immune  complexes. 

The  observation  that  only  approximately 
50  per  cent  of  biopsied  lesions  show  the 
presence  of  immunoglobulins  and  comple- 
ment is  not  troublesome  since  it  is  recog- 
nized in  experimental  animals  that  these 
complexes  persist  only  24  to  48  hours,  after 
which  they  are  removed  by  the  infiltrating 
PMNL." 

Treatment  of  leukocytoclastic  vasculitis 
can  frequently  be  disappointing.  Clearly,  any 
suspected  agent  should  be  removed  and  not 
readministered.  Bedrest  with  leg  elevation  is 


recommended  although  patients  may  still  de- 
velop lesions  on  the  most  dependent  portion 
of  the  body  which  is  then  the  back  or  flank. 
If  systemic  involvement  is  sufficiently  se- 
vere, corticosteroids  are  indicated  although 
there  is  no  firm  evidence  that  they  are  effec- 
tive. If  they  are  to  be  used  at  all,  the  dose 
should  be  above  80  mg  of  prednisone  daily 
and  must  often  be  as  high  as  200  mg.  Other 
immunosuppressive  drugs  such  as  azathiop- 
rine  are  being  used  in  some  patients  with  se- 
v'ere  renal  involvement,  but  there  is  as  yet 
insufficient  experience  to  make  any  state- 
ment regarding  their  efficacy.  • 
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ORGANIZATION 


<!ol«»ra<lo  State  Science  Fair 


The  1974  Colorado  State  Science  Fair  was  held 
April  19-20  at  the  Cinderella  City  Shopping  Cen- 
ter, Englewood,  with  146  young  Colorado  scien- 
tists presenting  their  exhibits  for  public  inspec- 
tion and  study. 

For  the  third  successive  year  James  D.  Murtha, 
12th  grade  student  at  General  William  J.  Palmer 
High  School,  Colorado  Springs,  was  First  Place 
All  Awards  Winner. 

His  exhibit  on  “Effects  of  Anti-Lymphocyte 
Sera  and  Gamma-Irradiation  on  the  Anti-Tumor 
Activity  of  Poly  I:C  Induced  Interferon”  was  pre- 
sented in  the  Senior  High  Division. 

Mr.  Murtha  won  the  Colorado  Medical  Society 
Award,  the  American  Cancer  Society  Award,  an 
award  from  the  American  Society  of  Microbiology, 
a joint  award  from  the  Colorado  Society  for  Med- 
ical Technology  and  Colorado  Society  for  Clinical 
Pathologists,  The  Denver  Post  Book  Award  valued 
at  $250,  and  an  award  from  the  U.S.  Air  Force. 

At  the  International  Science  and  Engineering 
Fair  at  Notre  Dame  University  in  Indiana,  Mr. 
Murtha  won  a Kodak  award  and  an  Atomic  En- 
ergy Commission  award,  and  placed  third  in  the 
Medicine  and  Health  competition. 

Nancy  Rocks,  an  11th  grade  student  at  Wasson 
High  School,  Colorado  Springs,  placed  second  with 
her  exhibit  on  “A  Form  of  NonEuclidean  Geome- 
try,” while  Lynn  J Norstadt,  a 12th  grader  at 
Rocky  Mountain  High  School,  Fort  Collins,  placed 
third  with  his  exhibit  on  “The  Effect  of  Air  Ions 
on  Plants.” 

In  the  Junior  High  Division,  Reesa  Singley,  a 
9th  grader  at  Broomfield  Junior  High  School, 
Broomfield,  placed  first  with  an  exhibit  on  “The 
Effect  of  Long  Wave  Ultraviolet  Radiation  on 
Crystal  Growth.” 

Linda  Blakely,  an  8th  grader  at  North  Junior 
High  School,  Colorado  Springs,  placed  second  in 
the  Junior  Division  with  her  presentation  of  “Why 
Does  a Worm  Squirm?”  while  Don  Ostwald,  7th 
grader  at  Northglenn  Junior  High  School,  North- 
glenn, placed  third  for  his  exhibit  on  “What  Kind 
of  Manure  is  Best  for  Fertilizer?” 


James  D.  Murtha  of  Colorado  Springs,  center,  was 
the  major  winner  at  the  Colorado  Science  Fair 
for  the  third  year  in  a row.  A senior  at  Palmer 
High  School,  he  plans  to  attend  Claremont  Men’s 
College,  Claremont,  California  in  the  fall,  pur- 
suing medical  research  as  his  major  interest.  An 
18-year-old,  he  favors  tennis  and  dancing  for 
recreation,  and  has  favored  a motorcycle  he  is 
now  about  to  sell.  He  is  the  son  of  Lt.  Col.  of  the 
Air  Force  and  Mrs.  James  D.  Murtha  of  Colorado 
Springs. 


and  the  Cinderella  City  Merchants  Association. 
Administrative  work  is  handled  by  Dr.  Calvin 
Fisher  for  the  Colorado  Medical  Society,  with  Mrs. 
Eileen  Irwin  and  Mrs.  Judy  Van  Zante  assisting. 

A number  of  academic  scholarships  were 
awarded.  William  E.  Branch,  Golden  High  School, 
Golden,  and  Everett  Brisendine,  Walsh  High 
School,  Walsh,  each  received  Colorado  School  of 
Mines  Alumni  Association  scholarships  for  one 
year,  each  valued  at  $494. 

David  Churchill,  Walsh  High  School,  Walsh, 
was  awarded  a scholarship  valued  at  $300  to 
Lamar  Community  College,  while  Northeastern 
Junior  College  at  Sterling  awarded  Miss  Rickie 
Davis  of  Fleming  a scholarship  valued  at  $105. 
Scholarships  valued  at  $300  each  were  awarded 
by  the  University  of  Colorado  to  Lynn  Norstadt, 
Rocky  Mountain  High,  Fort  Collins,  and  Peter 
Stauffer,  Cherry  Creek  High,  Arapahoe  County. 

Special  acknowledgement  should  be  made  to 
the  women’s  auxiliaries  of  the  Colorado  Medical 
Society  and  the  component  societies.  These  women 
contributed  valuable  time  in  assisting  registration, 
as  well  as  donating  money  to  the  Fair. 


The  Colorado  State  Science  Fair,  as  in  previ- 
ous years,  is  sponsored  by  the  Colorado  Medical 
Society;  the  American  Cancer  Society,  Colorado 
Division;  the  U.S.  Department  of  Commerce;  The 
Denver  Post;  the  Colorado  Engineering  Council, 


The  Colorado  Medical  Society  also  wishes  to 
thank  these  component  societies  who,  following 
House  of  Delegate  instructions,  contributed  to  both 
their  regional  science  fairs  and  the  state  fair,  not 
only  in  money  but  by  individual  effort. 


for  June  1974 


357 


Reesa  Singley,  9th  grade  student  at  Broomfield 
Junior  High,  placed  first  in  the  Junior  Division 
with  her  exhibit  shown  here. 


1974  REGI  LAR  SCIENCE  FAIR  AWARDS 
Top  Awards — All  Exhibits 

Junior  High 

1st  Place:  Reesa  Singley,  9th  grade,  Broomfield 
Junior  High  School,  Broomfield.  “The  Effect 
of  Long  Wave  Ultraviolet  Radiation  on 
Crystal  Growth” 

2nd  Place:  Linda  Blakely,  8th  grade,  North 
Junior  High  School,  Colorado  Springs,  “Why 
Does  a Worm  Squirm?” 

3rd  Place:  Don  Ostwald,  7th  grade,  Northglenn 
Junior  High  School,  Northglenn,  “What 
Kind  of  Manure  is  Best  for  Fertilizer?” 

Senior  High 

1st  Place:  James  D.  Murtha,  12th  grade.  Palmer 
Senior  High  School,  Colorado  Springs,  “Ef- 
fects of  Anti-Lymphocyte  Sera  and  Gamma- 
Irradiation  on  the  Anti-Tumor  Activity  of 
Poly  I:C  Induced  Interferon” 

2nd  Place:  Nancy  Rocks,  11th  grade,  Wasson 
High  School,  Colorado  Springs,  “A  Form  of 
NonEuclidean  Geometry” 

3rd  Place:  Lynn  J Norstadt,  12th  grade.  Rocky 
Mountain  High  School,  Fort  Collins,  Colo- 
rado, “The  Effect  of  Air  Ions  on  Plants” 

Botany  Ex]iii>it  Awards 

Junior  High 

1st  Place:  Donald  Ostwald,  7th  grade.  Fort 
Morgan  Junior  High  School,  Fort  Morgan, 
“What  Kind  of  Manure  is  Best  for  Fer- 
tilizer?” 

2nd  Place:  Robert  Stamps,  9th  grade.  North 
Junior  High  School,  Colorado  Springs,  “Ex- 
periments in  the  Rate  of  Photosynthesis  in 
Algae” 


3rd  Place:  Jeffrey  Gonzales,  9th  grade,  St. 
Mary’s  High  School,  Colorado  Springs,  “The 
Correlation  Between  Photoperiodisms  and 
the  Nastic  Movements  of  the  Mimosapudica” 

Hon.  Men.:  Nancy  Simmons,  9th  grade,  North 
Junior  High  School,  Colorado  Springs,  “The 
Effects  of  Acidity  and  Alkalinity  on  Bac- 
terial Growth” 

Senior  High 

1st  Place:  Lynn  J Norstadt,  12th  grade.  Rocky 
Mountain  High  School,  Fort  Collins,  “The 
Effect  of  Air  Ions  on  Plants” 

2nd  Place:  Susan  Taylor,  10th  grade,  Fairview 
High  School,  Boulder,  “Galls  and  Gall  In- 
sects” 

3rd  Place:  Richard  Russel,  10th  grade,  St. 
Mary’s  High  School,  Colorado  Springs,  “The 
Effects  of  Neutron  Bombardment  on  Pro- 
tists” 

Engineering  Exhibit  Awards 

Junior  High 

1st  Place:  Doug  Addison,  9th  grade.  Baseline 
Junior  High  School,  Boulder,  “Soltrac,  A 
Solution  to  the  Energy  Crisis” 

2nd  Place:  James  Bourcy,  8th  grade,  St.  Mary’s 
School,  Littleton,  “Bourcy’s  Original  Heart 
Valves” 

3rd  Place:  Chuck  Robert,  8th  grade.  Divine  Re- 
deemer Junior  High  School,  Colorado 
Springs,  “Communication  by  Optical  Fiber” 

Hon.  Men.:  J.  Austin  Garrison,  7th  grade,  Lin- 
coln Junior  High  School,  Fort  Collins,  “Ef- 
fect of  Coating  Thickness  on  Heat  Loss” 
Senior  High 

1st  Place:  Gary  C.  Berkowitz,  12th  grade. 
Cherry  Creek  High  School,  Arapahoe 
County,  “A  Step  Toward  Artificial  Intelli- 
gence — Machine  Modeling  of  Visual  Pat- 
tern” 

2d  Place:  Jeffrey  A.  Hunker,  12th  grade.  Cherry 
Creek  High  School,  Arapahoe  County, 
“Variations  in  Friction” 

3rd  Place:  Steffen  Meyer,  10th  grade,  Poudre 
High  School,  Fort  Collins,  “Experimental 
Deduction  of  a Formula  for  Beam  Deflec- 
tion” 

Hon.  Men:  Brian  Pearsall,  12th  grade,  Mont- 
rose High  School,  Montrose,  “Digital  Logic 
Simulator  and  General  Computer” 

Matheniaties  Exhibit  Awards 

Junior  High 

1st  Place:  Danny  Joseph  Lane,  8th  grade,  St. 
Mary’s  High  School,  Littleton,  “Let’s  Pool 
It” 

2nd  Place:  Danny  Mitchell,  8th  grade,  Lincoln 
Junior  High  School,  Fort  Collins,  “Solving 
Math  Problems  with  Soap  Films” 

3rd  Place:  Karen  Pedersen,  9th  grade,  Lesher 
Junior  High  School,  Fort  Collins,  “Sym- 
metry Around  the  House” 


3.5« 


Rocky  Mountain  Medical  Journ.al 


Hon.  Men.:  Marc  James  Mims,  7th  grade, 
Hotchkiss  Junior  High  School,  Hotchkiss, 
“Binomial  Probability  Distribution” 

Senior  High 

1st  Place:  Nancy  Rocks,  11th  grade,  Wasson 
High  School,  Colorado  Springs,  “A  Form  of 
NonEuclidean  Geometry” 

2nd  Place:  Stephen  Finch,  12th  grade,  West- 
minster High  School,  Westminster,  “The 
Mathematical  Simulation  of  a Chess  Game 
by  a Computer” 

3rd  Place:  Everett  Brisendine,  12th  grade, 
Walsh  High  School,  Walsh,  “Wheat  Harvest 
19XX” 

Hon.  Men.:  Joe  Hughes,  11th  grade,  Wasson 
High  School,  Colorado  Springs,  “Methods  of 
Approximating  Pi” 

Physical  Sciences  Exliil>it  Awards 

Junior  High 

1st  Place:  Reesa  Singley,  9th  grade,  Broomfield 
Junior  High  School,  Broomfield,  “The  Ef- 
fect of  Long  Wave  Ultraviolet  Radiation  on 
Crystal  Growth” 

2nd  Place:  Don  Hulse,  8th  grade.  Frenchman 
RE-3,  Fleming,  “The  Effects  of  a Prism  on 
Light” 

3rd  Place:  Harry  Miller,  9th  grade,  Durango 
High  School,  Durango,  “Destructive  Distil- 
lation of  Cigarettes” 

Hon.  Men.:  Stephen  Bender,  8th  grade,  Wiggins 
Junior-Senior  High  School,  Wiggins,  “Do 
Different  Amounts  of  Wire  and  Metal  Ef- 
fect Electric  Motors?” 

Senior  High 

1st  Place:  Peter  Stauffer,  12th  grade.  Cherry 
Creek  High  School,  Arapahoe  County,  “The 
Effect  of  a Wetting  Agent  on  Droplet  For- 
mation” 

2nd  Place:  Kim  Brown,  11th  grade,  Northglenn 
Senior  High  School,  Golden,  “HF  Chemical 
Lasor” 

3rd  Place:  Dale  Pfau,  11th  grade,  Julesburg 
High  School,  Julesburg,  “Fabrication  of  a 
Bubble  Chamber” 

Hon.  Men.:  Michael  Fox,  George  Washington 
High  School,  Denver,  “A  Theory  of  a Com- 
mon Origin  of  Matter” 

Zoology  Exhi])it  Awards 

Junior  High 

1st  Place:  Linda  Blakely,  8th  grade.  North 
Junior  High  School,  Colorado  Springs, 
“Why  Does  a Worm  Squirm?” 

2nd  Place:  Valerie  Boughman,  8th  grade, 
Yuma  West  Grade  School,  Yuma,  “Sound 
VS  Retention” 

3rd  Place:  Diana  Mosher,  8th  grade,  Cortez 
Junior  High  School,  Cortez,  “Can  Parrots 
Recognize  Color?” 

Hon.  Men.:  Kathy  Doherty,  9th  grade.  Holmes 
Junior  High  School,  Colorado  Springs,  “The 
Effect  of  Isolation  on  Man  and  Mice” 


Don  Ostwald,  7th  grader,  at  Fort  Morgan  Junior 
High  School,  placed  third  in  the  Junior  Division 
with  his  significant  study  of  fertilizers  and  crop 
growth. 

Senior  High 

1st  Place:  James  D.  Murtha,  12th  grade.  Palmer 
High  School,  Colorado  Springs,  “Effects  of 
Anti-Lymphocyte  Sera  and  Gamma — Ir- 
radiation on  the  Anti-Tumor  Activity  of 
Poly  I:C  Induced  Interferon” 

2nd  Place:  David  Weese,  12th  grade.  South  High 
School,  Denver,  “Are  Quantitatively  In- 
creased 3-Hydroxyestra  Levels  an  Accel- 
erator in  Tumorogenesis?” 

3rd  Place:  Katy  Sullivan,  10th  grade.  Palmer 
High  School,  Colorado  Springs,  “Determina- 
tion of  How  the  Length  of  Acetylsalicylic 
Acid  and  the  Juncture  of  Time  in  the  Preg- 
nancy Affects  Rat  Fetuses” 

Hon.  Men.:  Adelardo  Ferrer,  12th  grade.  East 
High  School,  Denver,  “Effects  of  Phosphates 
and  Salinity  on  Populations  of  Hyalella 
Azteca” 

1974  SPECIAL  AWARDS 

.\nielia  Earhart  Award, 

Zonta  Club  of  Boulder  County 

Cheryl  Peltz,  12th  grade.  Heritage  High  School, 
Littleton,  “The  Effects  of  Zero-Gravity  on 
the  Phenomenon  of  Cytoplasmic  Streaming” 

.American  Cancer  Society,  Colorado  Division 

Junior  High 

Mark  Carlson,  9th  grade,  Lesher  Junior  High 
School,  Fort  Collins,  “Does  Salt  Concentra- 
tion Effect  Brine  Shrimp  Morphology?”  (Z) 
Senior  High 

James  D.  Murtha,  12th  grade.  Palmer  High 
School,  Colorado  Springs,  “Effects  of  Anti- 
Lymphocyte  Sera  and  Gamma-Irradiation 
on  the  Anti-Tumor  Activity  of  Poly  I:C  In- 
duced Interferon.”  (Z) 
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American  S<K‘iely  for  Alicrnhinlopy 

Junior  High 

1st  Place:  Robert  Stamps,  9th  grade,  North 
Junior  High  School,  Colorado  Springs,  “Ex- 
periments in  the  Rate  of  Photosynthesis  in 
Algae.”  (B) 

2nd  Place:  Nancy  Simmons,  9th  grade,  North 
Junior  High  School,  Colorado  Springs,  “The 
Effects  of  Acidity  and  Alkalinity  on  Bac- 
terial Growth.”  IBl 

3rd  Place:  Steve  Hye,  9th  grade.  Holmes  Jun- 
ior High  School,  Colorado  Springs.  “Nour- 
ishing Bacteria.”  (Z) 

Senior  High 

1st  Place:  Glenn  Jones,  11th  grade,  Fowler  High 
School,  Fowler,  “Affects  of  Prolonged  An- 
tigen Exposure.”  (PS) 

2nd  Place:  James  Murtha,  12th  grade.  Palmer 
High  School,  Colorado  Springs,  “Effects  of 
Anti-Lymphocyte  Sera  and  Gamma-Irradia- 
tion on  Anti-Tumor  Activity  of  Poly  I:C  In- 
duced Interferon.”  (Z) 

3rd  Place:  Ron  Freund,  12th  grade.  Brush  High 
School,  Brush,  “Decomposition  of  Vegeta- 
tion by  Certain  Aerobic  Bacteria  in  the  S. 
Platte  River.”  (B) 

Anirricaii  S|n*«‘cli  and  lltuirin^  Atisnciatinn 

Junior  High 

1st  Place:  Chuck  Robert,  8th  grade.  Divine  Re- 
deemer Junior  High  School,  “Communica- 
tion by  Optical  Fiber.”  (E) 

2nd  Place:  Glenda  West,  8th  grade,  York  Jun- 
ior High  School,  Thornton,  “Our  Noisy  En- 
vironment.” (Z) 

3rd  Place:  Valerie  Boughman,  8th  grade,  Yuma 
West  Grade  School,  Yuma,  “Sound  VS.  Re- 
tention.” (Z) 

B<nd«l<‘r  (iliapler  of  Sigma  \i 

Senior  High 

1st  Place:  Jeffrey  Hunker,  12th  grade.  Cherry 
Creek  High  School,  Arapahoe  County, 
“Variations  in  Friction.”  (E) 

2nd  Place;  Kim  Brown,  11th  grade,  Northglenn 
Senior  High  School,  Northglenn,  “HF  Chem- 
ical Lasor.”  (PS) 

C<»lorado  Medical  Society 

Senior  High 

James  D.  Murtha,  12th  grade.  Palmer  Senior 
High  School,  Colorado  Springs,  “Effects  of 
Anti-Lymphocyte  Sera  and  Gamma-Irradia- 
tion on  the  Anti-Tumor  Activity  of  Poly 
I:C  Induced  Interferon.”  (Z) 

(Colorado  Psychological  Association 

Terry  Violett,  12th  grade,  Fruita  Monument 
High  School,  Fruita,  “Study  of  the  Learning 
of  Planaria  Dugesia.”  (Z) 

Ma  rinc  Technology  Society 

Gary  L.  Bailey,  11th  grade,  Sanford  High 
School,  Sanford,  “Atlantis  II.”  (E) 


Colorado  Science  Teachers  Association 

Junior  High 

J.  Austin  Garrison.  7th  grade.  Lincoln  Junior 
High  School.  Fort  Collins,  “Effects  of  Coat- 
ing Thickness  on  Heat  Loss.”  (E) 

Senior  High 

Patty  Turano.  11th  grade,  Alamosa  High  School, 
“Normal  and  Abnormal  Morphogenesis  of 
Pea  Seedlings.”  (B) 

Colorado  Scientific  Society 

Junior  High 

Jamie  English.  8th  grade,  Northglenn  Junior 
High  School,  Northglenn,  “Do  the  Conti- 
nents Drift?”  (PS) 

Senior  High 

Walter  Hess,  12th  grade,  Boulder  High  School, 
Boulder,  “Stratigraphy  of  the  Lower  Hy- 
giene Sandstone.”  (Z) 

C<dorado  Section  of  .AIME 

Junior  High 

Jamie  English,  8th  grade,  Northglenn  Junior 
High  School,  Northglenn,  “Do  the  Conti- 
nents Drift?”  (PS) 

Senior  High 

Walter  Hess,  12th  grade,  Boulder  High  School, 
Boulder,  “Stratigraphy  of  the  Lower  Hy- 
giene Sandstone.”  (Z) 

C(dora»lo  Society  for  Me«li<-al 

I'eclimdofiy  and  Colora<lo  Society  for 
Clinical  Patholojjists 

Junior  High 

Nancy  Simmons,  9th  grade.  North  Junior  High 
School,  Colorado  Springs,  “The  Effects  of 
Acidity  and  Alkalinity  on  Bacterial 
Growth.”  (B) 

Senior  High 

James  Murtha,  12th  grade.  Palmer  Senior  High 
School,  Colorado  Springs,  “Effects  of  Anti- 
Lymphocyte  Sera  and  Gamma-Irradiation 
on  the  Anti-Tumor  Activity  of  Poly  I:C  In- 
duced Interferon.”  (Z) 

Eastman  Kodak  Company 

Richard  Russel,  10th  grade,  St.  Mary’s  High 
School,  Colorado  Springs,  “The  Effects  of 
Neutron  Bombardment  on  Protists.”  (B) 

H.R.  Meininger  Company 

Laurie  Hendrickson,  8th  grade,  Wiggins  Jun- 
ior-Senior High  School,  Wiggins,  “Recycled 
Paper  II.”  (PS) 

N.A.S.A. 

Junior  High 

1st  Place:  Carol  Meier,  9th  grade,  Wiggins  Jun- 
ior-Senior High  School,  Wiggins,  “Aerody- 
namics, Part  H.”  (E) 

2nd  Place:  Ron  Heiser,  8th  grade,  York  Junior 
High  School,  Thornton,  “The  Aerodynamics 
of  a Boomerang.”  (PS) 
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Society  of  \^'oiiieii  Engineers 

Junior  High 

1st  Place:  Reesa  Singley,  9th  grade,  Broomfield 
Junior  High  School,  Broomfield,  “The  Ef- 
fect of  Long  Wave  Ultraviolet  Radiation  on 
Crystal  Growth.”  (PS) 

2nd  Place:  Carol  Meier,  9th  grade,  Wiggins 
Junior-Senior  High  School  Wiggins,  “Aero- 
dynamics, Part  H.”  (E) 

3rd  Place:  Elizabeth  Garrison,  8th  grade,  Lin- 
coln Junior  High  School,  Fort  Collins, 
“Evaluation  of  Mechanical  Amplifiers  for 
a Microphone.”  (E) 

Senior  High 

1st  Place:  Nancy  Rocks,  11th  grade,  Wasson 
High  School,  Colorado  Springs,  “A  Form  of 
NonEuclidean  Geometry.”  (M) 

2nd  Place:  Kristina  Johnson,  11th  grade, 
Thomas  Jefferson  High  School,  Denver, 
“Formation  of  Amino  Acids  from  Pre-Biotic 
Mixtures.”  (Z) 

3rd  Place:  Linda  Anders,  11th  grade.  Fort  Car- 
son  High  School,  Fountain,  “The  Use  of 
Fruit  and  Vegetables  Juices  as  ph  Indica- 
tors.” (PS) 

Enitetl  States  Army 

Junior  High 

Doug  Addison,  9th  grade.  Baseline  Junior  High, 
Boulder,  “Soltrac,  A Solution  to  the  Energy 
Crisis.”  (E) 

Danny  Mitchell,  8th  grade,  Lincoln  Junior  High 
School,  Fort  Collins,  “Solving  Math  Prob- 
lems with  Soap  Films.”  (M) 

Reesa  Singley,  9th  grade,  Broomfield  Junior 
High  School,  Broomfield,  “The  Effect  of 
Long  Wave  Ultraviolet  Radiation  on  Crystal 
Growth.”  (PS) 

Lu  Ann  Hudson,  7th  grade,  Everitt  Junior  High 
School,  Wheat  Ridge,  “Is  Barometric  Pres- 
sure Related  to  Behaviour?”  (Z) 

Senior  High 

Cheryl  Peltz,  12th  grade.  Heritage  High  School, 
Littleton,  “The  Effects  of  Zero-Gravity  on 
the  Phenomenon  of  Cytoplasmic  Stream- 
ing.” (B) 

Everett  Brisendine,  12th  grade,  Walsh  High 
School,  Walsh,  “Wheat  Harvest  19XX.”  (M) 

Glenn  Jones,  11th  grade,  Fowler  High  School, 
Fowler,  “Affects  of  Prolonged  Antigen  Ex- 
posure.” (PS) 

Michael  Fox,  11th  grade,  George  Washington 
High  School,  “A  Theory  of  a Common  Or- 
igin of  Matter.”  (PS) 

Terry  Violett,  12th  grade,  Fruita  Monument 
High  School,  Fruita,  “Study  of  the  Learn- 
ing of  Planaria  Dugesia.”  (Z) 

Colorado  Heart  Association 

Junior  High 

James  Bourcy,  8th  grade,  St.  Mary’s,  Littleton, 
“Bourcy’s  Original  Heart  Valves.”  (E) 


United  Slates  Navy 

Senior  High 

David  Weese,  12th  grade.  South  High  School, 
Denver,  “Are  Quantitatively  Increased 
3-Hydroxyestra  Levels  an  Accelerator  in 
Tumorogenesis.”  (Z) 

Teresa  Escobar,  12th  grade.  Highland  High 
School,  Ault,  “How  Farmers  Can  Increase 
Germination  of  Hard  Seed  Coat  Seeds.”  (B) 


Unite<I  Stales  Air  Force 

Junior  High 

Shannon  Baessler,  9th  grade,  Wiggins  Junior- 
Senior  High  School,  Wiggins,  “The  Effect  of 
Centrifugal  Force  on  Growth  Hormones  of 
Moncots  and  Dicots.”  (B) 

Linda  Blakeley,  8th  grade.  North  Junior  High 
School,  Colorado  Springs,  “Why  Does  a 
Worm  Squirm?”  (Z) 

Jeffrey  Wilkinson,  7th  grade,  Brumfield  Junior 
High  School,  Monte  Vista,  “Parabolic  Re- 
flector.” (M) 

Patricia  Urch,  8th  grade,  Bookcliff  Junior  High 
School,  Grand  Junction,  “Solar  Heated 
House.”  (PS) 

Senior  High 

Stephen  L.  Finch,  12th  grade,  Westminster 
High  School,  Westminster,  “The  Mathemat- 
ical Simulation  of  a Chess  Game  by  a Com- 
puter.” (M) 

Glenn  Jones,  11th  grade,  Fowler  High  School, 
Fowler,  “Affects  of  Prolonged  Antigen  Ex- 
posure.” (PS) 

Cheryl  Peltz,  12th  grade.  Heritage  High  School, 
Littleton,  “The  Effects  of  Zero-Gravity  on 
the  Phenomenon  of  Cytoplasmic  Stream- 
ing.” (B) 

James  Murtha,  12th  grade.  Palmer  High  School, 
Colorado  Springs,  “Effects  of  Anti-Lympho- 
cyte Sera  and  Gamma-Irradiation  on  the 
Anti-Tumor  Activity  of  Poly  I:C  Induced 
Interferon.”  (Z) 


National  Park  Service 

Karen  Busch,  8th  grade,  Wiggins  Junior-Senior 
High  School,  Wiggins,  “Proper  use  of  Sani- 
tary Landfills  Reduces  Solid  Pollution.” 
(PS) 


United  States  Department  of  Commerce 

Senior  High 

Stephen  L.  Finch,  12th  grade,  Westminster 
High  School,  Westminster,  “The  Mathemat- 
ical Simulation  of  a Chess  Game  by  a Com- 
puter.” (M) 
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John  W iley  and  Sons  \S  riting  Award 

Katy  Sullivan,  10th  grade,  Palmer  High  School, 
Colorado  Springs,  “Determination  of  How 
the  Length  of  Acetylsalicylic  Acid  and  the 
Juncture  of  Time  in  the  Pregnancy  Affects 
Rat  Fetuses.”  (Z) 


Sigma  \i 

Mrs.  Marjorie  Barnett,  Palmer  High  School, 
Colorado  Springs 

Mr.  Bob  Carlisle,  Broomfield  Junior  High 
School,  Broomfield 


The  Rocky  Mountain  Medical  Journal  feels  a 
genuine  sense  of  privilege  in  being  able  to  record 
the  achievements  of  these  young  scientists,  whose 
contributions  to  scientific  understanding  we  hope 
to  report  from  year  to  year.  While  the  preparation 
of  the  exhibits  and  papers  has  been  stimulating 
and  rewarding  for  the  participants,  the  rewards 
for  the  adult  observers  and  the  judges  and  others 
taking  part  have  been  of  particular  gratification. 


NEBRASKA  NEEDS  PSYCHIATRISTS! 

Our  state  has  just  passed  a state  comprehensive  mental  health  center  act.  We  now  need  psychi- 
atrists for  our  twelve  community  mental  health  centers.  Competitive  salaries,  liberal  fringe  benefits, 
exciting  opportunity  to  be  innovative,  and  develop  own  style  in  scenic  state  with  many  year-round 
recreational  areas;  friendly,  well-educated  people,  high  living  standards,  both  urban  and  rural 
settings  available.  Excellent  school  systems;  good  place  to  raise  children  and  family.  Equal  Op- 
portunity Employer.  Contact  Franklin  D.  Master,  M.D.,  Department  of  Public  Institutions,  P.O.  Box 
94728,  Lincoln,  Nebraska  68509  or  telephone  at  (402)  477-3971,  Extension  303. 


V. 

Exclusive  Offering... 

Woodridge  Medical  Center 

This  3.4-acre,  totally  integrated  complex  consists 
of  12  interconnected  modules  housing  professional 
suites,  optical,  dental,  and  pharmaceutical  services. 

The  location  at  2020  Wadsworth  is  ideal  — just 
minutes  from  St.  Anthony  or  Lutheran  Hospital. 

Modularized  design  permits  conversion  of  individ- 
ual units  to  office  condominiums.  Leases  have 
terms  of  three  to  five  years,  with  the  exception 
of  initial  10-year  leases  which  have  about  four 
years  remaining.  Priced  at  $1.7  million,  Woodridge 
is  a sound  investment  property  designed  for  pride 
of  ownership. 


Up  to  4,800  square  feet  of  space  is  available  on 
lease  terms.  Call  us  for  complete  plans  and 
specifications. 
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If  A Disability  Closed  the  Door  on  Your  Practice... 
Would  it  also  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury 

Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Group  rates,  helps  see  to  it  that  your  family  will  have 
something  to  fall  back  on  should  you  become  sick  or  hurt 
and  unable  to  work  because  of  a covered  sickness  or 
accident. 

ACT  NOW  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan,  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need.  There's 
no  obligation 


Con  Lilz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  CO  80033 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 


Carl  Roderick 
2627  West  10th  Street 
Greeley,  CO  80631 


Tony  Occhiuto 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs.  CO  80932 


Mutual 

^^maha.xLx 

People  If 00  coo  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE;  OMAHA.  NEBRASKA 


Colorado  Medical  Society  Insurance  Program 
Please  send  me  full  details  on  the  Disability  Income 
Protection  Plan  available  to  me  as  a member. 

NAME 

ADDRESS 

CITY STATE ZIP 


CENTRALLY  LOCATED 


For  tlie  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation,  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 
Space  is  available.  Ask  for 

REPUBLIC  BUILDING  CORPORA! ION  illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Rocky  Mountain  Cancer  Conference 

Brown  Palace  Hotels  Denver^  Colorado 
July  12C3,  1974 

Co-sp<niore<l  by  the  American  Cancer  Society,  Colorado  Division, 
and  the  Colorado  Medical  Society 

NO  REGISTRATION  FEE 

Approved  for  AAFP  Credit:  8^^  hours 
BREAST  CANCER:  NEW  INFORMATION 

A fine  scientific  meeting  \^ith  an  outstanding  panel  of  renowned  physicians 


Friday,  July  12 
Morning  Session 


11:15  a.m, — New  Understanding  of  the  Pathology 
of  Breast  Cancer 

Ballroom  “A"  H.  Stephen  Gallager,  MD 


8:00  a.m. — REGISTRATION — Promenade 

8:45  a.m. — FILM — “Early  Diagnosis  and 

Management  of  Breast  Cancer.” 

9:10  a.m.— WELCOME 

Edward  E.  Tennant,  MD 
President,  Colorado  Division, 

American  Cancer  Society 

Justin  J.  Stein,  MD 

President,  American  Cancer  Society 

Kenneth  A.  Kahn,  MD 
President,  Colorado  Medical  Society 

9:30  a.m. — The  AM  A:  On  the  Move 
John  H.  Budd,  MD 
Secretary,  American  Medical 
Association 

10:00  a.m.— PRESENTATION  OF  SCIENTIFIC 
PAPERS 

Presiding:  William  R.  Nelson,  MD 
Selective  Surgery  in  the  Treatment  of 
Breast  Cancer 
George  Crile,  Jr.,  MD 

10:30  a.m. — COFFEE  BREAK  Promenade 

10:45  a.m. — The  Choice  of  Appropriate  Surgery  for 
Primary  Operable  Breast  Cancer 

Jerome  A.  Urban,  MD 


12:00  noon — LUNCHEON  Ballroom  “B” 

Cash  Bar  Promenade 

Presiding:  Edward  E.  Tennant,  MD 
Introduction  of  Speaker: 

Justin  J.  Stein,  MD 
Speaker:  Mrs.  Birch  Bayh 
The  Marvella  Bayh  Story 


Afternoon  Session 

1:45  p.m. — Recent  Advances  in  the  Chemotherapy 
of  Breast  Cancer 

Thomas  C.  Hall,  MD 

2:15  p.m. — The  Role  of  Radiotherapy  in  the 
Treatment  of  Cancer  of  the  Breast 

Juan  del  Regato,  MD 

2:45  p.m.— PANEL  DISCUSSION: 

Current  Modalities  in  the  Treatment  of 

Breast  Cancer 

Moderator: 

William  R.  Nelson,  MD 
Panel  Members: 

George  Crile,  Jr.,  MD 
Juan  del  Regato,  MD 
H.  Stephen  Gallager,  MD 
Thomas  C.  Hall,  MD 
Justin  J.  Stein,  MD 
Jerome  A.  Urban,  MD 

4:30  p.m.— ADJOURNMENT 
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Saturday,  July  13 


Guest  Speakers 


Morning  Session 


Ballroom  “A'' 


8:00  a.m. — REGISTRATION  Promenade 


9:00  a.m. — FILM 

Radiation  Therapy  in  the  Management 
of  Cancer 

9:30  a m. — The  American  Cancer  Society’s  Program 
in  Research  and  Cancer  Control 
Justin  J.  Stein,  MD 

10:00  a.m. — Biologic  and  Immunologic 

Considerations  in  the  Treatment  of 
Cancer 

George  Chile,  Jr.,  MD 


Mrs.  Birch  Bayh 
National  American  Cancer 
Society  Crusade 
Co-Chairman 


10:30  a.m.— COFFEE  BREAK 


10:45  a.m. — Bilateral  Breast  Cancer — Problems  and 
Management 

Jerome  A.  Urban,  MD 

11:15  a.m. — Laboratory  Aids  in  the  Selection  of 
Optimal  Therapy 

Thomas  C.  Hall,  MD 

11:45  a m. — Applications  of  Specimen  Radiography 

H.  Stephen  Gallager,  MD 

12:15  p.m.— ADJOURNMENT 

Juan  del  Regato,  MD 
Professor,  Radiology 
University  of  South  Florida 
College  of  Medicine 
Tampa.  Florida 


Thomas  C.  Hall,  MD 
American  Cancer  Society 
Professor 

University  of  Southern 
California  Medical  Center 
Los  Angeles.  California 


John  H.  Budd,  MD 
Secretary 
American  Medical 
Association 
Cleveland,  Ohio 


H.  Stephen  Gallager,  MD 
Associate  Pathologist 
M.D.  Anderson  Hospital 
Houston,  Texas 


Justin  J.  Stein,  MD 
President 

American  Cancer  Society 


Jerome  A.  Urban.  MD 
Memorial  Sloan-Kettering 
Cancer  Institute 
New  York  City,  New  York 


George  Crile,  Jr.,  MD 
Department  of  General 
Surgery 

Cleveland  Clinic 
Cleveland.  Ohio 
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I'niversily  of  (loloradt*  IMedical  School 

Reduction  of  the  symptoms  of  hyperactivity 
through  use  of  the  drug,  Deaner,  is  being  given 
renewed  attention  by  Dr.  James  A.  Lewis,  assistant 
professor  of  neurology  at  the  University  of  Colo- 
rado Medical  Center,  in  association  with  Barbara 
S.  Lewis,  his  wife,  an  instructor  in  neurology  at 
the  Center. 

Hyperactivity,  also  known  as  minimal  brain 
dysfunction,  responds  favorably  to  Deaner,  al- 
though such  more  commonly  used  drugs  as  Ritalin 
and  Dexedrine  have  their  own  popularity,  despite 
sometimes  serious  side  effects. 

The  current  probe  is  directed  at  the  possibility 
that  Deaner  has  seemed  to  be  inefficient  because 
inadequate  dosages  have  been  applied.  Higher  dose 
usage  over  prolonged  periods  of  time  may  deter- 
mine its  effectiveness  and  safety  over  such  a pe- 
riod. 

The  Lewises  are  studying  children,  aged  6-9, 
who  have  been  referred  by  school  personnel  or 
physicians  specifically  for  the  study.  They  are  re- 
ceiving a neurological  and  electroencephalographic 
evaluation  as  well  as  psychometric  tests. 

The  youngsters  are  being  evaluated  only  after 


full,  informed  consent  has  been  given  by  their 
parents.  Phase  I is  to  last  three  months,  and  will 
be  devoted  to  the  child’s  response  to  Deaner  vs  a 
placebo.  In  the  nine-month  studies  of  Phase  II 
higher  dosages  will  be  applied.  Results  of  the 
study  will  be  available  to  school  or  family  phy- 
sicians only  with  parental  consent.  A physician 
will  supervise  the  children’s  conditions  during  the 
entire  study. 

Those  children  eligible  for  the  study  are  those 
with  an  IQ  of  80  or  above,  with  a positive  history 
for  hyperactivity  that  is  made  available,  and  where 
no  history  of  epilepsy  exists,  and  the  parents  give 
their  informed  consent. 

* * * * * 

John  E.  Kralewski,  M.D.,  head  of  the  Division 
of  Health  Administration,  has  returned  from  a 
two  week  study  visit  to  Russia  as  one  of  five  dele- 
gate guests  of  the  USSR’s  Ministry  of  Health,  co- 
sponsored by  HEW.  Health  organizations  in  both 
Moscow  and  smaller  communities  were  studied, 
and  its  effectiveness  in  delivering  an  accessible 
system  was  considered  relatively  satisfactory. 

♦ ♦ ♦ * ♦ 

Dean  Harry  P.  Ward  has  announced  a $1  mil- 
lion-plus grant  from  the  National  Cancer  Institute 
for  study  of  the  abnormal  biological  mechanism 
which  causes  uncontrolled  cancer  growth.  The 
funds  will  be  used  over  the  next  three  years  to 
support  basic  research  both  in  the  biology  depart- 
ment and  at  the  CU  medical  school. 


Challenging  Practice 


Opportunity 


Excellent  Compensation  Package 


For  . . . Board  Certified  or  Board  Eligible  General  Surgeon 
with  Vascular  Experience  and 
Board  Certified  Orthopedic  Surgeon 
To  join  16-man  Multispecialty  Clinic  in  Central  Iowa 


KERSTEN  CLINIC 

1235  Fifth  Avenue  South 
Fort  Dodge,  Iowa  50501 
Attention:  R.  F.  Roskens,  General  Manager 
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University  of  Colorado  Scho<d  of  Medicine 
Continuing  Medical  Education 

FAMILY  PRACTICE  REVIEW 

YMCA  Conference  Center,  Estes  Park,  Colorado 
June  10-15,  1974 

♦ ♦ * ♦ * 

TENTH  ANNUAL  POSTGRADUATE  COURSE 
IN  INTERNAL  MEDICINE 

YMCA  Conference  Center,  Estes  Park,  Colorado 
July  15-19,  1974 

* * 9|e  * 

PEDIATRICS 

The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 
July  28-31,  1974 


* 


* 


WYOMING  POSTGRADUATE  ALLERGY 
COURSE,  INC. 

Jackson  Lake  Lodge,  Jackson,  Wyoming 
July  14-15,  1974 

Contact:  Russell  I.  Williams,  MD,  1605  East 
19th  St.,  Cheyenne,  Wyoming  82001. 


The  American  Academy  of  Family  Physicians 
17TH  ANNUAL  RUIDOSO  SUMMER  CLINIC 

Chaparral  Motel,  Ruidoso,  New  Mexico 
July  15-18,  1974 

Contact:  Bob  Reid,  P.O.  Box  456,  Sunland 
Park,  New  Mexico  88063. 


The  American  Society  for 
Surgery  of  the  Hand 

THE  CHARLEY  J.  SMYTH,  M D.  SEMINAR  ON 
RHEUMATIC  AND  ARTHRITIC  CONDITIONS 
OF  THE  UPPER  EXTREMITY 

Kiandra/Talisman  Lodge,  Vail,  Colorado 
July  24-27,  1974 

Contact:  John  A.  Boswick,  Jr.,  MD,  4200  East 
9th  Avenue,  Box  2414,  Denver,  Colorado  80220. 


PERINATAL  MEDICINE 

Snowmass-at-Aspen,  Colorado 
August  12-16,  1974 

* t * * 

PATHOLOGY  IN  GYNECOLOGY 
AND  OBSTETRICS 

The  Stanley  Hotel,  Estes  Park,  Colorado 
August  24-29,  1974 

Contact:  Office  of  Postgraduate  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 

American  Geriatrics  Society 

STROKE  AND  HYPERTENSION 

Regency  Inn,  3900  Elati  St.,  Denver,  Colorado 
June  20,  1974 

American  Medical  Association 

123RD  ANNUAL  CONVENTION 

McCormick  Place,  Chicago,  Illinois 
June  22-26,  1974 


Montana  Radiological  Society 

BIANNUAL  SYMPOSIUM 

Big  Sky,  Montana 
July  31,  August  1-2,  1974 

Contact:  C.  H.  Agnew,  MD,  Radiological  Asso- 
ciates, Room  102,  Doctors  Building,  Billings,  Mon- 
tana 59101. 

American  College  of  Surgeons, 
Montana-Wyoming  Chapter 
ANNUAL  SUMMER  MEETING 

Big  Sky,  Montana 
August  8-10,  1974 

Contact:  David  R.  Klein,  MD,  1231  North  29th 
Street,  Billings,  Montana  59101. 


3RD  ANNUAL  SANTA  FE 
CARDIOLOGY  SYMPOSIUM 

Santa  Fe  Hilton,  Santa  Fe,  New  Mexico 
August  9-10,  1974 

Contact:  Richard  D.  Lueker,  MD,  201  Cedar, 
S.E.,  Suite  604,  Albuquerque,  New  Mexico  87106. 
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Green  Gables  Professional  Pork 

Jewell  and  Pierce,  Lakewood,  Colo.  (Southwest  Denver) 


FOR  LEASE 


MEDICAL  SPACE 

(Courtyard  Entrances) 


• Located  in  Jefferson  County, 
Colorado's  most  rapidly 
growing  county. 
• Lowest  medical  population 
in  Metro  Denver. 


1880  So.  Pierce 
Suite  #4 

Lakewood,  Colorado  80226 
Phone:  (303)  934-2166 


Suites  from  960-2560  square  feet  to  accommodate 
25  physicians  in  single  and  associate  practices 


• Easy  access 
• Generous  parking 
• Laboratory  and  Radiologist 
• Pharmacy 
• Immediate  Occupancy 
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WANT  ADS 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs.  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver).  (3031  922-3525. 

873-5-TFB 

ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(3031  922-3525  (Southwest  Denver). 873-6-TFB 

FOR  SALEI — 2-Doctor  building  plus  dental  office.  4 patient 
rooms,  business  office,  reception  room,  laboratory.  X-ray 
and  developing  room.  Air  conditioned.  3 baths  (one  private), 
all  equipment  inc.  EKG.  North  area — ready  to  go.  Call  Mrs. 
McLaughlin.  MCLAUGHLIN  & CO..  INC.  6411  E.  Colfax 
Ave..  Denver.  Colorado  80220.  (303)  377-2771. 1273-7-TFB 

FOR  LEASE — Front  Range  Medical  Arts  Building.  84th  and 
Bryant,  adjacent  to  St.  Anthony’s  North  Hospital.  Two  610 
sq.  ft.  suites  available  now.  8 suites  ready  to  be  built  to 
specification.  Call  Mrs.  McLaughlin,  MCLAUGHLIN  & CO., 
INC.,  6411  E.  Colfax  Ave.,  Denver.  Colorado  80220.  (303)  377- 
2771.  1273-8-TFB 

SEMI-RETIRED  FAMILY  PRACTITIONER  or  internist  wanted 
for  part-time  practice  at  Lake  Tahoe.  Nevada  license  re- 
quired Write:  Harrv  W.  Weigel,  M.D..  P.O.  Drawer  3189, 
I nc line  Village.  NV  89450  or  call:  (7021  831-0420. 474-1-3 

GENERALIST  PHYSICIAN,  age  46;  w/Colorado  license;  mar- 
ried, family  grown;  available  for  consultation, 'employment 
industrial  med;  insurance  medical  department;  employee 
student  health;  public  health,  preventive  medicine.  Consider 
full  or  part  time.  Expert  medical  writing  for  general  profes- 
sional readers.  P.O.  Box  36204,  Denver,  Colorado,  80236. 

474-6-3B 

INTERNIST.  Board  qualified  or  Generalist  with  solid  medical 
background.  Needed  for  active  96  bed  GM&S  Veterans  Ad- 
ministration Hospital,  well  equipped  and  staffed,  with  excel- 
lent library  and  consultants.  Competitive  starting  salary;  ex- 
cellent fringe  benefits;  will  pay  travel  and  moving  expenses. 
Equal  opportunity  employer;  licensure  required  in  one  of  the 
fifty  states  or  Dist.  of  Columbia;  abundant  outdoor  recreation; 
pleasant  climate  with  clean  air  in  attractive  peaceful  western 
city  of  10,000.  Inquire:  Frank  R.  Mohs,  M.D.,  Chief  of  Staff, 
VA  Hospital,  Miles  City.  MT  59301,  or  call  collect  (4061 
232-3060.  Ext.  11.  574-5-3B 

FOR  SALE:  Decker  Culdoscope;  Kidde  tubal  insufflator  with 
carbon  dioxide.  Perfect  condition.  Pergonal:  35  mm.  camera 
(with  all  the  equipment  necessary),  designed  for  photograph- 
ing the  cervix.  Specially  good  for  use  with  Colposcope — 
also  perfect  condition.  Contact:  Dr.  Helen  Maytum,  3163  So. 
Columbine  St.,  Denver,  Colorado  80210.  Call:  (3031  756-2656. 
574-1-2 

OPENINGS  FOR  A FAMILY  PRACTITIONER  AND  GENERAL 
INTERNIST  in  SE  Denver  medical  group.  12  full-time  physi- 
cians including  1 fulltime  family  practitioner  and  five  in- 
ternists. Guaranteed  income  1st  year,  followed  by  partnership 
if  mutually  satisfactory.  Write  or  call  Theodore  K.  Gleichman. 
M.D..  University  Park  Medical  Clinic,  1919  South  University 
Boulevard,  80210.  (303)  744-2701.  574-7-3 

SUITE  IN  medical  BUILDING.  1100  sq.  ft.  West  Denver 
location,  with  view  of  Sloan’s  Lake  and  mountains.  Car- 
peted. Partially  furnished.  Leased  to  10/75.  Sublet  or  take 
over  lease.  Call  (303)  825-1224  between  9:00  A.M.  and  4:00 
P.M.  Weakdays.  474-8-3B 

OWNER  WILL  FINANCE  excellent  land  investment  just 
North  of  Colorado  Springs  near  Air  Force  Academy.  Low 
down  payment  — flexible  terms,  33  acres  for  just  $50,000. 
Excellent  opportunity  for  young  professional  just  getting 
started.  Call  Gloria  Armstrong,  Armstrong-Holmstead  Realtors, 
P.O,  Box  2388,  Boulder,  Colorado  80302,  or  Phone  (303) 
449-6900. 474-9-3B 

OPHTHALMOLOGIST.  Due  to  sudden  death,  growing  oph- 
thalmology practice  available  in  Billings,  Montana.  Modern 
office  with  latest  and  finest  equipment.  Opportunity  for  doctor 
who  is  interested  in  retina,  as  this  practice  has  a strong 
retina  emphasis,  with  referrals  from  outlying  areas.  Argon 
laser  available  in  adjacent  hospital.  Write:  Mrs.  David  Fink, 
2506  Wildwood  Way,  Billings,  Montana,  59101  or  call  (4061 
252-8022.  474-10-3 

PHYSICIANS  WAN’TED.  Two  men  to  join  nine-man  multi- 
specialty group  in  scenic  Glenwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Speciaiists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact:  Dr.  Orrie  Clemens  or  Dr.  G.  Thomas 
Morton,  Glenwood  Medical  Associates,  1905  Blake,  Glenwood 
Springs.  Colorado  81601,  or  call  (303  ) 945-5441.  374-4-TFB 

EXCELLENT  OPPORTUNITY  for  General  Practitioner  and 

specialists  at  Arvada  Medical  Center  north  of  Denver.  Well- 
developed  community.  An  ideal  situation  for  a doctor  to  de- 
velop his  own  practice  rapidly.  For  information  call  Dr.  Leon 
Sherman,  i303l  421-2240.  474-13-3B 


WANTED:  Physicians  interested  in  employing  a Physician’s 
assistant.  Top  qualifications  and  references.  AMA  approved 
school  graduate.  Contact:  David  E.  Larson,  600  W.  Arnold, 
Marshfield,  Wisconsin  54449.  474-1 1-3B 


WESTERN  COLORADO  — Well-trained  family  physician  to 
join  established  partnership  in  active  and  challenging  rural 
family  practice  with  open  hospital  privileges  according  to 
capabilities.  Reply  with  full  curriculum  vitae  to  Box  474-12-3, 
Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue, 
Denver,  Colorado  80218.  474-12-3 


EXCELLENT  OPPORTUNITIES  in  prime  location  in  North- 
glenn (Suburb  of  Denver).  Low  medical  population.  Mod- 
erate rentals.  Specialists  needed.  Building  designed  with  ad- 
vanced ecological  concepts  for  fuel  conservation.  Call  Dr.  John 
Fischer:  (303)  452-2766.  574-2-3B 


NEW  AND  USED  MEDICAL  EQUIPMENT,  including  X-ray. 

Bought,  sold,  leased,  repaired.  Used,  and  obsolete  medical 
equipment  accepted  as  trade-ins.  Plaza  Medical,  Inc.,  7683  E. 
Jefferson  Drive,  Denver.  Colorado  80110.  Call:  (303)  771-6210 

574-3-3B 


PEDIATRICIAN  NEEDED  to  share  established  practice  in 
Boulder.  Colorado.  Call  M.  Gehres,  M.D.  collect  at  (303) 
443-8880.  574-6-TF 


PHYSICIAN  for  part-time  needed  to  help  with  bariatric 
medicine  (obesity).  Practice  in  Englewood,  Colorado.  Phone- 
W.  L.  Asher,  M D.,  (3031  781-5257.  674-6-2 


ONEIDA  MEDICAL  CENTER.  Beautiful  new  medical  space 
just  being  completed  at  Hampden  and  the  Valley  Highway. 
1600  Square  Feet  available  for  a July  occupancy.  Parking 
superb.  Total  service  building.  Hera  Investments  and  Man- 
agement Company.  Call:  (303)  388-4147.  674-5-lB 


PARKER,  COLORADO  DENTAL  PRACTICE  FOR  SALE. 

Fast-growing  rural  community  20  miles  SE  of  Denver.  Two 
fully-equipped  operatories.  Equipment.  Share  reception  room, 
receptionist,  business  office.  Panorex  X-ray.  Write  Box  674- 
3-lB,  Rocky  Mountain  Medical  Journal,  1601  East  19th  Ave- 
nue, Denver,  Colorado  80218.  674-3-lB 


ORTHOPEDIC  SURGEON,  Board  certified.  Age  44.  Inter- 
ested in  practicing  in  Denver  area  or  Albuquerque,  New 
Mexico.  Reply  to  Box  674-2-lB,  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

674-2-lB 


STEAMBOAT  SPRINGS  RETREAT.  3 acres  bordering  for- 
est, 850  feet  river  frontage.  Two  beautiful  log  houses,  4- 
bedroom  and  3-bedroom.  Fully  winterized,  with  woocl- 
buming  fire  places,  spacious  conference  areas.  Huge 
wrap-around  sundeck  overlooks  fabulous  Elk  River.  Coun- 
ty-maintained road,  year-round.  Secluded  but  amazingly 
close  to  excellent  fishing,  golfing,  boating  and  snow-skiing. 
Owner-financed.  Call:  (303i  333-4514  or  write  Owner,  1040 
Detroit  St..  Denver  80206.  674-1-lB 


DOCTORS— LICENSED  TO  PRACTICE  MEDICINE  in  Colo- 
rado needed  fulltime  for  plasma  center.  RN  on  duty  to  as- 
sist. Retired  doctors  considered.  No  age  limit.  Salary  open, 
please  reply  to  Box  674-4-TFB,  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Ave.,  Denver,  Colo.  80218.  674-4-TFB 


MEDICAL  HIGH-RISE  FOR  LEASE:  Ideal  location  on  West 
84th  Ave.  just  off  1-25  in  Thornton,  Colorado.  Complete 
facilities  available,  including  space  for  medical  and  dental 
suites  and  pharmacy.  All  with  individual  climate  control.  In- 
cludes all  utilities  and  services.  Near  hospitals,  shopping  cen- 
ters, and  lodging.  Competitive  lease  rates  available.  For  com- 
plete information  on  rates  and  amenities,  call  or  write  Jack 
Jolly  or  Preston  Adams.  Moore  Realty  Co..  300  Speer  Boule- 
vard, Denver,  Colorado  80203.  Call  (303)  733-5511.  674-10-3B 

GARDEN-LEVEL  OFFICE  AND  MEDICAL  BUILDING.  Prime 
Lakewood,  Colorado  location.  Main  building  of  6,800  square 
feet  plus  separate  three-unit  apartment  conversion  on  same 
site.  Main  building  has  monthly  gross  income  of  $2,585. 
Masonry-veneer  construction.  Air  conditioned.  Parking  for 
100  ears.  Up  to  3,400  square  feet  available  on  lease  terms. 
Priced  at  $185,000.  Terms  negotiable.  Contact  Rich  Richison, 
Moore  Realty  Co.,  300  Speer  Boulevard,  Denver,  Colorado 

80203.  Call  (3031  733-5511.  674-9-3B 

MEDICAL  OFFICE  SPACE  AVAILABLE  in  Professional  Arts 
Building.  1245  East  Colfax  Avenue.  Denver,  located  close  to 
Midtown  Hospital  Area.  Predominantly  medical  building  at 
attractive  rates.  Contact:  Mr.  E.  Crust,  Richter/Robb  & Co.. 
(3031  831-7888.  674-8-TFB 

IMMEDIATELY  AVAILABLE.  Choice  nine-room  suite  in 

medical  building.  Prime  location  in  northeast  well  developed 
shopping  center  area.  Sublease  $500.00  month.  Please  contact 
Mary  Macon  or  Helen  Betts.  Sun  Realty  Co.,  P.O.  Box  190, 
Colorado  Springs,  Colorado  80901,  or  call  (303  ) 636-1320, 

674-7-1 
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ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 


Catering  to 

Medical  Profession  Patronage 


Telephone 

534-87I4 


LOCATE  IN  THE  GROWING  CITY  OF  AURORA 

OFFICE  SUITES  FOR  LEASE 
SMALL  AND  LARGE  SPACES 


Most  Attractive  Leasing  Arrangements 
A Modern  Building  of  Colonial  Design 
near  the  Center  of  Aurora 

Air  conditioned 


Call;  Mr.  Francis  Grove 
(303)  341-9794 


AURORA  MEDICAL-DENTAL  ARTS  BUILDING 

1G46-56-6G  ELMIRA  STREET 
AURORA.  COLORADO  80010 


PRESENTING 

THE  TERRAWEST  TERRACE  BUILDING 

PHASE  II 


Located  at  6901  South  Yosemite,  Denver 


Designed  for  your  convenience  — conceived  for  your  comfort! 

Brick  highlights  a light-textured,  airy  atmosphere 
Private  entrances  . . . ample  off  street  parking  . . . beautiful 
mountain  views  . . . pharmacy  available  — details  to  satisfy 

CaU  (303)  770-3480  THE  TERRAWEST  COMPANY 
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how  to  civilize  thei 


give  pain  killers?. . .prescribe  freq 


use  antacids  only? 

Antacids,  like  food,  help  neutralize 
or  buffer  stomach  acidity.  Their 
action  is  short,  usually  lasting 
only  1 to  13^  hours  (given  four 
hours  after  a meal).’^  Some 
patients  may  require 
antacids  every  half  hour. 


give  pain  killers  only? 

They  relieve  pain  but  may  cause  patient  drug 
dependency  and  unnecessary  sedation. 

prescribe  frequent  eating  only? 

Frequent  feeding  helps  buffer  acid,  but  caloric, 
digestive,  and  social  considerations  make 
frequent  eating  both  difficult  and  impractical. 


When  you  add  Pro-Banthine  you 

^ brand  of  ■ i i i • J 

propantheline  bromide 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificieil  respiratioi 
should  be  applied  until  the  drug  effect  has  been  exhausted.  i 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  thi| 
possibility  should  be  considered  before  administering  Pro-Banthine.  1 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenced 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  b<l  ' 
advised  to  micturate  at  the  time  of  taking  the  medication.  1 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerative] 
colitis.  I 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  ma'I 


Cannibal  stomach 


add  Pro-Banthine 

Helps  to  relieve  pain  without  risk  of  patient  drug 
dependency. 


add  Pro-BanthIne 


Reduces  gastric  secretory  volume  and  total 
resting  and  free  acid  without  the  caloric, 
digestive,  and  social  problems  occasioned  by 
eating. 


idd  Pro-Banthine 


Pro-Banthine  slows  intestinal  motility  to 
enhance  and  prolong  the  action  of 
antacids.  The  action  of  Pro-Banthine 
lasts  4 to  6 hours. 


*Fordtran,  J.  S.,  and  Collyns,  J.  A.  H.:  Antacid 
Pharmacology  in  Duodenal  Ulcer:  Effect  of 
Antacids  on  Postcibal  Gastric  Acidity  and 
Peptic  Activity,  Mew  England  J.  Med. 
274:921-927  (April  28)  1966. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


SEARLE 


jsually  get  better  patient  response. 


ccur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
dverse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
isomnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
on,  impotence  and  allergic  dermatitis. 

)osage  and  Administration:  The  recommended  daily  dosage  for  adult 
■ral  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
uent  adjustment  to  the  patient's  requirements  and  tolerance  must  be 
nade. 

*ro-Banthine  P.A.  — Each  tablet  of  Pro-BanthTne  PA.  (propantheline 
iromide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads:  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-BanthTne  15 
mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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begins  within 
17  minutes,  on  average 

an  initial  benefit  of 
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Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.^ 
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1 


s 
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Average  Time  Required  confiriTied  by  clmical  studics  in  four 
16Subjects“  (4  Studies  geographically  separated 

research  laboratories ' ' 

14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCl)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?"^ 

Dalmane  (flurazepam  HCl) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCl),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCl. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCl. 

REFERENCES:  I . Kales  A.  et  al:  Arch  Gen  Psychiatry  23:226-232.  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ  ROCHE  LABORATORIES 

4.  Vogel  GW:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ  Division  of  Hoffmann-La  Roche  Inc. 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ  Nutley,  New  Jersey  07110 


when  restful  sleep 
is  indicateid 

Dalmane 

(flurazepam  HCl) 

One  30-mg  capsule /t.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


sleep 

Using  a 
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To  the  Editor: 

You  spoiled  your  editorial  on  cancer  in  the 
April  issue  of  Rocky  Mountain  Medical  Journal, 
page  207,  with  your  statement  “Cigarette  smoking 
has  been  proved  the  etiology  in  ninety-nine  per 
cent  of  patients”.  I do  not  smoke,  have  no  tobacco 
interests,  and  have  no  friends  that  do.  But  as  a 
scientist  I feel  that  the  etiology  of  bronchiogenic 
carcinoma  is  as  elusive  as  any  others.  Enclosed  is 
a reprint  to  support  my  doubts.  Other  European 
autopsy  studies  bear  the  same  message.  Let  us  re- 
member that  “Galen-Dogma”  delayed  scientific 

medicine  many  centuries.  ^ 

Broda  O.  Barnes,  M.D. 

Fort  Collins,  Colorado 


Editor’s  Comment 

Dr.  Barnes  submitted  a reprint  of  a study  from 
the  Pathological  Institute,  University  of  Graz,  pub- 
lished in  J.A.M.A.,  Dec.  31,  1960,  which  he  co- 
authored. A review  of  26,546  autopsies  over  14 
years  “suggests  that  one  factor  in  the  increase  of 
bronchiogenic  carcinoma  is  that  persons  who  pre- 
viously would  have  died  from  tuberculosis  are 
alive  today.” 

Few  chest  surgeons  or  surgical  pathologists 
will  dispute  that  over  ninety  per  cent  of  patients 
with  bronchiogenic  carcinoma  (squamous  cell) 
have  been  smokers.  Some  no  doubt  would  dispute 
the  ninety-nine  per  cent.  The  figure  does  not 
change  the  point  of  the  editorial. 


Reader  commentaries  are  always  enlivening. 
The  Journal  welcomes  your  thoughts,  criticisms, 
and  observations. 
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Otettaneed 
for  a drug 
compendium? 

■ a Hri  irr  Infollirroni 


Government  Health  Official 

Henry  E.  Simmons,  M.D. 

Deputy  Assistant 
Secretary  for  Health 
Department  of  Health, 

Education  and  Welfare 


Maker  of  Medicine 

Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


Dialogue 


Adrugcompendiur 
of  the  type  I envision 
would  fill  a definite 
need  for  the  practic 
ing  physician.  Such 
compendium  woul 
give  him  all  the 
information  nec 
essary  for  usin 
a drug  intelligently,  and  it  would 
do  so  in  a clear,  concise,  con- 
venient, objective  and  balanced 
fashion. 

What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use  i ‘ 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefits 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reaction 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fact 
a complete  compendium  with  con’ 
plete  and  current  information  I 
might  even  eliminate  the  necessit ! 


A drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal,  in 
sponsorship.  They  should  contain  | 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  year! 

Function  of  a Compendium  i 

A compendium  should  fur-  [ 
nish  the  following  information  on  | 
drugs  inthefollowingorder:  indie; | 
tions  for  use,  side  effects,  adverse^ 
drug  reactions,  contraindications  j 
drug  interactions,  drug  dosage  an 
the  dosage  forms  marketed.  Drug 
prices  should  not  be  included  be- 
cause they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  set 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  ph> 
sician  to  decide,  whether  on  the 
basis  of  the  medical  literature,  his 
own  clinical  experience,  advice  of 
colleagues,  information  supplied 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctor  o 
how  to  use  drugs.  Rather,  it  must 
be  a reference  source  designed  pr 
marily  to  refresh  his  memory  as  tc 
drugs  he  may  not  use  regularly.  It 


I;  for  a package  insert  in  many  in- 
stances. This  would  constitute  a 
' substantial  saving  for  the  manu- 

Ifacturer. 

By  a complete  compendium, 

I do  not  mean  a volume  of  prohibi- 
tive size.  You  don’t  need  a book 

fi  describing  25,000  products  with 
I an  enormous  amount  of  repetition. 
‘ Rather,  drugs  should  be  arranged 
by  class.  Mutually  applicable  infor- 
i mation  would  be  provided,  along 
‘ with  brief  discussions  pinpointing 
differences  in  specific  drugs  of 
I that  class.  Listings  would  be  cross- 
indexed  in  a useful  way. 

Other  Available  Documents  as 
Sources  of  Information 

Existing  references  such  as 
PDR  and  the  AMA  Drug  Evaluation 

I are  obviously  useful  but  they  are 
incomplete.  Either  they  are  not 
cross-referenced  by  generic  name 
and  do  not  group  drugs  with  simi- 

Ilar  characteristics,  or  they  do  not 
list  all  the  available  and  legally 
marketed  drugs.  And  some  of 
)i  those  omitted  may  be  very  useful. 


should  in  no  way  imply  control  over 
n the  practitioner’s  prerogatives. 

h Why  Another  Compendium? 

A practicable,  single-volume 

i compendium  cannot,  nor  is  it 
necessary  to,  include  all  drugs  on 
the  market  today.  From  my  prac- 
) tice  of  internal  medicine  for  some 
J 15  years,  my  experience  as  a con- 
sultant, and  as  a faculty  member 
of  four  or  five  medical  schools,  I 
would  estimate  that  a doctor  uses 
I only  30  to  35  drugs  regularly.  The 
: 1972  Physicians’  Desk  Reference, 

: incidentally,  contained  about 
2,500  entries. 

I As  to  whether  there  should  be 
a federal  compendium,  in  my  opin- 
ion, as  stated  earlier,  the  answer  is 
easy— there  should  not  be  one.  The 
I proposal  assumes  that  existing 
compendia  are  inadequate.  We’re 
not  sure  of  that  at  all.  Whatever  its 
imperfections,  the  present  drug 
information  system  in  the  U.S.  is 
open,  multifaceted,  pluralistic  and 
; extensive.  Good  compendia  exist, 
as  well  as  other  ample  sources  on 
drug  therapy,  ranging  from  journal 
; literature  through  AMA  Drug  Evalu- 
! ation  to  company  materials.  Not 
j all  physicians  may  use  such 
*■  sources  as  often  or  as  well  as  they 
ji  should,  but  that  is  the  fault  of  the 
•t',  man,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


On the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


duce  another  book,  it  makes  much 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level— a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PM  A survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally,  outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies  — but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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You're  treated  like  a royal  pair! 

. . .on  our  mini-vacation  weekend 
special.  You  both  deserve  it.  Get 
away  from  your  problems  and  the 
energy  shortage,  and  let  us  pamper 
you  for  a change.  . . 

* Your  own  private  suite  with  its 
lanai  balcony  for  2 full  days  and 
nights. 

* Breakfast  in  bed  (or  in  the  Hunt 
Room)  Saturday  and  Sunday. 

* Your  first  cocktail  each  evening, 
Friday  and  Saturday,  while  enjoyir 
entertainment  in  the  Cork  Room. 

* Sightsee  Denver,  shop 
nearby  downtown,  enjoy  color 
TV  in  your  private  suite. 

* All  this,  plus  a surprise 
gift. 

A real  bargain 
these  days. 


$78.00 

value! 


1000  Grant  St  . Denver.  Colorado  80203 
Phone  (303)  292  1200  • FREE  PARKING 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity  has 
also  been  noted  In  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  tour  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis.  Inflammatory  lesions  (with  monll- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur, 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q I d,  for  a total  of  5 4 grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests.  Is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  Intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  Information. 
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Rocky  Mount.aix  Medic.al  Journ.al 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


RondomvGin  300.g 

[melihacycline  HCI] 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 

j *Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Your  work  is  waiting. 


This  is  a familiar  scene  for  hundreds  of 
successful  doctors  in  the  Rocky  Mountain  area. 
Long  after-hours  trying  to  bring  their  personal 
finances  under  control.  And  here  are  some 
of  the  disturbing  reasons  why: 

We’ve  found  doctors  forced  to  continue 
long  past  the  time  they’ve  chosen  to  retire, 
because  they  need  every  bit  of  their  income. 

We’ve  found  doctors  so  highly  leveraged, 
so  crippled  by  acute  cash  flow  difficulties, 
that  they  continue  in  debt  long  after  their 
earning  power  is  at  its  greatest. 

We’ve  even  found  doctors  who  have  earned 
$50,000  or  more,  year  after  year,  and  yet  are 
unable  to  afford  their  children’s  education. 

Well  finally  there  is  a comfortable,  sound  way 
to  avoid  these  and  other  needless  financial  binds. 
United  Bank; of  Denver's  Comprehensive  Financial 
Planning  service.  A highly  personal  blueprint 
for  financial  success— and  peace  of  mind. 


Comprehensive  Financial  Planning  is  a single 
plan— a road  map  for  the  specific  ways  and  means 
for  you  to  achieve  your  personal  financial  goals. 
Based  completely  on  your  goals,  your  life-style, 
and  your  spending  habits.  Here  are  just  a few 
of  the  items  your  plan  will  include: 

• a statement  of  estimated  income  and  expenses. 

• cash  flow  and  net  worth  analysis. 

• income  tax  reporting  methods  and  ways  of 
reducing  income  tax  liability. 

• review  of  life,  disability,  health,  and 
liability  insurance. 

• capital  needs  analysis  and  projections. 

• investment  reviews. 

• a list  of  recommendations,  with  time  schedule. 

• and,  most  important,  you  receive  assistance 
in  implementing  your  plan. 

Comprehensive  Financial  Planning  can  work 
for  you.  To  find  out  more,  give  us  a call.  We  look 
forward  to  meeting  with  you,  on  yourtime  schedule. 

And  from  now  on,  when  you  come  home— your 
time  can  be  your  own. 


United  Bank  of  Denver 

National  Association. 

Comprehensive  Financial  Planning.  1 740  Broadway.  Phone  861 -881 1 . 


A Comprehensive  Thenapeutic  Program 

for  the  G.l.  patient 


Enarax®  (oxyphencyclimine  HCI/hydrox- 
yzine  HCI)  Tablets,  as  adjunctive  therapy,  can 
help  relieve  a wide  range  of  gastrointestinal 
disorders— and  their  accompanying  anxiety* 
Without  cooperation  of  the  patient,  however, 
no  medicinal  regimen  can  succeed  entirely... 
an  understanding  of  the  condition,  the  factors 
involved  in  its  development,  and  the  proper 
approach  to  self-care  are  often  basic  to  suc- 
cessful therapy. 

To  help  save  some  of  your  valuable  time  in 
providing  this  background  information,  this 
specially  designed  G.l.  Patient  Relief  Kit  is 
available  on  request— a valuable  addition  to 
your  overall  therapeutic  program. 

In  addition  to  a complimentary  introductory 
prescription  for  Enarax  Tablets,  this  hand- 


some kit  contains  the  information  and  appro- 
priate stimuli  to  start  the  patient  on  a program 
of  proper  self-care: 

Patient  Information  Booklet,  "You  and  Your 
Digestive  System”— easy-to-swal low  advice 
on  how  to  take  care  of  the  gastrointestinal 
tract,  including  diet  information. 

Sanka®  brand  decaffeinated  coffee  sample 
packets  to  provide  an  alternative  to  regular 
coffee  with  caffeine  for  the  patient  who  insists 
on  drinking  coffee. 

Gelusil"  Liquid  to  help  relieve  heartburn, 
dyspepsia,gas,andflatulence  between  meals. 

Money-saving  coupon  for  future  purchase. 

You  can  obtain  a quantity  of  these  kits  pack- 
aged for  easy  office  storage  by  filling  out  the 
attached  Prepaid  Business  Reply  Card. 


ROGRIG 

A division  of  Rizer  Pharmaceuticals 
New  York.  New  York  10017 

*Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council, 
F.  D.A.  has  classified  this  indication  as  "possibly " effective. 

Please  see  following  page  for  prescribing  information, 
including  adverse  reactions,  contraindications  and  warnings. 


To  help  control 

G.I.  distress*/calm  psychic  tension* 

Enaraxtabiets 

(oxyphencyclimine  HCl/ hydroxyzine  HCl) 

• Combination  provides  for  effective  1 2-hours  antispasmodic/anti- 
cholinergic  action  of  oxyphencyclimine  with  the  calming  action  of 
Atarax"  (hydroxyzine  HCl). 

• As  adjunctive  therapy,  helps  relieve  a wide  range  of  gastrointes- 
tinal disorders,  and  their  accompanying  anxiety— simultaneously. 
However,  it  should  be  used  with  caution  in  patients  with  ulcerative 
colitis. 

• Avoids  the  confusion  and  expense  of  two  medication  schedules. 

• Convenient  b.i.d.  dosage. 

• Individualized  therapy— Enarax"  5 (oxyphencyclimine  HCl 
5 mg. /hydroxyzine  HCl  25  mg.).  Enarax"  10  (oxyphencyclimine 
HCl  10  mg. /hydroxyzine  HCl  25  mg.). 

• Usually  well  tolerated;  drowsiness  or  blurred  vision  may  occur. 

SEE  REVERSE  FOR  FREE  OFFER. 

PRESCRIBING  INFORMATION 

Composition 

Each  Enarax  5 tablet  contains: 

oxyphencyclimine  HCl  5 mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Each  Enarax  10  tablet  contains: 

oxyphencyclimine  HCl  10  mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Description.  Enarax  is  a combination  of  oxyphencyclimine  HCl  and 
hydroxyzine  HCl.  Oxyphencyclimine  HCl  is  a crystalline  substance  char- 
acterized by  the  chemical  formula:  (1-methyl-1 ,4,5.6  tetrahydro-2- 
pyrimidyl-methyl  alpha-cyclohexyl-alpha-phenylglycolate  hydrochloride). 

It  is  soluble  and  stable  in  aqueous  solutions. 

Hydroxyzine  HCl  is  designated  chemically  as  1-(p-chlorobenzhydryl)-4- 
[2-(2-hydroxyethoxy)-ethylJ  piperazine  dihydrochloride. 

Actions.  Oxyphencyclimine  HCl  provides  long  acting  suppression  of  gas- 
tric secretion  through  its  anticholinergic  action.  The  mechanism  of  this 
action  is  the  inhibition  of  acetylcholine  at  postganglionic  cholinergic 
sites  in  structures  innervated  by  postganglionic  parasympathetic  nerves 
and  on  smooth  muscle  not  so  innervated  but  responsive  to  acetylcholine. 

Hydroxyzine  HCl.  marketed  under  the  trade  name,  Atarax®,  has  been 
shown  clinically  to  be  an  effective  anti-anxiety  agent.  It  induces  a calm- 
ing effect  in  anxious,  tense  individuals  without  impairing  mental  alert- 
ness. It  is  not  a cortical  depressant,  but  its  action  may  be  due  to  a sup- 
pression of  activity  in  certain  key  regions  of  the  subcortical  area  of  the 
central  nervous  system. 


Contraindications.  Because  of  its  anticholinergic  activity,  Enarax  is  con- 
traindicated in  the  presence  of  glaucoma,  obstructive  uropathy  (i.e.  blad- 
der neck  obstruction  due  to  prostatic  hypertrophy),  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal  stenosis, 
etc  ):  paralytic  ileus;  intestinal  atony  of  the  elderly  or  debilitated  patient: 
unstable  cardiovascular  status  in  acute  hemorrhage;  severe  ulcerative 
colitis;  toxic  megacolon  complicating  ulcerative  colitis;  myasthenia  gravis. 
Warnings.  Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  substantially 
above  the  human  therapeutic  range.  Clinical  data  in  human  beings  are 
inadequate  to  establish  safety  in  early  pregnancy.  Until  such  data  are 
available,  hydroxyzine-containing  drugs  are  not  advised  in  early  pregnancy. 

In  the  presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heatstroke  due  to  decreased  sweating). 

Diarrhea  may  be  an  early  symptom  of  incomplete  intestinal  obstruction, 
especially  in  patients  with  ileostomy  or  colostomy.  In  this  instance  treat- 
ment with  this  drug  would  be  inappropriate  and  possibly  harmful. 


* Indications.  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective:  As  adjunctive  therapy  in  peptic  ulcer;  irri- 
table bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  coli- 
tis, functional  gastrointestinal  disorders);  functional  diarrhea;  drug 
induced  diarrhea:  ulcerative  colitis,  and  urinary  bladder  spasm  and 
ureteral  spasm  (i.e.  smooth  muscle  spasm). 

Final  classification  of  these  less  than  effective  indications  re- 
quires further  investigation. 


Enarax  may  produce  drowsiness  or  blurred  vision.  In  this  event,  the 
patient  should  be  warned  not  to  engage  in  activities  requiring  mental 
alertness  such  as  operating  a motor  vehicle  or  other  machinery,  or  per- 
form hazardous  work  while  taking  this  drug. 

Precautions.  Anticholinergics  should  be  used  with  caution  in  patients  with: 

autonomic  neuropathy, 

hepatic  or  renal  disease, 

ulcerative  colitis— Large  doses  may  suppress  intestinal  motility  to  the 
point  of  producing  a paralytic  ileus  and  the  use  of  this  drug  may  precipi- 
tate or  aggravate  the  serious  complication  of  toxic  megacolon. 

hyperthyroidism,  coronary  heart  disease,  congestive  heart  failure,  car- 
diac arrhythmias,  hypertension  and  nonobstructing  prostatic  hypertrophy; 
hiatal  hernia  associated  with  reflux  esophagitis,  since  anticholinergic 
drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic  drugs  in  the  treat- 
ment of  gastric  ulcer  may  produce  a delay  In  gastric  emptying  time  and 
may  complicate  such  therapy  (antral  stasis). 

The  use  of  this  drug  in  the  presence  of  complication  of  biliary  tract 
disease  should  not  be  relied  upon. 

Tachycardia  should  be  thoroughly  investigated  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  increase  the  heart  rate. 

With  overdosage,  a curare-like  action  may  occur. 

Adverse  Reactions.  As  with  other  anticholinergics,  oxyphencyclimine  HCl 
produces  certain  effects  which  may  be  physiologic  or  toxic  depending 
upon  the  individual  patient’s  response.  The  physician  must  delineate  these. 

Adverse  reactions  may  include  xerostomia;  urinary  hesitancy  and  re- 
tention; blurred  vision  and  tachycardia:  palpitations:  mydriasis,  dilatation 
of  the  pupil;  cycloplegia,  increased  ocular  tension;  loss  of  taste;  head- 
aches: nervousness:  drowsiness:  weakness:  dizziness;  insomnia;  nausea; 
vomiting:  impotence:  suppression  of  lactation;  constipation:  bloated 
feeling;  severe  allergic  reaction  or  drug  idiosyncrasies  including  ana- 
phylaxis. urticaria  and  other  dermal  manifestation;  some  degree  of  men- 
tal confusion  and/or  excitement  especially  in  elderly  persons. 

Decreased  sweating  is  another  adverse  reaction  that  may  occur.  It 
should  be  noted  that  adrenergic  innervation  of  the  eccrine  sweat  glands 
on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 
An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses 
of  drug  would  be  required,  and  this  would  produce  severe  side  effects 
from  parasympathetic  paralysis. 

Side  effects  which  occasionally  occur  with  hydroxyzine  HCl  (Atarax)® 
are  drowsiness,  xerostomia,  and,  at  extremely  high  doses,  involuntary 
motor  activity,  all  of  which  may  be  controlled  by  reduction  of  the  dosage 
or  discontinuation  of  the  medication. 

Dosage  and  Administration.  The  recommended  adult  dose  is  usually  one 
Enarax  5 or  one  Enarax  10  tablet  two  times  a day  or  three  times  a day, 
depending  on  individual  response.  Proper  diet  and  antacids  should  be 
used  where  indicated  as  concomitant  therapy.  The  safe  use  of  Enarax 
in  children  has  not  been  established;  therefore,  the  drug  should  not  be 
used  in  children. 

Drug  Interactions.  The  potentiating  action  of  hydroxyzine  must  be  con- 
sidered when  the  drug  is  used  in  combination  with  central  nervous  sys- 
tem depressants. 

How  Supplied.  Enarax  5 is  available  as 
white  scored  tablets  in  bottles  of  60. 

Enarax  10  is  available  as  black  and 
white  scored  tablets  in  bottles  of  60. 
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A HE  NATION  IS  SATURATED  with  Monday- 
moming  quarterbacks.  The  after-the-fact  ex- 
perts have  infiltrated  every  aspect  of  our 
local  and  national  life.  The  side-line  authori- 
ties are  not  only  accepted,  but  many  are  re- 
garded as  knights  in 
shining  armor.  Once 
the  credit  and  acclaim 
went  to  the  person 
or  organization  for 
achievement.  Now  the  hero  is  he  who 
searches  out  the  mistakes  of  a man  or  a sys- 
tem for  derogatory  criticism. 

Hundreds  of  situations  are  familiar  to  all. 
A southern  senator  achieves  national  pub- 
licity for  making  an  issue  of  a small-print 
oversight  of  the  Secretary  of  State  in  his  ne- 
gotiations with  the  Russians — a complicated 
gigantic  diplomatic  effort  which  few  per- 
sons have  the  talent  and  knowledge  to  han- 
dle, including  the  senatorial  critic.  Walter 
Cronkite  of  CBS  interviews  the  King  of 
Saudi  Arabia  after  a recent  break-through 
diplomatic  visit  of  the  President  of  the 
United  States  to  check  the  success  of  the 
mission  and  to  criticize  through  the  media 
the  interpretation  of  our  State  Department — 
no  one  elected  Mr.  Cronkite  our  representa- 
tive in  foreign  affairs.  At  a community  level, 
a local  radio  commentator  is  critical  of 
federal  authorities  who  a year  ago  advised 
the  American  farmer  to  produce  a maximum 
wheat  crop  with  resulting  oversupply — the 
commentator  apparently  knew  that  the 
foreign  crop  would  be  unusually  bountiful 
contrary  to  the  predictions  of  the  world  ex- 
perts. 

Some  would  have  us  believe  that  this  ob- 
session for  finding  fault  is  an  outgrowth  of 
Watergate.  But  the  hypercriticism  of  the 
“generation  gap”  era  was  long  before  this 
stupidity.  The  vast  Nader-type  organizations 
began  ten  or  more  years  ago.  The  politicians 
long  ago  recognized  that  finding  and  ex- 


Tear 
It  Down 


ploiting  a deficiency  was  a sure-fire  method 
of  gaining  popularity.  Publishing  what  is 
wrong  or  bad  has  always  been  an  activity  of 
the  press,  although  it  sometimes  seems  that 
this  is  presently  the  principal  mode  of  op- 
eration of  the  news  media.  Criticizing  a de- 
ficiency is  the  best  way  to  get  ahead. 

Emphasis  on  faults  and  mistakes  is  disas- 
trous in  the  family.  Constant  after-the-fact 
derogatory  criticism  by  side-line  observers 
must  be  dangerous  for  a community  or  a na- 
tion. For  certain,  it  is  sure  as  Hell  tiresome! 


c, 


'LINTON  T.  Duffy,  former  warden  of  San 
Quentin  and  member  of  California’s  Adult 
Authority  (Parole  Board),  believes  that  sex 
is  the  dominant  force  that  drives  nearly  all 
criminals.  “In  my  opinion,  90  per  cent  of 

the  men  in  our  na- 
Crime  tion’s  prisons  are  there 

and  The  because  they  couldn’t 

Sex  Drive  come  to  grips  with 

sexual  tensions, 
doubts,  fantasies,  anxieties  and  hungers.”^ 
The  conclusion  to  be  drawn  is  obvious — 
criminals  must  be  treated  as  the  sick  men 
they  are,  with  drugs  which  reduce  or  elim- 
inate the  libido,  with  brain  surgery  in  cer- 
tain well-studied  cases^-®  and  castration,  if 
sought  by  the  offender,  in  certain  serious  re- 
peaters.'*  Criminals  are  obviously  being  re- 
leased from  prison  before  they  are  cured,  for 
60  to  80  per  cent  of  present  penitentiary  in- 
mates have  been  in  a penitentiary  before.® 

What  is  the  effective  and  scientific  course 
that  must  be  pursued? 


First:  Our  courts  must  do  just  one  thing, 
and  one  thing  only — decide  whether  the 
accused  did  or  did  not  commit  the  deed! 
“Not  Guilty  By  Reason  of  Insanity”  must 
cease  to  exist.  It  is  a fantasy.  Sentencing  by 
the  court  is  inane  and  also  must  cease  to  be. 
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Second:  The  convicted  person  should  be 
admitted  to  a maximum-security  medical 
clinic,  preferably  on  the  campus  of  the  med- 
ical school  of  the  region,  where  the  roots  of 
the  crime  are  studied  by  scientists  of  the 
highest  caliber  together  with  sound  practical 
men  and  women  of  the  Duffy  type.  Mrs. 
Duffy  has  acquired,  along  with  her  husband, 
the  insights  needed  for  realistically  manag- 
ing the  criminal.® 

Third:  If  actual  brain  disease  is  proved — 
and  it  is  far  more  common  than  presently 
realized’ — the  offender  must  be  referred  to 
the  court  for  decision.  The  permission  of  the 
convict  for  treatment  and  the  protection  of 
the  medical  authorities  must  be  assured.  If 
specific  brain  disease  is  not  discovered,  the 
first  step  in  the  vast  majority,  i.e.,  Duffy’s 
90  per  cent,  is  the  initiation  in  the  medical 
clinic,  after  detailed  hormone  studies,  of  a 
program  to  quiet  down  the  sex  drive  that 
drove  the  criminal  into  crime  and  the  penal 
system. 

Modern  chemistry  is  providing  us  with  a 
vast  array  of  new  and  complex  therapeutic 
agents  for  this  program.  Medroxyproges- 
terone (Upjohn),  a valuable  progestational 
agent  in  women,  has  been  found  to  be 
an  active  anti-androgen  in  men.®’®  A new 
drug,  Cyproterone  acetate  (Schering),  not 
yet  available  in  the  United  States^”*"  is 
thought  to  be  strictly  an  anti-androgen,  i.e.. 


exerts  a competitive  blocking  effect  on  the 
corresponding  hormone  at  the  receptor 
site.'-’*’®  With  oral  doses  of  100  mg.  daily, 
libido  and  potency  are  greatly  reduced  in  two 
weeks.  The  potentialities  of  these  develop- 
ments are  obviously  enormous.  At  the  pres- 
ent, we  have  drugs  which  can  eliminate  the 
rampant  homosexuality  which  so  degrades 
our  present  prison  system. It  is  recom- 
mended that  they  be  put  to  widespread  use 
at  once,  as  a part  of  the  therapeutic  in-prison 
program.  Perhaps  an  even  more  important 
use  of  these  drugs  is  in  the  probation  and 
parole  programs.  Sub-dermal  implantation 
of  Silastic  capsules  containing  various  hor- 
mones gradually  released  over  12  to  14 
months  would  seem  to  have  an  obvious  use 
in  the  provisional  release  of  sex  offenders.® 

In  1965,  Duffy  pointed  out  that  prison 
riots  are  largely  due  to  failure  of  our  prison 
systems  to  provide  conjugal  visitation  pro- 
grams. When  our  huge  penitentiaries  are  re- 
placed by  small  regional  prisons  (not  over 
250  inmates,  and  preferably  not  over  200,) 
closely  related  to  probation  and  parole  pro- 
grams which  are  not  a farce,  a reasonable 
conjugal  visitation  program  may  become  a 
reality.  In  management  of  criminals  the 
methods  and  the  results  have  not  signifi- 
cantly changed  for  many  years.  Perhaps  with 
new  knowledge  will  come  progress. 

Horace  E.  Campbell,  MD 

Denver 
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Amebic  liver  abscesses* 


Remote  occurrence  following  Metronidazole  therapy 


Darryl  D.  Bindschadler,  MD,  Cheyenne 


The  early  diagnosis  and  vigorous  therapy 
of  systemic  amebiasis  should  reduce 
the  mortality  of  liver  abscess,  recently 
more  commonly  encountered  because  of 
the  Southeast  Asia  conflict  and 
ever-increasing  civilian  travel. 


Amebiasis  has  a world-wide  distribution. 
Although  the  number  of  infections  is  far 
greater  in  tropical  and  sub-tropical  areas, 
colonization  rates  of  up  to  65  to  70  per  cent 
have  been  found  in  selected  populations  in 
the  U.S.A.^  It  has  been  estimated  that  most 
physicians  in  this  country  will  occasionally 
encounter  patients  who  manifest  one  or  more 
aspects  of  this  infectious  disease.  Advances 
have  been  made  in  the  diagnosis  and  treat- 
ment of  amebiasis,  and  these  will  be  dis- 
cussed in  connection  with  this  case  report. 

Metronidazole  (Flagyl)  has  recently  been 
approved  by  the  F.D.A.  for  the  treatment  of 
both  intestinal  and  extraintestinal  amebiasis 
and  has  been  recommended  as  primary  ther- 
apy without  the  addition  of  other  agents.  Al- 
though cure  rates  with  this  drug  are  high, 
reports  have  appeared  documenting  the  de- 
velopment of  liver  abscesses  within  three 
months  of  treatment  for  intestinal  infection 
with  Metronidazole.-  This  report  documents 
the  more  remote  appearance  of  liver  abscess 
following  Metronidazole  and  subsequent  res- 
olution as  the  result  of  vigorous  combination 
chemotherapy. 

‘TTiis  paper  wa.s  presented  at  the  Annual  Meeting, 
Montana- Wyoming  Cliapter  of  the  American  College 
of  Phy.sicians,  Jack.son,  Wyoming,  Septemljer  8,  lli73. 


CASE  REPORT 

A 43-year-old  attorney  presented  with  a 10 
day  illness  characterized  by  right  anterior  pleu- 
ritic chest  pain,  severe  right  shoulder  and  right 
scapular  pain,  shaking  chills,  associated  with  a 
hectic  spiking  fever.  Notably  absent  were  symp- 
toms such  as  headache,  generalized  myalgia,  skin 
rash  or  GI  complaints.  Nine  months  prior  to  this 
illness,  he  had  contracted  intestinal  amebiasis  in 
Mexico  and  had  taken  the  recommended  course 
of  Metronidazole,  500  mg.  three  times  a day  for 
five  days.  Followup  stool  specimens  were  nega- 
tive for  E histolytica  forms.  Three  months  later,  he 
was  treated  with  oral  Tetracycline  for  ten  days 
after  being  hospitalized  for  right-sided  chest  pain 
and  fever.  Chest  roentgenogram  and  perfusion 
lung  scan  at  that  time  were  compatible  with  the 
diagnosis  of  viral  pneumonia  of  the  right  lower 
lobe.  He  recovered  uneventfully  from  this  illness 
and  had  no  further  known  exposure  that  might 
have  resulted  in  amebic  reinfection. 

At  admission,  physical  findings  included  dull- 
ness to  percussion  and  decreased  breath  sounds  at 
the  right  lung  base,  minimal  right  upper  quadrant 
tenderness  and  no  palpable  liver.  Leukocytosis  of 
13,000  with  a normal  differential  count,  a sedi- 
mentation rate  of  104  mm.  per  hour  and  a mild 
elevation  of  the  serum  alkaline  phosphatase  were 
the  only  initial  laboratory  abnormalities.  Concen- 
trated stool  specimens  contained  no  ova  or  para- 
sites. A pleural  parenchymal  infiltrate  was  noted 
at  the  right  base  on  chest  roentgenogram.  Ten 
cc’s  of  purulent,  blood-tinged  material  was  as- 
pirated by  thoracentesis.  Wet  prep  and  trichrome 
stain  were  negative  for  E histolytica  trophozooites. 

Treatment  for  amebic  abscesses  of  the  liver 
was  instituted  following  the  demonstration  of  at 
least  six  distinct  defects  on  liver  scan.  Chloroquin 
phosphate,  500  mg.  twice  daily,  and  Emetine,  60 
mg.  intramuscularly,  were  administered  for  five 
days,  at  which  time  the  patient  developed  severe 
diplopia  and  the  Emetine  was  discontinued.  Gen- 
eralized malaise  and  fever  continued  atlhough  the 
symptoms  of  right  shoulder  and  right  scapular 
pain  were  somewhat  diminished.  Consultation  was 
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then  obtained  from  Dr.  Gordon  McHardy,  Tulane 
University  in  New  Orleans,  who  suggested  con- 
tinuing the  Chloroquin  and  the  addition  of 
Chloromycetin,  500  mg.  every  four  hours  for  five 
days,  and  Metronidazole,  2 grams  as  an  initial  dose, 
and  1 gram  every  six  hours  for  five  days.  Follow- 
ing this  course  of  therapy,  Chloroquin,  1 gram 
daily,  was  given  for  an  additional  two  weeks. 
Progressive  clinical  improvement  was  accompa- 
nied by  resolution  of  liver  scan  defects  over  a 
two  month  period  of  time,  and  a nine  month  ver- 
bal followup  confirmed  that  the  patient  has  re- 
mained healthy.  Serologic  confirmation  of  the 
diagnosis  was  obtained  with  a titer  of  1:1024  from 
the  indirect  hemagglutination  test  performed  by 
the  National  C.D.C.  in  Atlanta,  Georgia. 

Discussion 

Amebic  abscess  of  the  liver  is  not  a com- 
mon disease  in  this  country,  but  recent  arti- 
cles have  emphasized  that  a larger  number 
of  cases  have  appeared  related  to  the  South- 
east Asia  conflict  and  with  ever-increasing 
civilian  travel.^  Early  diagnosis  and  therapy 
are  important,  as  evidenced  by  a mortality 
of  36  per  cent  in  a recent  series  from  Boston, 
which  notes  delay  in  onset  of  therapy  as  a 
major  contributing  reason  to  this  gloomy 
statistic.  Differential  diagnosis  usually  in- 
cludes pyogenic  liver  abscess  and  hepatoma. 

There  is  still  a great  deal  of  epidemiologic 
information  concerning  amebiasis  that  is  un- 
known, but  it  is  evident  that  certain  areas  of 
the  world  have  an  excess  of  disease-produc- 
ing strains  of  E histolytica,  particularly  Mex- 
ico, parts  of  South  America  and  India.  There 
are  known  to  be  many  relatively  non-in- 
vasive  strains  as  well  as  a separate,  small 
race  species,  E hartmanni,  that  does  not  pro- 
duce any  disease.  It  is  difficult  to  separate 
E hartmanni  and  E histolytica  solely  on 
morphologic  grounds.  Thus,  the  finding  of 
cysts  that  appear  to  be  the  latter  does  not 
conclusively  establish  a relationship  to  pa- 
tient complaints.  Many  psychosomatic  symp- 
toms have  been  treated  with  antiamebic 
therapy  without  success.  Significant  bowel 
invasion  is  usually  manifest  by  abnormal- 
ities on  sigmoidoscopic  examination  and  the 
finding  of  trophozoites  that  have  ingested 
host  red  blood  cells."* 

Newer  diagnostic  measures  have  en- 
hanced early  and  accurate  diagnosis  of  extra- 
intestinal  amebiasis.  Liver  scintiscan  not  only 


accurately  determines  the  presence  or  ab- 
sence of  abscesses  in  suspected  cases,  but  is 
also  valuable  in  following  the  course  of  the 
infection  and  in  localizing  the  abscess  if  nee- 
dle aspiration  or  exploration  is  being  consid- 
ered. The  most  significant  laboratory  advance 
has  been  the  development  of  a reliable  sero- 
logical test  for  systemic  disease.  Although  not 
nearly  as  reliable  in  amebiasis  confined  to 
the  intestine,  the  indirect  hemagglutination 
test  developed  by  Kessel  and  co-workers,^ 
and  currently  performed  with  minimal  time 
delay  at  the  National  C.D.C.  in  Atlanta, 
Georgia,  is  reported  to  have  at  least  95  per 
cent  accuracy.  False  positives  with  a titer  of 
greater  than  1:512  have  almost  exclusively 
occurred  in  cases  of  hepatoma.® 

Major  emphasis  in  therapy  has  been 
toward  the  use  of  less  toxic  agents,  thus  ren- 
dering it  safer  to  treat  earlier  and  more  vig- 
orously. Metronidazole  is  the  latest  anti- 
amebic drug  to  be  widely  used  and  has  dis- 
tinct advantages  over  previous  compounds. 
Effective  against  both  systemic  and  intestinal 
infections,  it  is  almost  without  toxicity  even 
when  doses  that  exceed  recommended  sched- 
ules are  employed.  It  is  effective  in  vitro  in 
very  small  concentrations;  one  to  two  micro- 
grams per  milliliter  result  in  complete  de- 
struction of  organisms  within  24  hours.’’  Al- 
though it  initially  appeared  that  five  day 
courses  with  quite  small  doses  could  cure 
virtually  all  intestinal  infections  and  liver 
abscesses,  recent  reports  have  documented 
failures  in  both  these  presentations  of 
amebiasis.^'®  At  present  it  is  not  clear 
whether  failure  to  cure  infection  with  these 
regimens  was  related  to  resistance  of  a par- 
ticular organism,  to  inadequate  absorption 
of  the  drug,  to  increased  metabolism  or  ex- 
cretion of  Metronidazole  or  to  some  un- 
known defect  in  host  resistance.  Until  the 
reasons  for  these  failures  are  better  under- 
stood, it  would  probably  be  more  effective  to 
use  larger  amounts  of  the  drug  for  longer 
periods  of  time  than  are  currently  recom- 
mended. Support  can  be  obtained  for  this 
view  from  recent  literature  from  India®  and 
South  Africa.*®  Schedules  using  doses  of  four, 
five,  or  even  six  gram  of  Flagyl  over  a period 
of  five  to  ten  days  have  generally  been  more 
successful  than  regimens  employing  lower 
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total  doses.  The  much  larger  doses  of  Metro- 
nidazole used  in  this  case,  two  grams  as  an 
initial  dose  followed  by  one  gram  every  six 
hours  for  five  days,  far  exceed  the  generally 
reported  schedules  in  the  literature,  and  are 
at  least  threefold  that  recommended  in  the 
current  Physicians’  Desk  Reference.  Such 
large  amounts  of  Metronidazole  in  this  pa- 
tient required  the  concommitant  use  of  an- 
tiemetic drugs  and  resulted  in  continued 
weight  loss  and  a metallic  taste  throughout 
therapy.  No  other  side  effects  were  noted. 

Although  Metronidazole  is  generally  a 
very  successful  agent  and  has  been  widely 
recommended  as  the  only  necessary  initial 
drug,  Chloroquin  continues  to  be  a predict- 
ably good  drug  for  the  treatment  of  systemic 
amebiasis.  Courses  employing  500  mg.  of 
Chloroquin  phosphate  twice  daily  for  ten 
days  have  been  well-tolerated  and  seem  to 
be  terminated  well  before  the  onset  of  retinal 
toxicity.  This  drug  is  concentrated  in  the 
liver  from  200  to  700  times  the  plasma  level, “ 
certainly  enhancing  its  effectiveness  against 
trophozoites  in  the  liver  as  compared  to  its 
relative  ineffectiveness  in  the  intestinal  wall. 
The  combination  of  Chloroquin  and  Metro- 
nidazole would  seem  to  be  ideal,  probably 
working  at  different  cellular  locations  to  de- 
stroy the  organism  and  yet  leaving  the  host 
relatively  untouched  by  toxic  side  effects. 

The  rather  predictable  and  severe  toxicity 
of  Emetine,  particularly  its  cardiac,  kidney 
and  skeletal  muscle  effects,  almost  certainly 
will  result  in  its  relative  unimportance  as  an 
antiamebic  drug  in  the  future. Emetine  is 
known  to  have  a direct  lethal  effect  on  E his- 
tolytica and  is  known  to  be  more  effective 


against  trophozoites  than  cysts.  Grollman,'^ 
in  1966,  elucidated  the  biochemical  inhibition 
of  protein  synthesis  in  cells  that  probably  ex- 
plains its  therapeutic  action.  Chloramphen- 
icol has  not  been  widely  used  in  the  treat- 
ment of  amebiasis,  but  there  is  unpublished 
laboratory  evidence  of  its  efficacy  in  destroy- 
ing E histolytica  in  vitro.  Its  action  probably 
results  from  protein  synthesis  inhibition.  Its 
contribution  to  clinical  recovery  in  this  case 
is  unknown.  The  use  of  Chloramphenicol 
here  underscores  the  general  philosophy  of 
early  broad  spectrum  aggressive  treatment 
for  an  infectious  disease  that  is  so  readily 
cured  and  yet  so  devastating  if  delay  in  ther- 
apy occurs  or  inadequate  chemotherapy  is 
used. 

Summary 

A patient  developing  systemic  amebiasis 
nine  months  after  successful  treatment  for 
amebic  dysentery  with  Metronidazole  was 
successfully  treated  with  a combination  of 
Emetine  and  Chloroquin,  followed  by  an  in- 
tensive course  of  Metronidazole,  Chloroquin 
and  Chloramphenicol.  The  total  dose  of 
Metronidazole  was  22  grams  over  a five  and 
a half-day  period  of  time,  and  exceeds  the 
largest  recommended  total  by  almost  three- 
fold. Only  tolerable  or  controllable  side  ef- 
fects were  encountered  with  this  regimen. 
Early  diagnosis  with  liver  scan  and  serologic 
tests,  followed  by  vigorous  chemotherapy 
with  agents  that  cause  very  little  toxicity 
even  when  currently  recommended  dosage 
schedules  are  exceeded,  should  result  in  a 
significant  decrease  in  mortality  from  this 
uncommonly  encountered  infectious  dis- 
ease. • 
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Protein-calorie  malnutrition 
in  West  African  children 


Stephen  C.  Joseph,  MD,  Boston,  Massachusetts* 


The  examples  are  African  and  classic,  but 
the  starvation  problem  is  tvorldwide — 
including  America. 


Though  protein-calorie  malnutrition  in  its 
overt  clinical  forms  has  not  been  frequently- 
described  in  the  United  States,^  it  is  probably 
the  single  greatest  hazard  to  life  and  health 
of  children  on  a world-wide  basis,  and  does 
occur  in  poverty  communities  in  the  USA 
and  in  association  with  child  abuse  and 
neglect. Millions  of  children  in  the  poor 
countries  of  the  world  suffer  from  major 
malnutrition  and,  perhaps  of  even  greater 
importance,  for  every  child  with  clinical 
signs  and  symptoms  of  protein,  caloric,  or 
combined  deficiency,  there  are  at  least  ten 
who  are  sub-clinically  malnourished.  Be- 
cause of  the  increased  susceptibility  of  these 
children  to  infectious  disease,  especially  gas- 
troenteritis, pneumonia,  and,  in  Africa,  se- 
vere measles,  and  because  of  the  high  rates 
of  intestinal  and  malarial  parasitic  infesta- 
tions, a vicious  cycle  of  malnutrition-infec- 
tion is  the  major  direct  cause  of  high  mor- 
bidity and  mortality  of  young  children  in  the 
poor  countries  of  Africa,  Asia,  and  Latin 
America.-*’^  In  many  countries  in  Africa,  such 
as  the  United  Republic  of  Cameroon,  the 
locale  of  the  material  presented  in  this  paper, 
infant  mortality  rates  are  of  the  order  of  150- 
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200  per  1000  live  births  and  total  mortality  in 
the  age  group  0 to  5 years  is  approximately 
300  per  1000  live  births.® 

This  paper  briefly  discusses  and  illus- 
trates three  forms  of  major  clinical  malnu- 
trition of  early  childhood,  but  it  must  be 
emphasized  that  there  is  often  no  sharp  dis- 
tinction between  the  three.  Rather,  it  is  use- 
ful to  think  of  a clinical  spectrum  with  two 
sharply-focused  points,  one  at  each  end,  with 
a large  intermediate  area.” 

At  one  end  of  the  spectrum  is  the  child 
whose  principal  deficit  is  an  inadequate 
caloric  intake,  a global  deficiency  analagous 
to  adult  starvation.  This  syndrome  is  known 
as  marasmus,  and  is  the  classical  clinical  pat- 
tern that  accompanies  war  and  famine,®  such 
as  during  the  recent  Nigerian  civil  war.  At 
the  other  end  of  the  spectrum  is  the  child 
with  kwashiorkor.  This  syndrome  was  first 
described  in  the  medical  literature  by  Dr. 
Cicely  Williams,  working  during  the  1930s 
in  what  is  now  Ghana  on  the  west  coast  of 
Africa,  but  its  existence  and  precipitating 
factors  have  long  been  known  to  African 
populations.  The  word,  in  the  Ga  dialect, 
refers  to  the  child  “displaced  from  the  breast 
by  another  child.”®  Kwashiorkor  is  produced 
by  a major  deficiency  of  protein  in  the  child’s 
diet  in  the  presence  of  continued  near-ade- 
quate caloric  intake  and,  as  will  be  discussed 
below,  its  clinical  appearance  is  quite  differ- 
ent from  that  of  marasmus. 

As  a practical  matter,  many  malnourished 
children  have  mixed  protein-calorie  deficien- 
cies and  exhibit  signs  and  symptoms  inter- 
mediate between  pure  kwashiorkor  and  pure 
marasmus.  Though  terminology  varies,^®  it 
is  probably  best  to  call  this  third  group,  the 
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TABLE  I 

SCHEMATIC  RELATIONSHIPS  IN  EARLY  CHILDHOOD  MALNUTRITION 


KWASHIORKOR 

P.C.M. 

MARASMUS 

Dietary  Deficiency  Principally 

Protei n 

M i xed 

Calor ies 

Usual  age  group  affected 

1-3  Years 

6 M0S.-3  Yrs. 

0-ii  Years 

Cl  i n i ca 1 Features : 

• 

Wast i ng 

Not  pronounced 

Profound 

Subcutaneous  Fat 

Present 

Absent 

Edema 

Present 

( 1 ntermed i ate) 

Absent 

Ha i r £ Skin  Changes 

Present 

Absent 

Personality  Changes 

Apathy,  Withdrawal, 

Anorex i a 

1 rr i tabi 1 i ty , Usua 1 1 y 
Not  Anorectic 

Growth  Faiiure  on  Weight  Chart 

Late  (Post- 1 nfancy) , 
often  Precipitous 

( 1 ntermed iate) 

Usual  1 y Ear  1 y in 
Infancy,  Progressive 

grey  zone  between  marasmus  and  kwashior- 
kor on  the  malnutrition  spectrum,  protein- 
calorie  malnutrition,  or  PCM. 

Table  1 illustrates  the  relationships  be- 
tween kwashiorkor,  PCM,  and  marasmus 
and,  in  addition,  points  out  the  usual  differ- 
ence in  the  age  group  affected.  Because  ma- 
rasmus is  commonly  related  to  inadequate 
breast  feeding,  and/or  repeated  gastroenter- 
itis, often  resulting  from  contaminated  bottle 
feeding,  it  tends  to  occur  in  infants,  or  in 
children  early  in  the  second  year  of  life.  Be- 
cause kwashiorkor  is  usually  related  to  fail- 
ure to  provide  adequate  protein  intake  after 
the  chii^  is  weaned  at  12  or  15  months,  or 
after  growth  needs  outstrip  breast  milk  pro- 
tein supply,  kwashiorkor  tends  to  occur  in 
the  second  and  third  years  of  life.  However, 
there  is  great  variation  to  this  rule,  and  both 
entities  have  been  frequently  described  at  all 
ages  except  that  kwashiorkor  is  quite  un- 
usual under  9-12  months  of  age  in  traditional 
societies  where  children  are  breast-fed  for  a 
year  or  more.  Kwashiorkor  is,  unfortunately, 
becoming  more  common  at  earlier  ages  in 
many  rapidly-urbanizing  situations  in  devel- 
oping countries,  as  mothers  substitute  inade- 
quate and  contaminated  bottle  feedings  for 
the  breast,  in  an  effort  to  be  “modern.” 

In  the  following  discussion  of  the  signs 
and  symptoms  of  kwashiorkor  and  maras- 
mus, it  is  necessary  to  keep  in  mind  the 
prevalence  of  intermediate  states. 

The  classical  marasmic  child  is  an  infant 
in  the  latter  half  of  the  first  year  of  life  with 
a history  of  inadequate  breast  feeding  and 
repeated  diarrhea.  There  is  severe  growth 
retardation  in  both  weight  and  height.  The 


most  prominent  physical  finding  is  marked 
muscle-loss  and  a virtual  absence  of  sub- 
cutaneous fat.  The  head  seems  large  for  the 
wasted  body  and  has  an  “old-man”  appear- 
ance. The  hair  is  normal,  as  is  the  skin.  The 
buttocks  and  thigh-skin  are  lax  and  wasted 
(a  good  differentiating  point  from  kwashior- 
kor) . The  child,  unless  moribund,  is  irritable 
but  active  and  alert  and  will  usually  eat  vo- 
raciously if  given  the  opportunity. 

In  contrast  Fig.  1 is  a child  with  classical 
kwashiorkor.  Note  that  he  is  older,  some- 
where around  2 to  2 1/2  years.  He  is,  when 
measured  for  height  and  weight,  retarded  in 
growth,  but  does  not  appear  wasted — he  does 
not  have  the  stick-like  extremities  and  dis- 
proportionate head  of  the  marasmic  child. 
This  appearance  is  partly  due  to  the  pro- 
nounced edema  (a  cardinal  sign  of  kwashior- 
kor, reflecting  marked  hypoproteinemia), 
but  is  also  due  to  the  fact  that,  though  there 
is  marked  muscle  wasting,  some  subcutane- 
ous fat  is  preserved  (hence  less  wasting  of 
buttocks  and  thighs) . In  addition  to  the 
edema  and  growth  failure,  other  cardinal 
signs  of  kwashiorkor  include  personality 
change  manifested  by  apathy  and  anorexia, 
and  pigmentary  changes  manifested  by  a 
reddish  depigmentation  of  the  hair  (recog- 
nized by  mothers  as  a sign  of  the  disease  and 
often  leading,  as  in  Fig.  1,  to  shaving  the 
head)  and  a curious  hyperpigmented  derma- 
titis resembling  that  of  pellagra.  In  addition, 
the  child  is  usually  severely  anemic  and  often 
has  local  infections,  especially  around  the 
mouth  and  over  pressure-points  on  stretched 
and  edematous  skin. 
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called  “nutritional  diarrhea”  that  accompa- 
nies severe  malnutrition. 

The  characteristic  growth  curve  in  kwash- 

iorkor  is  different  from  that  in  marasmus. 
There  is  usually  a later  age  of  growth  fail- 
ure, with  clinical  onset  of  the  syndrome  well 
after  the  first  year  of  life.  The  prognosis  of 

Hfe- 

fully-developed  kwashiorkor  is  poor.  A re- 
cent study  in  Iran  showed  a 6-months  sur- 
vival of  only  40  per  cent  of  hospitalized 

kwashiorkor  patients,  25  per  cent  dying  in 
hospital  and  another  15  per  cent  dying  after 
discharge,  usually  of  infectious  disease.^® 

Pl^ 

Fig.  3 illustrates  important  clinical  features 
of  kwashiorkor.  Note  the  marked  edema,  the 
retention  of  thigh  fat  and  the  flat  “flaky- 

black-against-depigmentation”  rash  that  Brit- 

ish  workers  have  called  “crazy-pavement 
dermatitis,”  and  which  looks  very  much  in- 
deed like  an  African  road  that  has  been  paved 
and  then  left  to  disintegrate  in  the  tropical 
weather. 

A typical  hospital  experience  with  early 
childhood  malnutrition  in  Africa  is  summar- 
ized in  Tables  2 and  3.  Of  163  consecutive  ad- 
missions of  children  aged  0 to  5 years  to  the 

Fig.  1.  Child  with  classical  kwashiorkor. 

hospital  in  Yaounde,  Cameroon,  23  were  ad- 
mitted with  a primary  diagnosis  of  malnutri- 

The  characteristic  growth  curve  for  a 
marasmic  child  shows  evidence  of  growth 
failure  apparent  from  early  infancy.  Ade- 
quate treatment  often  leads  to  catch-up 
growth,  with  regaining  of  normal  weight  and 
height.”  However,  recent  work  has  focused 
attention  on  the  probable  long-term  risk  to 
intellectual  development  when  severe  mal- 
nutrion  occurs  early  in  infancy.”'” 

The  child  in  Fig.  2 is  typical  of  the  maras- 
mic child  in  the  second  year  of  life.  She  was 

15  months  old  and  weighed  5 kg.,  with  per- 
sistent diarrhea  refractory  to  treatment  and 

tion  (Table  2).  Virtually  all  of  them  had 
associated  secondary  diagnoses  such  as  diar- 
rhea (either  infectious  or  the  “nutritional 
diarrhea”  associated  with  advanced  malnu- 
trition) , respiratory  infections,  severe  anemia 
(in  this  setting  one  very  rarely  sees  a hemo- 
globin as  high  as  10  grams  % in  a young  child 
and  most  are  6 to  8) , malaria,  and  the  ubi- 
quitous intestinal  parasites.  Among  these  ob- 
viously malnourished  children,  35  per  cent 
were  designated  as  having  kwashiorkor,  43 
per  cent  as  PCM  or  mixed  deficiency,  and  22 
per  cent  as  marasmic.  Of  21  deaths  occurring 

exacerbated  by  increased  feeding — the  so-  in  the  entire  group  of  163  children  (overall 

TABLE  2 

PEDIATRIC  ADMISSIONS  AGED  0 to  5 YEARS: 

YAOUNDE  CENTRAL  HOSPITAL,  CAMEROON,  OCTOBER  - NOVEMBER  1972 


Patients  with  ~~  Percent  of  Patients 

All  Primary  Diagnosis  Percent  of  with  Primary  Diagnosis 

Admissions  of  Malnutrition  All  Patients  of  Malnutrition 


Total  163  23 

lA  100 

Kwashiorkor  - 8 

P.C.M.  - 10 

Marasmus  - 5 

5 35 

6 

3 22 

Deaths  21  3 

2 1 ^ 
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mortality  rate  of  13  per  cent) , 3 were  in  chil- 
dren with  a primary  diagnosis  of  malnutri- 
tion (2  with  kwashiorkor  and  1 with  PCM) . 
Thus,  malnutrition  accounted  directly  for 
14%  of  all  deaths  in  this  group  of  infants  and 
young  children. 

An  analysis  of  the  admission  weights  of 
all  children  in  the  series  (Table  3)  demon- 
strates the  extent  of  sub-clinical,  but  none- 
theless important,  under-nutrition  in  this 
population.  Following  a system  of  reference 
to  “expected  weight”  of  African  children,'® 
children  were  considered  to  be  significantly 
underweight  if  their  body  weights  fell  within 
60-80  per  cent  of  the  50th  percentile  for  age 
on  the  Boston  growth  chart,  and  marasmic  if 
the  weights  were  less  than  60  per  cent  of  the 
appropriate  50th  percentile.  Table  3 indicates 
that  significant  undernutrition  was  a com- 
mon finding  in  children  irrespective  of  ad- 
mission diagnosis,  and  that  it  contributed  to 
the  mortality  and  morbidity  of  these  chil- 
dren. 

Malnourished  children,  especially  those 
with  kwashiorkor,  have  extraordinary  sus- 
ceptibility to  infection  and  impaired  defense 
mechanisms  with  which  to  respond  to  infec- 
tion. Sepsis  is  a frequent  immediate  cause  of 
death  in  kwashiorkor  patients.  The  treatment 
of  the  acutely-ill  hospitalized  malnourished 
child  goes  far  beyond  nutritional  rehabilita- 
tion. Common  problems  include  dehydration 
and  electrolyte  imbalance  secondary  to  per- 
sistent diarrhea,  severe  anemia  which  may 
often  present  as  high-output  cardiac  failure, 
and  local  or  systemic  bacterial  infection. 

TABLE  3 

AUMISSION  WEIGHTS  OF  HOSPITALIZED  CAMEROONIAN 


CHILDREN  IN 

COMPARISON  TO  "EXPECTED 

Percentage  of  Ch i 1 

WEIGHT"" 

dren  with: 

Age  Group 

< 60^ 
Expected 
Weight 

60-80^ 
Expected 
We i ght 

>"50^ 

Expected 

Weight 

0-30  Days 

33.3 

20.0 

46.7 

1-11  Months 

14.1 

15.4 

60.5 

12-23  Months 

26.5 

17.6 

55.9 

2A-59  Months 

6.2 

56.3 

37.5 

A1 1 Ages 

0 to  5 Years 

18.2 

21.0 

60.8 

Patients  Dying 
in  Hospital 

12.5 

50.0 

37.5 

Expected  Weight  = 50th  percentile  on  Boston 

Growth  Chart  (Harvard  School 
of  Publ i c Hea 1 th) 


Fig.  2.  15-month  old  child  with  marasmus. 


A characteristic  therapeutic  problem  in 
the  critically-ill  kwashiorkor  child  is  to  com- 
bat shock  and  severe  anemia,  rehydrate  the 
patient  and  stop  the  diarrhea,  start  high-pro- 
tein, high  calorie,  high-vitamin  feedings 
(often  by  naso-gastric  tube),  overcome 
apathy  and  anorexia  and  get  the  child  eating, 
eradicate  inter-current  parasitic  and  bacterial 
infection,  and  avoid  or  treat  early  serious  in- 
fections such  as  pneumonia  or  sepsis.  This 
acute  care  often  involves  a rather  frantic 
juggling  act  (especially  when  one  is  short 
on  staff  and  medicines)  and  all  too  often 
ends  disastrously.  Acute  hospital  care  only 
represents  the  inadequate  “middle-stage”  of 
the  problem,  much  less  important  than  ade- 
quate child-care  and  prevention  on  the  one 
hand,  and  long-term  nutritional  rehabilita- 
tion and  maternal  education  on  the  other. 
An  excellent  discussion  of  both  in-  and  out- 
patient treatment  of  protein-calorie  malnu- 
trition, including  specifics  of  diet  prepara- 
tion, can  be  found  in  Maurice  King’s, 
Medical  Care  in  Developing  Countries.^^ 
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Fig.  3.  Kwashiorkor:  Note  edema  and  dermatitis. 


The  subjects  of  adequate  early  childhood 
nutrition  and  nutritional  rehabilitation  are 
enormously  complex  and  related  as  much  to 
economic,  political,  social,  and  cultural  con- 
siderations as  they  are  to  medical  or  psycho- 
logical onesd’  Major  problems  in  poor  coun- 
tries, especially  in  Africa  are,  of  course,  the 
scarcity  of  available  protein,  the  initiation  of 
a diet  containing  inadequate  protein  after 
weaning,  and  prolonged,  progressively  inade- 
quate breast  feeding.  For  example,  in  the 
forest  zone  of  West  Africa,  the  staple  foods 
are  high-carbohydrate,  low-protein:  yams — 
a starchy  tuber;  plantains — a starch  banana- 
like fruit  (protein  content  of  approximately 
17c),  and  corn  meal — a better  protein  source, 
but  usually  made  into  a thin  gruel  for  in- 
fants and  young  children.  For  the  northern 
sub-Saharan  zone,  dependence  is  on  sorghum 
or  millet  (protein  content  approximately 
17<)  and  sometimes  peanuts.  In  these  north- 
ern areas  one  sees  less  kwashiorkor  than  in 
the  forest,  a reflection  of  the  higher  protein 
content  of  the  cereal  grains.  The  economic 


Fig.  4.  Well-child  clinic  in  West  Cameroon. 


and  cultural  importance  of  these  low-protein 
foods  is  directly  reflected  in  the  prevalence 
of  kwashiorkor  and  the  proportion  between 
kwashiorkor  and  marasmus  seen  by  work- 
ers in  various  areas. 

In  poorly-nourished  African  childhood 
populations,  rapidly-developing  kwashiorkor 
is  often  seen  closely  associated  with  severe 
measles.  Here  again  there  is  a vicious  cycle; 
measles  is  an  extremely  virulent  disease  oc- 
curring late  in  the  first  year  and  during  the 
second  year  of  life  in  poorly-nourished  Af- 
rican children,  with  a mortality  rate  as  high 
as  24  per  cent  in  some  hospital  series.^®  The 
disease  itself,  with  its  accompanying  fever, 
decreased  oral  intake,  and  diarrhea  entailing 
fluid  and  protein  loss  from  the  gut,  com- 
monly precipitates  a fulminant  kwashiorkor 
several  weeks  after  “recovery”  from  measles. 

It  has  been  implied  earlier  in  this  paper 
that  the  worst  place  to  be  forced  to  treat 
kwashiorkor  is  in  the  hospital.*®  Not  only 
does  this  represent  a failure  of  health  educa- 
tion, well-child  care,  and  early  diagnosis  and 
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out-patient  treatment,  but  also  the  hospital 
setting  is  hazardous  in  view  of  the  prevail- 
ing hospital  conditions  in  much  of  the  devel- 
oping world.  Many  pediatric  wards  are  ex- 
tremely crowded  with  infant-sized  cribs, 
where,  of  course,  the  mothers  stay  with  their 
infants  and  sleep  under  the  cribs  (or  more 
usually,  take  their  children  down  on  the 
floor  with  them  at  night) . In  some  instances 
there  is  a much  better  situation,  with 
“mamma-sized”  beds  where  the  infant  pa- 
tients can  stay  with  the  healthy  mother. 

The  truly  important  sites  of  education 
and  prevention  and  early  detection  and  out- 
patient treatment  are  the  urban  and  rural 
health  centers  (Fig.  4) , where  well-child  care 
including  all-important  growth-charting  and 
nutrition  education  can  take  place.  When 
children  need  hospitalization,  it  is  also  very 


useful  to  have  a separate  facility  for  nutri- 
tional rehabilitation  far  removed  from  the 
infectious  disease  hazards  of  the  general 
ward,  where  mothers  can  participate  actively 
in  food  preparation  and  feeding  and  thus  an 
attempt  can  be  made  to  break  the  cycle  that 
often  recurs  with  child  after  child  in  the 
same  family.^” 

Early  childhood  malnutrition,  and  espe- 
cially kwashiorkor,  present  frustrating  clin- 
ical problems,  all  the  more  because  primary 
prevention  of  these  syndromes  presents  no 
medical  mystery.  However,  in  view  of  cul- 
tural, economic,  and  political  realities,  mal- 
nutrition will  likely  continue  to  represent  the 
most  important  determinant  of  worldwide 
child  mortality  for  a long,  long  time  to 
come.  • 
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Magnesium  deficiency* 

Edmund  B.  Flink,  MD,  Morgantown,  West  Virginia 


Magnesium  deficiency  occurs  in  diseases 
of  the  gastrointestinal  tract  and  in 
malnutrition  of  varied  etiology. 


Magnesium  deficiency  is  fairly  common  in 
man.  The  principal  causes  are  interruption 
of  intake  for  prolonged  periods,  failure  of 
absorptive  processes  for  various  reasons,  and 
renal  pathology  which  results  in  renal 
wastage  of  magnesium.  There  may  be  com- 
binations of  these  pathogenic  factors.  Mag- 
nesium deficiency  is  often  missed  or  ignored. 
Knowledge  of  specific  causes  of  magnesium 
depletion  is  obviously  important  in  its  recog- 
nition. 

Magnesium  is  absorbed  from  the  entire 
small  bowel  and  to  a lesser  extent  from  the 
colon,  but  the  ileum  is  the  main  site  for  ab- 
sorption. The  kidney  normally  avidly  con- 
serves magnesium.  Normal  serum  or  plasma 
magnesium  is  1.77±  0.13  mEq./L.  (1.5  - 2.1 
mEq./L.)  Optimal  daily  intake  of  mag- 
nesium is  0.33  to  0.35  mEq./Kg./day  in  nor- 
mals and  0.15  mEq./Kg./day  in  very  obese 
subjects  or  from  17  to  28  mEq./day  in  adults. 

The  causes  of  magnesium  deficiency 
which  have  been  well  documented,  arranged 
according  to  broad  categories  cited  above,  are 
presented  in  Table  1.  Symptomatic  mag- 
nesium deficiency,  of  course,  depends  on  se- 
verity and  duration  of  the  specific  condition. 

’This  paper  was  presented  at  the  Annual  Meeting.  Mon- 
tana-Wyoming  Chapter  of  the  American  College  of  Phy- 
sicians. Jackson,  Wyoming.  September  8,  1973.  Dr.  Flink 
is  Professor.  Department  of  Medicine.  West  Virginia  Uni- 
versity School  of  Medicine,  Morgantown,  West  Virginia 
26506. 


Of  the  causes  cited,  alcoholism  and  pro- 
tein calorie  malnutrition  are  the  most  com- 
mon causes  on  a world-wide  basis,  principally 
because  of  their  prevalence.  The  evidence  for 
alcoholism  as  a cause  is  based  on  the  follow- 
ing facts:  frequent  extremely  low  serum 
magnesium  levels,^-^  low  muscle  magnesium 
concentrations,^’^  positive  magnesium  balance 
during  recovery  phase,^  low  exchangeable 
magnesium  values,^  occurrence  of  low  serum 
calcium  levels  responsive  only  to  magnesium 
repletion,'^  and  magnesium  diuresis  produced 
by  alcohol.^  Protein  calorie  malnutrition  (in- 
cluding kwashiorkor)  was  shown  to  be  asso- 
ciated with  severe  depletion  in  1960.  Recently 
published  evidence  by  Caddell,^-®  adds  to  this 
knowledge  and  deals  with  facets  of  repletion, 
emphasizing  the  slow  rate  of  repletion,  a 
process  taking  many  days. 

TABLE  I 

Causes  of  Magnesium  Deficiency 
A.  Gastrointestinal  and  nutritional  causes: 

1.  Prolonged  parenteral  fluid  administration  without  magnesium 
(common  after  two  weeks  and  very  common  after  three  weeks). 

2.  Prolonged  severe  diarrhea;  (e.g.  ulcerative  colitis  and 
regional  enter i t i s) . 

3.  Intestinal  malabsorption. 

a.  Idiopathic  steatorrhea. 

b.  Tropical  sprue. 

c.  Short  bowel  syndrome  from  any  cause;  (e.g.  resection  for 
enteritis  or  vascular  lesion,  jejuno-colic  fistula  for 
weight  reduction,  gast ro-j ej uno-col i c fistula). 

4.  Alcohol  ism. 

5.  Acute  and  recurrent  pancreatitis. 

6.  Starvation  with  attendant  metabolic  acidosis  (e.g.  starvation 
for  therapy  of  obesity). 

7.  Diabetic  ketoacidosis. 

8.  Protein  calorie  malnutrition  including  kwashiorkor. 

6.  Renal  and  endocrine  causes. 

1.  Prolonged  use  of  the  diuretics  furosemide  or  ethacrynic  acid. 

2.  Renal  diseases: 

a.  Renal  tubular  acidosis. 

b.  Recovery  from  acute  tubular  necrosis  (diuretic  phase). 

c.  Chronic  glomerulonephritis  and  pyelonephritis  (rarely). 

d.  Familial  renal  magnesium  wastage. 

e.  Gentamycin  induced  renal  injury. 

3.  Hyperparathyroidism  with  osteitis  fibrosa  cystica. 

4.  Malacic  bone  diseases  with  hypercalcemia. 

5.  Primary  and  secondary  aldosteronism  (desoxycort icosterone 
also  causes  magnesium  wastage). 

6.  Lactation. 

C,  Neonatal  - developmental  (possibly  genetic). 

1.  Infantile  convulsions  with  hypomagnesemia  and  hypocalcemia. 
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TABLE  2 

Reported  Manifestations  of  Magnesium  Deficiency 

1.  Muscular  twitching  and  tremor. 

2.  Athetoeid  and  choreiform  movements  (rare). 

3.  Vertigo,  ataxia  and  nystagmus  (rare). 

Muscle  wasting  and  muscle  weakness. 

5.  Positive  Chvostek  sign  (fairly  common). 

6.  Positive  Trousseau  sign  (rare). 

7.  Spontaneous  carpopedal  spasm  (rare). 

8.  Sweating  and  tachycardia. 

9.  Apathy,  depression  and  poor  memory. 

10.  Mild  to  severe  delirium  (confusion,  disorientation,  hallucina- 
t i ons , parano i a ) . 

11,  Premature  ventricular  beats,  ventricular  tachycardia,  and  ven- 
tricular fibrillation, 

12,  Convulsions, 

13.  Coma, 

1^.  Death, 

The  manifestations  of  magnesium  defi- 
ciency may  vary  from  none  to  a fairly  char- 
acteristic syndrome  which  may  be  florid.  Our 
original  description  of  the  syndrome  in  1951' 
and  added  to  in  1954^  still  is  accurate.  Addi- 
tional features  and  clarification  of  the  syn- 
drome are  described  in  many  other  publica- 
tions and  a summary  is  given  in  a recent 
publication.^  A report  in  1960  by  Vallee, 
Walker  and  Ulmer^  focused  on  a single  facet 
of  the  syndrome,  namely  classical  tetany  with 
carpopedal  spasm.  Their  report  influenced 
many  persons  to  ignore  much  more  common 
and  really  more  characteristic  signs.  Most  in- 
stances would  be  missed  if  there  were  rigid 
adherence  to  the  narrow  definition  implied 
in  the  word  tetany.  The  reported  manifesta- 
tions of  deficiency  are  listed  in  Table  2. 

Tremulousness  of  various  muscles  includ- 
ing the  tongue  is  very  common  and  delirium 
is  common.  Emphasis,  therefore,  should  be 
placed  on  neuromuscular  and  psychiatric  as- 
pects of  the  above  list  rather  than  the  more 
restrictive  idea  of  tetany.  When  a patient  has 
one  of  the  conditions  listed  under  the  causes 
and  any  of  the  manifestations  listed  above, 
the  probability  of  significant  magnesium  de- 
ficiency and  therapy  must  be  considered.  Un- 
fortunately serum  magnesium  levels  are  not 


TABLE  3 

Guidelines  for  Treatment  of  Magnesium  Deficiency 

1.  It  is  important  to  know  that  the  kidneys  are  producing  urine 
and  the  BUN  and/or  creatinine  are  normal.  Magnesium  may  be 
needed  and  may  be  administered  even  in  instance  of  severe  renal 
insufficiency,  but  the  treatment  must  be  monitored  by  serum  or 
plasma  levels  frequently. 

2,  The  first  day  of  therapy  at  least  1 mEq.  of  Mg/Kg.  should  be 
given  parenteral ly.  Subsequently  at  least  0.5  mEq.  Mg/Kg.  per 
day  should  be  given  for  three  to  five  days.  If  parenteral 
fluid  therapy  continues  after  this,  at  least  0.2  mEq. /Kg. /day 
should  be  given. 

3.  Give  It  in  intravenous  infusions  if  such  infusions  are  being 
given  anyway;  otherwise,  intramuscular  administration  is  satis- 
factory. 

4,  The  following  schedule  for  an  average  adult  is  safe  and 
effect i ve. 

a.  Intramuscular  route  (1  gm.  MgSO/^  - 50%  of  solution  ampules). 

Day  1.  2.0  Gm.  (16.3  mEq.)  every  4 hours  for  six  doses. 

Day  2-5.  1.0  Gm,  (8.0  mEq.)  every  6 hours. 

b.  Intravenous  route  (same  ampules). 

Day  1.  5 Gm.  (41  mEq.)  in  each  liter  of  fluid  and  at  least 

2 1 i ters  or  82  mEq. 

Day  2-5.  A total  of  6 Gm.  (49  mEq.)  distributed  equally  in 

total  fluids  of  the  day. 

good  indices  of  deficit.^'®  Balance  studies  are 
the  most  accurate  indicators  but  are  not 
available  very  often.  Magnesium  load  test 
such  as  outlined  by  Caddell,®  '’  could  be  the 
answer  for  more  precise  assessment.  Admin- 
istration of  magnesium  in  a dosage  scheme, 
outlined  in  Table  3,  as  a clinical  trial  is 
worthwhile  even  though  more  elaborate  fa- 
cilities are  not  available.  If  the  patient’s  con- 
dition requires  continued  intravenous  in- 
fusions, 2 gm.  should  be  given  daily  in  the 
infusion  as  long  as  infusions  are  necessary. 

Summary 

Magnesium  deficiency  may  be  caused  by 
many  diseases  or  conditions  of  disturbed 
physiology.  The  causes  all  have  aspects  of 
nutritional,  pharmacological  or  renal  path- 
ogenesis. The  manifestations  are  varied,  but 
the  most  characteristic  features  are  tremu- 
lousness or  more  complex  muscular  activity 
and  acute  psychiatric  disturbances  best  clas- 
sified as  delirium.  Therapy  must  be  carried 
out  for  at  least  3 or  4 days  (and  sometimes 
longer)  and  is  usually  gratifying.  • 
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Hodgkin’s  disease* 


Recent  advances  in  diagnosis  and  staging 


M.  Mazhar,  MD,  Cheyenne 


The  value  of  staging  and  combined 
therapy  for  Hodgkin’s  Disease  is 
well  knoivn.  This  paper  presents  a useful 
approach  for  diagnosis  and  management. 

It  has  been  almost  150  years  since  Dr. 
Thomas  Hodgkin  described  the  condition  we 
now  call  Hodgkin’s  Disease.  As  recently  as 
ten  years  ago,  a diagnosis  of  Hodgkin’s  dis- 
ease was  uniformly  considered  fatal.  Today 
the  medical  community  is  using  the  word 
“cure”  with  less  reservation.  Today  complete 
remission  can  be  achieved  in  about  80  per 
cent  of  patients  with  Stage  III  and  IV  dis- 
ease.^ 

“Cure”  or  long  term  disease  free  survival 
in  patients  with  Hodgkin’s  disease  depends 
upon  several  factors.  The  purpose  of  this 
presentation  is  to  give  some  guidelines  to 
improve  the  treatment  results  in  the  light 
of  recent  advances  made  in  this  field.  Im- 
provement requires  (1)  Early  diagnosis,  (2) 
Accurate  staging,  (3)  Aggressive  treatment, 
and  (4)  Close  followup.  In  this  presentation 
only  the  first  two  points  will  be  discussed. 

Early  Diagnosis 

Since  lymphadenopathy  may  be  a pre- 
senting feature,  a high  index  of  suspicion  is 
required.  In  early  stages  of  Hodgkin’s  dis- 
ease the  lymphadenopathy  is  never  associ- 
ated with  other  symptoms.  A good  rule  of 
thumb  is  that  any  enlarged,  non-tender 
lymph  node  of  3-4  weeks  duration  should  be 
biopsied.  Biopsy  of  an  involved  node  is  the 

*This  paper  was  presented  at  the  Annual  Meeting,  Mon- 
tana-Wyoming  Chapter  of  the  American  College  of  Phy- 
sicians, Jackson,  Wyoming  September  8,  1973. 


only  method  for  a definitive  diagnosis  of 
Hodgkin’s  disease.  If  a patient  has  general- 
ized lymphadenopathy  the  node  to  biopsy  is 
the  cervical  node,  because  the  chances  of 
getting  a positive  node  are  highest  in  the 
cervical  area,  then  axillary,  and  then  in- 
guinal. In  a given  area  with  many  nodes,  the 
node  to  take  out  is  the  central  node  and/or 
the  largest  node. 

Needle  biopsy  of  the  lymph  node  is  not 
recommended.  The  node  should  be  removed 
in  toto  along  with  the  capsule.  Frozen  sec- 
tions are  not  reliable  for  the  diagnosis  of 
lymphoma.  Once  the  lymph  node  is  removed, 
a part  should  be  cultured  for  tuberculosis 
and  fungus  because  the  association  of  these 
infections  is  high  in  patients  with  Hodgkin’s 
disease.  This  should  be  done  prior  to  formalin 
fixation. 

Hodgkin’s  disease  usually  involves  only  a 
part  of  the  lymph  node,  therefore,  exam- 
ination of  the  node  multiple  sections  are  re- 
quired to  make  the  diagnosis.  The  finding  of 
vascular  invasion  in  the  lymph  node  section 
is  of  important  prognostic  value,  since  it  may 
indicate  that  hematogenous  spread  has  oc- 
curred. Thus  routine  use  of  an  elastic  stain 
on  lymph  node  section  is  recommended  to 
dectect  the  vascular  invasion.^  Tissue  diag- 
nosis is  not  complete  without  pathologic 
classification.  At  present,  this  classification 
is  based  upon  the  population  of  lymphocytes 
in  the  involved  lymph  node.  Thus  Hodgkin’s 
disease  could  be  Hodgkin’s  disease  with 
lymphocyte  predominance,  or  mixed  cellu- 
larity,  i.e.,  both  lymphocytes  and  histiocytes, 
or  lymphocyte-depleted,  and  each  type  could 
be  either  diffuse  or  follicular.  (Table  1) 
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Pathologic  classification  is  essential  to  de- 
termine the  prognosis  of  the  disease  at  the 
time  of  diagnosis.  Lymphocyte  predominant 
type  has  the  best  prognosis  along  with  nodu- 
lar sclerosis,  where  lymphocyte-depleted 
Hodgkin’s  disease  has  poorest  prognosis. 
Mixed  cellularity  falls  in  between. 


Staging 

Once  biopsy  confirms  Hodgkin’s  disease 
the  next  objective  is  accurate  staging  to  de- 
termine the  extent  of  the  disease  so  that  ap- 
propriate treatment  can  be  planned.  To  im- 
prove communication,  physicians  are  urged 
to  use  the  Ann  Arbor  staging  classification.® 
(Fig.  1) 

STAGE  I:  According  to  Ann  Arbor  classifica- 
tion the  patient  is  described  as  having  Stage  I 
disease  when  a single  lymph  node  region  (Stage 
I)  or  a single  extralymphatic  organ  or  site  is  in- 
volved (IE).  For  example  skin  involvement 
alone.  Here  “E”  represents  extralymphatic  site. 

STAGE  II:  Two  or  more  lymph  node  regions  on 
the  same  side  of  the  diaphragm  are  involved  (II), 
or  there  may  be  localized  involvement  of  extra- 
lymphatic organ  or  site  in  contiguity  with  in- 
volved lymph  nodes  (HE).  For  example  medias- 
tinal lymph  nodes  involving  the  adjacent  lung 
parenchyma. 

STAGE  III:  Lymph  nodes  on  both  sides  of  the 
diaphragm  are  involved  (III);  these  may  be  ac- 
companied by  localized  involvement  of  extra- 
lymphatic site  (HIE)  or  by  splenic  involvement 
(IIIS)  or  both  (IIISE). 

STAGE  IV:  Diffuse  involvement  of  one  or  more 
extralymphatic  sites  with  or  without  lymph  node 
involvement. 

If  patient  is  asymptomatic  he  is  subclassified 
as  A,  if  symptomatic  he  is  Subclass  B.  Symptoms 
considered  specific  for  Symptomatic  Hodgkin’s 
disease  are:  unexplained  fever  with  temperature 
above  lOO^F,  unexplained  weight  loss  of  more 
than  10%  of  body  weight  within  six  months,  and 
night  sweats. 

The  staging  procedures  include  history, 
physical  examination,  blood  examinations, 
radiologic  examination,  bone  marrow  exam- 
ination, laparotomy,  and  splenectomy. 

Detailed  history  and  physical  examination 
is  essential  for  total  evaluation  of  the  patient 
as  well  as  to  determine  the  extent  of  disease 
clinically,  and  presence  or  absence  of  specific 
symptoms.  Prior  to  treatment,  base  line 


CLINICAL  STAGES  OF 
HODGKIN'S  DISEASE 
(ANN-ARBOR) 


Stage  IV 


Hemogram  including  Hb,  Hct,  WBC,  and 
platelet  counts  should  be  established.  Eryth- 
rocyte sedimentation  rate  is  directly  propor- 
tional to  the  activity  of  the  disease.  Thus 
sedimentation  rate  is  a very  valuable  test  for 
followup  of  the  patients  who  are  under 
treatment.'*  Low  Serum  Iron  is  also  a good  in- 
dicator of  the  activity  of  the  disease.  Some- 
times during  relapse  of  the  disease  Leuko- 
cyte alkaline  phosphatase  goes  up.  Bilirubin, 
B.S.P.  and  Alkaline  phosphatase  are  not  en- 
tirely reliable  to  detect  hepatic  involvement, 
but  serve  as  a base  line  reference.  Coombs’ 
positive  hemolytic  anemia  is  not  uncommon 
in  patients  with  Hodgkin’s  disease,  and  this 
requires  prompt  treatment  if  present. 

Several  radiologic  examinations  are  im- 
portant. Chest  x-ray  is  done  for  mediastinal 
and  or  lung  parenchymal  involvement.  To- 
mograms are  occasionally  used  for  follow  up 
to  determine  the  effects  of  treatment  on  the 
size  of  the  tumor  in  the  chest.  Skeletal  sur- 
vey is  not  a reliable  tool;  if  positive  it  is  help- 
ful, but,  if  negative  it  doesn’t  rule  out  bone 
involvement.^  Bone  scan,  liver  scan,  and 
spleen  scan  give  disappointing  results,  even 
in  the  hands  of  experts.^  Gallium  scan  needs 
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TABLE  1 

Pattiol  og  i ca  1 Classification  of 
Hodgk i n ' s D i sease 
(Luke's  and  Butler) 

Hodgk i n ' s D i sease 

- Lymphocyte  Predominance  )_  Diffuse 

- Mixed  Cellularity  ) i 

I u n 1 I • N-  Fol  1 icular 

- Lymphocyte  Depletion  ) 

- Nodu 1 ar  Sc  1 eros i s 

more  data  to  determine  its  usefulness. 
Inferior  vena  cavogram  and  intravenous 
pyelogram  are  unreliable  for  detecting  intra- 
abdominal lymph  node  enlargement,  partic- 
ularly in  the  early  stages.  Pedal  lymphangio- 
gram  yields  better  results  than  inferior  vena 
cavogram  and  intravenous  pyelogram.® 

Lymphangiogram  is  contraindicated  in 
patients  who  are  sensitive  to  iodide.  It  is  also 
contraindicated  in  patients  who  have  lung 
parenchymal  involvement,  because  pulmon- 
ary fat  embolism  is  inherent  in  lymphangio- 
gram and  this  will  add  extra  hazard  to  the 
patients  who  already  have  diseased  lung 
parenchyma.  There  are  certain  diagnostic 
limitations  of  lymphangiogram.  First,  certain 
lymph  nodes  are  not  visualized,  for  example, 
high  abdominal  nodes.  Secondly,  lymphangio- 
gram tells  you  only  whether  the  lymph  nodes 
are  enlarged  or  not,  but  it  cannot  give  the 
tissue  diagnosis.  To  study  this  problem  a 
multicentre  co-operative  study  was  done  and 
repwDrted.'  (Table  2).  One  hundred  eighty-two 
patients  with  Hodgkin’s  disease  were  studied 
at  four  different  centers.  Each  had  lymphan- 
giogram and  laparatomy  for  staging.  In  pa- 
tients with  positive  lymphangiogram  33  per 

TABLE  2 

Value  of  Laparotomy  in 
Staging  of  Hodgkin's  Disease 
(Stanford-Ba I t imore-Ch i cago- I owa) 
(Retroperitoneal  L.  Nodes) 

Lymphang i ogram  Biopsy 


Pos . 

Neg . 

Pos . 

66% 

33% 

+ 

18% 

02% 

Neg . 

3% 

97°^ 

cent  showed  no  disease  in  the  enlarged  lymph 
nodes.  When  lymphangiogram  was  suspicious 
18  per  cent  showed  disease,  and  when 
lymphangiograms  were  negative  97  per  cent 
showed  no  disease.  Thus,  a positive  lymphan- 
giogram furnishes  less  reliable  information 
than  a negative  lymphangiogram. 

In  the  same  study  splenic  involvement 
was  also  evaluated  (Table  3) . When  spleens 
were  enlarged  clinically  and/or  by  scans,  38 
per  cent  had  no  disease  on  tissue  sections  in 
the  spleen.  When  normal  sized  spleens  were 
examined,  28  per  cent  showed  disease.  There- 
fore, clinical  assessment  of  splenic  involve- 
ment likewise  is  not  reliable,  whether  en- 
larged or  not.  Clinical  evaluation  of  hepatic 
involvement  is  least  reliable. 

TABLE  3 

Value  of  Splenectomy 

( Stanford-Ba 1 1 imore-Ch i cago- I owa) 

Cl inical  Pathology 

Pos . Neg. 

Pos.  62t  38% 

Neg.  28%  72% 

Thus  it  is  obvious  that  in  certain  patients 
intraabdominal  disease  cannot  be  ruled  in  or 
ruled  out  without  laparotomy.  There  are 
varying  points  of  view  about  the  use  of 
laparotomy  for  staging.  In  certain  patients, 
staging  laparotomy  may  not  be  indicated, 
such  as  (1)  if  there  is  already  biopsy  proved 
Stage  IV  disease,  (2)  if  there  are  contraindi- 
cations to  surgery,  for  example,  severe  heart 
or  lung  disease,  or  (3)  if  decision  of  treat- 
ment does  not  depend  upon  identification  of 
abdominal  disease.  However,  if  there  are  no 
contraindications  and  if  management  of  the 
disease  depends  upon  identification  of  ab- 
dominal disease,  staging  laparotomy  is  rec- 
ommended. 

At  operation,  when  suspicious  and  en- 
larged nodes  are  excised  for  tissue  diagnosis, 
marker  clips  are  placed  around  biopsy  site, 
also  at  the  splenic  pedicle  and  porta  hepatis 
for  future  followup.  Splenectomy  is  per- 
formed whether  the  spleen  is  enlarged  or  not 
because  (1)  a normal  sized  spleen  may  con- 
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tain  disease,  (2)  after  splenectomy,  radio- 
therapy and  possibly  chemotherapy  are  tol- 
erated better,*^  and  (3)  hypersplenism,  which 
is  quite  common  in  the  later  stages  of  disease, 
is  prevented.  Multiple  liver  biopsies,  both 
deep  and  wedge,  are  taken.  After  closing  the 
abdomen,  unilateral  or  bilateral  iliac  bone 
biopsies  are  performed. 


Summary 

The  cure  of  Hodgkin’s  disease  is  now  pos- 
sible even  in  the  advanced  stages  of  disease. 
This  goal  can  only  be  achieved  by  careful 
advanced  planning,  and  early  collaborations 
with  other  physicians  such  as  hematologists, 
pathologists,  surgeons,  radiologists,  and  the 
active  investigators  in  the  field.  • 
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Urologic  pain  with  exertion* 


J.  Thomas  Johnston,  MD,  Pinedale 


An  old  disease  with  a new  application  to 
modern  strenuous  recreational 
activities. 


The  last  few  years  have  seen  a frenzy  of 
activities  that  could  be  classed  as  “back  to 
nature”.  Hiking,  mountain  climbing,  back- 
packing, cross-country  skiing,  and  wilderness 
survival  all  have  their  devotees.  All  these 
activities  seem  to  be  started  by  the  young 
in  body,  but  as  they  become  popular  they  in- 
evitably include  some  who  are  young  only 
in  mind.  Wyoming  and  neighboring  states 
are  particularly  suited  for  this  exertional 
recreational  activity.  The  people  who  take 

♦Presented  at  9th  Annual  Winter  Seminar  of  the  Wyoming 
State  Medical  Society,  1974. 


advantage  of  these  activities  are  frequently 
not  in  the  best  physical  condition,  and  be- 
cause of  this,  medical  problems  arise.  One 
of  these  is  urinary  tract  pain. 

Urinary  tract  pain  associated  with  a spe- 
cific physical  exertion  appears  to  be  directly 
related  to  the  physical  conditioning  of  the 
participant  in  preparation  for  this  exertion. 

It  is  not  an  etiologic  diagnosis.  Rather,  it 
is  the  presenting  symptom  and  finding  com- 
mon to  many  of  the  athletic  nephropathies. 
In  the  literature  these  renal  malfunctions 
seem  to  have  in  common  decreased  renal 
plasma  flow,  with  subsequent  urinary  con- 
centration, albuminuria,  and  the  excretion  of 
myoglobin  and/or  hemoglobin.  Case  reports 
vary  from  moderate  urine  concentration  with 
red  cell  casts  to  acute  tubular  necrosis  and 
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renal  failure.  This  condition  is  well  known  to 
equine  veterinarians  as  Holiday  disease, 
Monday  Morning  disease,  or  azoturia.  Case 
reports  in  the  medical  literature  have  cer- 
tain common  key  phrases:  “poorly  condi- 
tioned”, “after  a hard  day’s  work”,  “myalgia 
and  fatigue”,  “dark-colored  urine”,  “flank 
pain”,  or  “abdominal  pain”. 

Last  summer  my  interest  in  this  old  syn- 
drome was  stimulated  by  two  patients.  The 
first  was  a 26-year-old  mountain  guide  who 
was  climbing  in  very  hot  weather.  He  was 
without  the  benefit  of  supplementary  salt 
and  had  only  limited  amounts  of  water. 
Dysuria  and  dark-colored  urine  developed. 
After  he  had  walked  out  of  the  mountains 
(20  miles),  at  examination  he  had  dark  urine 
with  albuminuria  and  with  specific  gravity 
1.026.  Overnight  oral  hydration  decreased  the 
specific  gravity  of  the  urine  to  1.017,  the 
color  became  normal,  albumin  was  absent, 
and  dysuria  ceased. 

The  second  patient  was  a 46-year-old  re- 
search physiologist.  While  hiking  in  the 
mountains,  he  developed  right  costo-vertebral 
pain  and  gross  hematuria.  Although  he  had 


had  a resident  ureteral  stone  for  years  with- 
out problems,  these  acute  symptoms  co- 
incided with  a day  of  especially  heavy  exer- 
tion and  relative  dehydration.  In  addition,  he 
had  walked  20  miles  for  medical  care.  Symp- 
toms were  relieved  with  hydration.  Urinal- 
ysis 36  hours  later,  after  hydration,  showed 
specific  gravity  to  be  1.006,  with  hematin  test 
of  4 plus,  but  only  8-10  RBC/HPF.  Intrave- 
nous pyelogram  later  showed  no  movement 
of  the  stone. 

Although  the  diagnoses  of  these  patients 
could  be  debated  as  inadequately  docu- 
mented, they  triggered  my  curiosity  of  ath- 
letic nephropathy.  With  the  exploding  pop- 
ularity of  these  rediscovered  recreational  ac- 
tivities, it  becomes  incumbent  upon  us  as 
health  specialists  to  educate  the  public  in  the 
importance  of  appropriate  physical  condi- 
tioning and  the  need  of  water  and  salt  when 
exertional  activities  are  pursued.  With  mod- 
ern transportation,  any  physician  can  be  con- 
fronted with  this  problem,  and  so  it  is  also 
incumbent  upon  us  to  be  aware  of  various 
symptoms  of  athletic  nephropathy.  Urinary 
tract  pain  is  a common  presenting  one.  • 
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Colposcopy  in  private  practice 


(ioode  R.  Cheatham,  Jr.,  MD,  and  i\aiiey  J.  Potter,  RN,  Casper 


The  colposcope  was  used  to  evaluate 
the  cervix  uteri  in  1060  cases.  The 
incidence  of  false  negative  Pap  smears  was 
fifteen  per  cent.  The  clinical  and 
economic  advantages  of  the  method  over 
conization  is  convincingly  demonstrated. 


Since  1943  the  value  of  exfoliative  cytology 
of  the  cervix  has  been  accepted  for  the  de- 
tection of  early  cervical  neoplasia.  Today  it 
is  the  standard  initial  laboratory  screening 
test  for  cervical  neoplasia.  Indeed,  were  this 
single  technic  applied  universally,  we  could 
bury  cancer  of  the  cervix  and  write  the 
epitaph  as  stated  by  Lund*  in  1961.  If  the 
cytologic  study  shows  abnormal  cells,  further 
investigation  is  warranted  to  determine  the 
source.  Often,  the  cytologist  attempts  prog- 
nosis and  even  diagnosis  from  the  smear 
alone.  Usually  cold  knife  conization  estab- 
lishes definitive  histologic  diagnosis.^  Use  of 
an  intermediate  step  of  four  quadrant  punch 
biopsy  has  been  recommended^  to  decrease 
the  need  for  conization  with  its  attendant 
complications.^ 

The  direct  visual  examination  of  the  cer- 
vix uteri  with  special  attention  to  the 


squamo-columnar  junction,  usually  with  a 
moderate  degree  of  magnification,  is  called 
colposcopy.  Although  colposcopy  was  first 
used  in  Germany  almost  50  years  ago,  until 
recently  it  has  not  been  popular  in  this 
country.  Many  people  have  been  responsible 
for  the  recent  interest.  The  reports  of  Cop- 
pelson  et  al.®  and  of  Kolstad  and  Stafl,®  and 
their  contributions  to  special  tutorial  courses 
have  contributed  much  to  our  understanding 
of  the  use  and  limitations  of  the  method,  as 
well  as  to  further  understanding  of  cervical 
intraepithelial  neoplasia.  As  more  reports 
are  published,  it  becomes  more  and  more 
obvious  that  colposcopy  is  a useful  outpatient 
method  of  accurately  establishing  a diagno- 
sis without  resorting  to  the  morbidity  and 
expense  of  conization.  One  year  ago,  the  Wis- 
consin regional  study,  reported  by  Stafl  and 
Mattingly,*’  gave  the  results  in  1,410  patients 
with,  most  importantly,  a conization  rate  of 
5.6  per  cent. 

This  paper  has  three  purposes.  First,  we 
believe  our  study  helps  to  substantiate  the 
value  of  the  colposcopically  directed  punch 
biopsy  in  the  accurate  diagnosis  of  the  source 
of  unusual  cells  identified  by  the  cytologist. 
Second,  it  demonstrates  the  distinct  clinical 
and  economic  advantages  of  the  method  with 


CYTOLOGY 

CORRELATIOM  BETWEEN 

TABLE  1 

the  CYTOLOGIC  STUDY  and  COLPOSCOPIC  IMPRESSIONS 

COLPOSCOPIC  IMPRESSION 

Norma  1 

Cervicitis 

Ectopy 

Mild 

DyspI as i as 
Moderate 

Severe 

Care i noma 
in  Situ 

1 nvas i ve 
Care i noma 

1 

Norma  1 

540 

236 

104 

33 

7 

1 

0 

1 I 

React i ve 

Ben  ign 

22 

20 

35 

6 

1 

0 

0 

i 1 1 

Atyp i ca 1 

2 

7 

8 

14 

5 

3 

1 

IV  - V 
Abnorma 1 

0 

1 

0 

2 

2 

2 

0 

TOTAL 

572 

264 

147 

55 

15 

6 
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TABLE  2 


CORRELATION  BETWEEN  COLPOSCOPIC  IHPRESSION  and  HISTOLOGIC  DIAGNOSIS 

HISTOLOGIC  DIAGNOSES 


COLPOSCOPIC 

Cervicitis 

Dysp I as i as 

Care i noma 

1 nvas i ve 

IMPRESSION 

Norma  1 

Ectopy 

Mild 

floderate 

Severe 

in  Situ 

Carci noma 

Norma  1 

1 

0 

2 

0 

0 

0 

0 

Cerv  i c i t i s 
Ectopy 

0 

6 

0 

0 

1 

0 

0 

Mild 

Dyspl as i a 

2 

18 

CO 

7 

5 

1 

0 

Moderate 

D i spl as i a 

0 

5 

16 

37 

2 

3 

0 

Severe 
Oysplas ia 

2 

2 

2 

0 

9 

4 

0 

Care i noma 
in  Situ 

0 

0 

1 

0 

1 

3 

1 

1 nvas i ve 

Care i noma 

0 

0 

0 

0 

0 

0 

0 

TOTAL 

5 

31 

59 

hk 

18 

1 1 

1 

no  loss  in  accuracy  of  diagnosis.  Third,  it 
demonstrates  use  of  the  colposcope  as  a rou- 
tine, complementary  screening  technic  at  the 
time  of  the  annual  examination.  Following 
colposcopy,  we  have  proceeded  directly  to 
treatment,  by-passing  conization  with  its 
risk  and  expense.  We  have  relied  heavily  on 
patient  reliability  for  continuing  follow-up 
in  all  treated  cases. 

Material  and  Method 

From  June  1972  through  February  1974 
1,060  patients  underwent  1674  colposcopic  ex- 
aminations. Most  of  these  were  done  as  part 
of  the  annual  examination,  the  initial  ob- 
stetric visit  or  as  a portion  of  the  examina- 
tion following  cryotherapy  for  benign  cer- 
vical conditions  as  previously  reported.®  A 
few  examinations  were  done  in  the  followup 
of  patients  with  intraepithelial  neoplasia 
diagnosed  by  multiple,  non-directed  punch 
biopsies  and  treated  by  cryotherapy  only, 
prior  to  June  1972.  One  hundred  thirty-one 
examinations  were  done  to  investigate  atyp- 
ical or  frankly  abnormal  cytology.  A total 
of  169  directed  biopsies  were  performed  for 
158  patients;  11  patients  had  rebiopsy  be- 
cause of  inadequate  initial  specimen  or  gross 
discrepancy  in  the  colposcopic  impression 
and  histologic  diagnosis.  In  27  instances  bi- 
opsy was  performed  at  the  time  of  the  initial 
examination  because  of  a desire  to  confirm 
the  colposcopic  impression  of  epithelial 
atypia  a soon  as  possible  with  as  little  ex- 
pense as  possible. 


In  all  cases  the  histologic  diagnosis  is,  and 
must  continue  to  be,  the  final  diagnosis. 

Results 

The  cumulative  experience  is  shown  in 
Table  1.  The  cytologic  impression  appears  in 
the  left  hand  column  and  the  colposcopic  im- 
pressions in  the  next  7 columns.  In  548  in- 
stances the  Pap  smear  was  normal  and  the 
cervix  looked  normal.  In  another  236  cases 
the  Pap  smear  was  normal  and  the  cervix 
looked  normal  in  that  the  ectopy  with  or 
without  cervicitis  was  the  only  finding.  In 
145  cases  the  cytologist  returned  a report  of 
“Normal”  when  there  were  varying  degrees 
of  atypia  visible  using  the  colposcope.  We  in- 
terpret these  Pap  smears  as  having  been 
reported  out  falsely.  The  false  negative  rate 
in  this  study  is  15  per  cent.  In  other  words, 
one  of  every  seven  negative  or  normal 
cytologic  reports  is  false,  and  there  is  indeed 
some  degree  of  epithelial  atypia  present.  The 
remainder  of  the  table  shows  a remarkable 
degree  of  agreement  between  the  cytologic 
and  colposcopic  impressions. 

The  comparison  of  the  colposcopic  im- 
pression and  the  histologic  diagnosis  or  con- 
firmation is  recorded  in  Table  2. 

Discussion 

In  1963,  Maisel  et  aP  reported  249  coniza- 
tions. Interestingly,  they  found  a false  nega- 
tive Pap  smear  rate  of  17.6  per  cent.  They 
found  malignancy  in  54.2  per  cent  of  the 
conizations  done.  They  did  not  discuss  mor- 
bidity. In  1966,  Villasanta  and  Durkin  re- 
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ported  a series  of  200  conizations.'’  They 
founnd  malignancy  in  47.5  per  cent.  They 
also  compared  the  accuracy  of  conization  and 
non-directed  punch  biopsy  and  found  coniza- 
tion to  be  much  more  accurate.  To  accomplish 
the  accuracy  of  the  conization  they  accepted 
a complication  rate  of  12  per  cent.  Ten  per 
cent  of  their  patients  had  hemorrhage,  and 
3.5  per  cent  of  the  200  required  transfusion. 
In  1972,  Davis  et  al  reported  400  conizations, - 
with  complications  in  11  per  cent,  hemor- 
rhage being  the  most  frequent.  Five  per  cent 
of  their  patients  had  uterine  perforation. 
True  malignancy  was  diagnosed  in  29  per 
cent  of  the  400  cases  coned. 

Thus,  if  these  three  series  are  combined, 
in  849  cold  knife  conizations,  346  patients 
(419?)  had  a malignant  diagnosis  established 
with  a morbidity  rate  of  about  12  per  cent. 

In  comparing  conization  and  the  colpo- 
scopically  directed  biopsy,  Stafl  and  Mat- 
tingly found  a false  negative  rate  of  0.3  per 
cent  for  the  biopsy.”  With  the  colposcope  one 
can  see  the  extent  of  the  lesion,  can  take  bi- 
opsies from  the  most  unusual  or  serious  look- 
ing area  or  areas,  can  always  rebiopsy  at  a 
later  date  if  in  doubt  and  the  patient  is  sub- 
jected to  absolutely  no  morbidity. 

Based  upon  our  experience,  we  have  pro- 
posed a protocol  for  the  two  types  of  exam- 
inations reported  in  this  study.  1)  In  this 
study  of  the  routine  annual  examination  the 
physician  and  the  patient  share  a false  sense 
of  security  once  in  every  seven  times,  i.e., 
when  a “normal”  report  is  returned  from  the 
cytologist.  In  our  experience,  the  patient 
would  benefit  from  having  both  the  cytologic 
and  colposcopic  survey  on  a routine  basis.  2) 
When  the  smear  is  reported  abnormal,  in 
view  of  the  complications  of  conization  and 


TABLE  3 

COST 

COMPARISON 

COLPOSCOPICALLY 

SERVICES 

CONIZATION 

DIRECTED  BIOPSY 

Su  rgeon 

$125.00 

S35.00 

Anes t hes i o 1 og i s t 

42.00 

Pathologist 

18.00 

18.00 

Hospital  - Drugs,  O.R. 
Rec.  Rm.  etc. 

- 

Average  of  3 cases 
at  M.H.N.C.  - 1974 

567.00 

TOTAL 

S752.00 

$53.00 

the  reported  high  incidence  of  normal  tissue 
found,  we  believe  colposcopically  directed 
biopsy  offers  an  accurate,  reliable  inter- 
mediate step  which  would  eliminate  the  need 
for  conization  in  all  but  a few  cases,  without 
any  sacrifice  in  accuracy. 

Table  3 shows  the  cost  of  uncomplicated 
conization  versus  colposcopically  directed  bi- 
opsy and  the  economics  speak  eloquently  for 
themselves. 

Summary 

We  have  presented  our  initial  experience 
with  the  colposcope  and  its  use  for  two  pur- 
poses. In  routine  annual  screening,  we  have 
observed  epithelial  atypias  which  have  been 
missed  by  the  cervical  smear.  In  investigating 
abnormal  cytology,  we  have  shared  the  satis- 
faction of  other  colposcopists  in  the  elimina- 
tion of  the  cold  knife  conization  to  establish 
an  accurate  diagnosis.  The  unique  nature  of 
private  practice  allowed  us  to  rely  on  patient 
reliability  for  confirmation  and  followup, 
and  thus  in  our  hands,  in  this  setting,  we 
have  not  found  it  necessary  to  resort  to  the 
conization-hysterectomy  route  to  establish 
the  diagnosis  and  to  initiate  appropriate 
treatment.  • 
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Actions  of  digitalis 


J.  Cedric  Jones,  MD,  Cody 


For  those  ivho  have  not  recently 
revietied  the  physiology  of  the  heart,  the 
mechanism  of  the  use  of  digitalis 
is  updated. 


The  principal  effect  of  digitalis  on  the 
myocardium  is  to  produce  an  increase  in  both 
the  force  and  the  velocity  of  contraction,  in 
the  normal  as  well  as  in  the  failing  heart. 
Certain  observations  are  fundamental  to  an 
understanding  of  the  action  of  digitalis. 
Digitalis  acts  on  cardiac  but  not  on  skeletal 
muscle.  The  positive  inotropy  of  digitalis  de- 
pends on  contractile  frequency,  becoming 
less  either  way  from  the  optimum  dosage. 
The  magnitude  of  the  digitalis  effect  and  its 
rate  of  onset  are  dependent  on  the  concen- 
trations of  various  electrolytes,  including 
potassium,  sodium,  calcium  and  magnesium. 

The  action  of  digitalis  on  myocardial  con- 
tractility has  been  shown  experimentally  to 
be  independent  of  catacholamine  release  or 
sympathetic  stimulation.  Inotropy  continues 
even  in  the  face  of  complete  B adrenergic 
blockade.  The  contractile  proteins,  actin  and 
myosin,  do  not  interact  with  digitalis.  Digi- 
talis has  no  direct  effect  on  energy  metab- 
olism, but  has  only  a secondary  effect 
through  diminution  in  heart  size. 


There  is  a sequence  of  events  in  the  de- 
velopment of  cardiac  failure.  The  work  ca- 
pacity of  the  ventricle  is  diminished,  result- 
ing in  a lowered  stroke  volume.  At  first, 
while  the  myocardium  still  has  some  so- 
called  reserve,  more  muscle  fibers  will  be 
called  into  use,  and  the  result  will  be  hy- 
pertropy.  Thereafter,  as  reserve  fades,  a con- 
stant venous  return  leads  to  an  increase  in 
end-diastolic  volume,  which  is  a manifesta- 
tion of  stretching  of  the  muscle  fibers  and 
cardiac  dilatation.  When  the  limits  of  hy- 
pertropy  and  dilatation  are  reached,  the 
myocardium  no  longer  responds  with  an  in- 
creased force  of  contraction,  and  is  on  the 
upper  part  of  the  downslope  of  the  Frank- 
Starling  curve.  Failure  of  the  ventricle  to 
empty  itself  produces  back  pressure  which 
is  manifested  by  increased  central  venous 
pressure  and  dilated  pulmonary  vessels,  and 
the  leakage  of  fluid  to  produce  rales  in  the 
lungs  and  edema  peripherally. 

With  cardiac  failure,  systemic  circulation 
is  altered.  Blood  flow  to  the  kidneys  is  de- 
creased by  diminished  cardiac  output.  With 
lesser  renal  blood  flow,  there  is  lesser  glom- 
erular filtration,  and  the  slower  the  flow 
through  the  tubules,  the  greater  the  re- 
absorption of  sodium  and  water.  This  com- 
pounds the  difficulty  by  increasing  blood 
volume.  At  the  same  time,  there  is  increased 
secretion  of  renin  and  angiotensin,  leading 
to  increases  in  blood  pressure.  The  increase 
in  systolic  pressure  produces  a widening  of 
the  pulse  pressure.  Baroreceptors  in  the  ar- 
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terial  system  respond  more  to  a pulsatile 
pressure,  and  thus  is  produced  an  increase 
in  sympathetic  innervation,  and  an  increased 
pulse  rate.  All  of  these  are  compensatory 
mechanisms. 

When  the  patient  begins  to  receive  digi- 
talis, all  of  these  mechanisms  are  reversed. 
The  sympathetic  stimulation  is  turned  off 
when  glomerular  filtration  is  increased,  less 
sodium  and  water  are  re-absorbed  in  the  tu- 
bules, less  renin  and  therefore  angiotensin 
are  secreted,  systolic  pressure  falls,  pulse 
pressure  is  lowered,  baroreceptors  are  less 
active,  pulse  rate  slows  and  the  patient  im- 
proves. A lowering  of  hydrostatic  and  osmo- 
tic pressure  at  the  capillary  level  allows  ex- 
tracellular fluid  to  re-enter  the  circulation 
and  to  be  eliminated.  All  of  these  manifesta- 
tions are  due  to  the  increased  force  and  ve- 
locity of  myocardial  contraction. 

The  Frank-Starling  curve  relates  the 
force  of  myocardial  contraction  to  the  end 
diastolic  volume,  or  end-diastolic  fiber 
length.  In  the  normal  heart,  there  is  a max- 
imal stretch  that  will  produce  the  greatest 
force  of  contraction.  The  shape  of  the  curve 
in  the  failing  heart  is  similar,  but  there  is 
no  point  at  which  end-diastolic  filling  will 
produce  the  same  force  of  contraction  as  it 
will  in  the  normal  heart.  In  other  words, 
while  the  shapes  of  the  curves  are  similar, 
they  are  two  separate  and  distinct  curves, 
and  the  use  of  digitalis  in  the  failing  heart 
will  produce  still  a third  such  curve.  This 
fact  indicates  that  the  failing  heart  has  some 
defect  in  its  contractile  elements.  The  nature 
of  the  defect  has  not  been  explained.  Digitalis 
restores  contraction  toward  normal,  but 
never  to  normal. 

Mode  of  Action 

The  action  of  digitalis  is  thought  to  be 
on  the  enzyme  ATPase  (adenosine  triphos- 
phatase), and  the  effect  is  to  inhibit  the  ac- 
tivity of  the  enzyme.  This  leads  to  a slower 
passage  of  the  various  ions,  potassium, 
sodium  and  calcium,  across  the  cell  mem- 
brane with  an  action  potential,  so  that  con- 
centrations of  sodium  and  calcium  within 
the  cell  are  increased,  and  that  of  potassium 
is  diminished.  This  means  there  is  some  im- 
pairment of  the  sodium  pump  mechanism  for 


the  removal  of  sodium  ion  from  the  cell  fol- 
lowing depolorization. 

Calcium  ion  takes  part  in  the  excitation- 
contraction  coupling,  which  is  the  system  by 
which  chemical  energy  is  converted  to  the 
mechanical  energy  of  muscle  contraction. 
Some  investigators  feel  that  in  heart  failure 
there  is  a breakdown  in  the  release  and  up- 
takes of  this  ion  in  association  with  contrac- 
tion and  relaxation  of  myocardial  muscle. 
Digitalis  is  thought  to  increase  the  turnover 
and  availability  of  calcium  ion. 

Studies  into  the  mechanism  of  action  of 
digitalis  begin  with  inquiry  into  the  subcel- 
lular  anatomy  and  physiology  of  cardiac 
muscle.  There  is  similarity  between  the  elec- 
trophysiologic  responses  to  stimulation  of 
nervous  tissue,  myocardial  muscle  and  skele- 
tal muscle;  and  there  also  is  similarity  be- 
tween the  contractile  elements  of  myocardial 
and  skeletal  muscle.  The  ultrastructure  of 
muscle  fiber  shows  two  sets  of  tubules  pene- 
trating the  fibrils,  one  being  the  sarcoplastic 
reticulum  which  set  is  continuous  over  the 
surface  of  the  fiber.  The  second  set  has 
transverse  and  longitudinal  ramifications 
that  interdigitate  with  the  sarcoplastic  reticu- 
lum, and  it  also  has  openings  outside  the 
surface  of  the  fiber  so  as  to  communicate 
with  the  extracellular  fluid. 

The  sarcoplastic  reticulum  is  thought  to 
be  the  primary  source  of  calcium  ion  within 
the  muscle  fiber.  The  binding  of  this  ion, 
probably  within  the  actinmyocin  system,  is 
thought  to  be  associated  with  contraction  of 
the  muscle,  and  its  release  from  this  binding 
and  its  return  to  the  sarcoplastic  reticulum, 
is  supposed  to  be  related  to  muscle  relaxa- 
tion. All  of  this  occurs  within  thousandths 
of  a second.  The  second  set  of  tubules  may 
be  related  to  the  stimulus  that  releases  the 
calcium  ion  from  the  sarcoplastic  reticulum. 

The  action  potential  that  produces  muscle 
contraction  has  been  rather  thoroughly 
studied,  and  it  is  known  that  it  is  accom- 
panied by  an  influx  of  sodium  ion  into  the 
cell,  and  the  efflux  of  potassium  ion  out  of 
the  cell.  It  is  also  known  that  during  the 
plateau  phase  of  repolarization  after  the  ac- 
tion potential,  intracellular  calcium  ion  has 
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some  importance,  although  that  importance 
is  not  finally  defined.  Further  highly  sophis- 
ticated studies  show  that  the  action  poten- 
tial occurs  first  in  order,  then  at  about  the 
time  of  the  early  plateau  in  repolarization 
there  is  an  abundance  of  free  calcium  ion 
and  finally  contraction  and  relaxation  of  the 
muscle  takes  place. 

Effects  on  the  Conduction  System 

Changes  due  to  digitalis  also  occur  in  the 
conduction  system  of  the  heart,  and  these 
may  be  noted  to  some  extent  in  the  ECG.  In 
general,  the  excitability  of  the  atrium  and 
the  ventricle  both  are  diminished,  the  former 
more  so  than  the  ventricle.  Conduction  ve- 
locity is  diminished  through  the  A-V  node 
and  this  is  manifest  in  the  ECG  by  a pro- 
longed PR  interval,  even  up  to  complete 
block.  The  refractory  period  of  the  atrium  is 
shortened,  with  vagal  activity  intact,  and  the 
functional  refractory  period  of  the  AV  trans- 
mission system  is  prolonged.  When  the  vagus 
is  blocked  by  atropine,  the  atrial  refractory 
period  is  lengthened.  The  ventricular  refrac- 
tory period  is  shortened  and  is  manifest  by 
a shortened  QT  interval. 

The  automaticity  of  the  ventricle  is  in- 
creased by  digitalis,  leading  to  the  appear- 
ances of  premature  contractions,  bigeminy 
and  trigeminy,  and  with  toxicity  and  com- 
plete AV  block,  even  ventricular  tachycardia 
and  ventricular  fibrillation. 

Other  changes  in  ECG,  in  addition  to 
those  mentioned  above,  occur  earlier,  soon 
after  starting  digitalis.  They  include  a de- 
crease in  amplitude  of  the  T wave,  and  even 
inversion  and  depression  of  the  RS-T  seg- 
ment when  the  main  QRS  complex  is  posi- 
tive. Changes  in  this  area  of  the  ECG  may 
resemble  the  ECG  of  stress  or  that  of  a re- 
cent infarct,  so  that  it  is  important  to  know 
whether  the  patient  has  received  digitalis 
prior  to  making  the  tracing. 

Electrolyte  disturbances  that  influence 
the  use  of  digitalis  are  principally  those  of 
potassium.  Hypokalemia  enhances  the  myo- 
cardial binding  of  digitalis  and  thus  digitalis 
toxicity.  Hyperkalemia  reduces  that  binding. 
In  experimental  work,  the  absence  of  cal- 
cium ion  can  produce  myocardial  muscle  that 


cannot  be  stimulated.  Excess  of  calcium  ion 
can  potentiate  digitalis’  toxic  effects. 

Hypoxemia  or  altered  acid-base  status 
probably  alter  digitalis  effectiveness  only 
slightly.  Hypothyroidism  increases  the  half- 
life  of  digitalis,  and  hyperthyroidism  has  the 
opposite  effect. 

Bioavailability  of  Digitalis 

Solubility  distinguishes  the  forms  of 
digitalis.  The  three  common  preparations  are 
ouabain,  digoxin  and  digitoxin.  The  cardio- 
active portion  of  the  alkaloid  digitalis  is  a 
steroid  nucleus,  and  its  solubility  in  water  is 
a function  of  the  number  of  hydroxyl  groups 
attached  to  the  nucleus — the  more  hydroxyls, 
the  more  water-soluble.  Thus  ouabain  is 
quite  water  soluble  and  being  such  it  passes 
through  the  glomerulus  of  the  kidney  and 
is  quickly  eliminated  from  the  body.  Be- 
cause of  its  short  half-life  and  its  solubility, 
it  is  given  intravenously. 

At  the  other  extreme  is  digitoxin,  and 
its  one  OH  group  makes  it  more  fat  soluble. 
This  characteristic  allows  for  a rapid  absorp- 
tion into  the  body  when  taken  by  mouth,  and 
indeed  some  95  per  cent  of  that  ingested  is 
absorbed.  When  absorbed  from  the  intestinal 
tract,  it  passes  into  the  portal  circulation,  is 
secreted  into  the  bile,  and  re-enters  the  intes- 
tinal tract  to  be  absorbed  again  and  passed 
to  the  liver — so-called  enterohepatic  circula- 
tion. Much  of  the  digitoxin  is  bound  to  serum 
albumen,  and  thus  is  not  available  to  be 
passed  through  the  glomerulus  and  elim- 
inated by  the  kidney.  For  these  reasons, 
digitoxin  spends  more  time  within  the  body 
and  has  a longer  half-life. 

Digoxin  stands  midway  between  oua- 
bain and  digitoxin.  It  has  two  OH  groups, 
and  thus  is  water-soluble,  but  also  somewhat 
fat  soluble  so  that  some  75  per  cent  of  that 
taken  by  mouth  is  absorbed.  It  does  not  par- 
ticipate in  enterohepatic  circulation,  is  only 
slightly  protein-bound,  and  is  passed  through 
the  glomerulus  and  eliminated  unchanged. 
Digoxin  also  can  be  given  intravenously  but 
here  the  dose  should  be  reduced  as  compared 
to  the  oral  dose  to  compensate  for  that  por- 
tion not  absorbed  by  the  bowel.  Thus,  the 
duration  of  its  action  is  midway  between 
ouabain  and  digitoxin. 
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With  good  renal  function,  digoxin  is  ex- 
creted by  the  kidney  in  such  a fashion  that 
digitalization  can  be  accomplished  on  a main- 
tenance dosage  in  from  four  to  seven  days. 
Studies  have  shown  that  37  per  cent  of 
digoxin  present  in  the  body  is  excreted  each 
day,  and  in  this  fashion,  a point  is  reached 
where  as  much  of  the  drug  will  be  excreted 
daily  as  is  taken  in  by  mouth.  The  same  is 
true  of  digitoxin,  but  the  elapsed  time  to 
digitalization  is  longer  and  the  steady  state 
is  reached  in  about  three  weeks. 

Digitoxin  is  to  some  extent  metabolized 
by  the  microsomal  enzymes  of  the  liver,  and 
this  can  be  induced  by  phenylbutazone, 
diphenylhydantoin  and  phenobarbital.  In  the 
elderly  where  the  tolerance  for  digitalis  is 
less  than  in  younger  adults,  enzyme  induc- 
tion may  become  significant.  In  the  elderly 
the  greatest  danger  would  lie  in  the  discon- 
tinuance of  any  of  the  above  drugs  in  a pa- 
tient who  was  stable.  With  the  resulting  in- 
crease in  the  half-life  of  digitalis,  the  older 
patient  might  become  toxic. 

The  gastrointestinal  absorption  of  digoxin 
can  be  diminished  by  the  concomittant  ad- 
ministration of  non-absorbable  substances 
such  as  cholestyramine,  kaolin  and  pectin, 
nonabsorbable  antiacids,  and  neomycin.  In 
the  case  of  a patient  using  the  anion  ex- 
change resin  cholestyramine,  his  instructions 
should  say  to  separate  by  two  hours  the  in- 
gestion of  the  resin  and  the  digitalis,  if  one 
is  to  get  an  even  and  satisfactory  absorption. 

When  is  a Patient  Digitalized? 

From  the  foregoing  discussion,  it  can  be 
seen  that  there  are  various  factors  influenc- 
ing absorption,  utilization  and  effectiveness 
of  digitalis  that  are  precise  and  predictable. 
But  also,  there  are  many  facets  that  are  var- 
iable and  unpredictable,  so  that  when  one  is 
multiplied  by  the  other,  the  end  result  can  be 
derived  only  in  each  individual  case.  In  addi- 
tion, it  is  totally  impossible  to  say  that  a 
certain  amount  of  digitalis  will  produce  a 
desired  result,  even  with  all  other  factors 
being  constant.  There  is  no  hard  and  fast  end 
point  of  digitalization;  the  all  or  none  law 
does  not  apply  to  digitalis.  The  electrocardio- 
gram does  not  have  all  the  answers.  The  best 
answer  depends  on  the  clinical  judgment  of 


the  practitioner,  following  a careful  and  de- 
tailed interrogation  and  examination  of  the 
patient. 

Among  the  various  factors  on  which 
digitalization  depends  are  the  serum  electro- 
lyte concentrations  of  potassium,  calcium, 
sodium,  and  magnesium,  tissue  oxygenation, 
the  acid-base  status,  the  thyroid  status,  the 
autonomic  nervous  system  tone,  the  presence 
or  absence  of  other  drugs  which  might  inter- 
act with  digitalis  and  the  nature  of  the  pre- 
senting cardiac  disease.  Taking  all  of  these 
into  consideration,  it  can  be  seen  that  much 
depends  on  the  clinician’s  judgment. 

Digitalization,  then,  is  accomplished  when 
the  concentration  of  effective  digitalis  is  ade- 
quate to  increase  the  force  and  velocity  of 
myocardial  contractility  so  as  to  abolish  de- 
compensation without  introducing  any  of  the 
many  toxic  manifestations. 

Much  controversy  exists  concerning  the 
indications  for  the  use  of  digitalis.  These  cen- 
ter about  the  fact  that  the  margin  of  safety 
is  small — the  effective  dose  approaches  very 
closely  the  toxic  dose,  especially  in  the  eld- 
erly. Thus  the  need  for  digitalis  must  be 
weighed  carefully  against  the  possible  tox- 
icity. This  is  borne  out  in  the  laboratory  de- 
terminations of  serum  digitalis  levels  where 
some  of  the  higher  effective  doses  are  found 
to  be  well  up  in  the  lower  range  of  the  toxic 
doses. 

Some  cardiologists  do  not  use  digitalis 
even  in  auricular  flutter  or  fibrillation  if  the 
ventricular  response  is  slow  and  regular. 
However,  should  that  same  patient  develop 
tachycardia  or  failure,  they  then  would  turn 
to  digitalis.  In  spite  of  the  known  stress  of 
anesthesia,  surgery  and  the  post-operative 
period,  anesthesiologists  are  not  in  agreement 
as  to  when  to  digitalize  a patient  prophylac- 
tically. 

The  best  treatment  for  digitalis  toxicity 
is  to  recognize  it  early.  Ectopic  beats,  first 
degree  AV  block,  auricular  fibrillation  with 
a slow  ventricular  response  may  be  among 
the  first  signs.  Rhythm  disturbances  due  to 
digitalis  with  a diminished  cardiac  output, 
including  bradycardia,  sinoatrial  arrest  and 
AV  block,  can  be  treated  with  atropine. 
Tachycardia  has  a high  mortality.  Useful 
drugs  to  treat  toxicity  include  dilantin  and 
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lidocaine,  and  potassium  if  serum  levels  are 
low.  Propranalol  may  be  useful  in  some 
arrhythmias,  or  it  may  be  dangerous.  Direct 
current  shock  is  used  only  in  life-threatening 
arrythmias. 

The  dearth  of  useful  and  effective  treat- 
ment methods  leads  again  to  the  warning 
that  toxicity  is  better  avoided,  and  the  use- 
fulness of  digitalis  in  increasing  the  force 
and  velocity  of  myocardial  contraction  may 
require  less  than  toxic  doses.  It  also  should 
be  pointed  out  that  digoxin  because  of  its 
water-solubility  and  rapid  elimination  by 
the  normal  kidney  probably  is  the  drug  of 
choice. 

Summary 

1.  The  principal  effect  of  digitalis  on  the 
myocardium  is  to  increase  the  force  and  ve- 
locity of  contraction. 

2.  The  mechanism  of  action  of  digitalis 
may  be  on  an  ultramicroscopic  level  in 
which  a neural  stimulus  releases  calcium  ion 


from  the  sarcoplastic  reticulum  to  initiate 
myocardial  contraction,  and  the  reverse  to 
produce  relaxation. 

3.  Digitalis  influences  not  only  myocardial 
contraction  but  also  the  conduction  of  neural 
impulses  through  the  heart. 

4.  Bioavailability  and  a lack  of  drug  in- 
teractions make  digoxin  a desirable  prepara- 
tion for  the  administration  of  digitalis. 

5.  Digitalization  is  not  on  an  all  or  none 
basis. 

6.  The  margin  between  digitalization  and 
toxicity  is  small. 

7.  The  best  control  over  the  effects  of 
digitalis  is  produced  by  the  careful  clinician 
who  recognizes  that  there  is  a fine  line  be- 
tween digitalization  and  toxicity,  especially 
in  the  elderly,  and  that  the  best  control  can 
be  had  by  careful  interrogation,  examination 
and  follow-up  of  the  patient. 

8.  The  treatment  of  toxicity  may  be  too 
late.  • 
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Baby's  fine. 
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After  episiotomy  or  Caesarean  section, 

^ Empirin®  Compound  with  Codeine  every  four 


hours  can  help  to  keep  mother  comfortable. 

Empirin  Compound  with  Codeine  is  available 
in  dosage  strengthsto  relieve  all  degrees 
of  moderate  to  severe  pain,  up  to  that  requiring 
morphine  or  its  equivalent,  and  is  effective 
for  visceral  as  well  as  musculoskeletal 
pain.  The  codeine  component  provides  an 
antitussive  bonus,  when  coughing  could  put 
unwanted  stress  on  sutures. 

prescribing  convenience:  up  to  5 refills 
in  6 months,  at  your  discretion  {unless 
restricted  by  state  law);  by  telephone 
' order  i n ma  ny  states. 

Empirin  Compound  with  Codeine  No.  3, 
codeine  phosphate*  32.4  mg.  (gr.  Vz); 

No.  4, codeine  phosphate*  64.8  mg.  (gr.  1). 
*Warnin|-may  be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr,  SVz,  phenacetin 
gr.  21/2,  caffeine  gr.  Vz. 
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The  life  of  the  Air  Force  doctor  is  challenging, 
of  life?  For  more  information  call  or  write: 


rewarding  and  satisfying.  Maybe  it’s  your  kind 


Air  Force  Medfc, 
13  IS 
Denver, 
Telephone 


al  Placement  Office 
Kearney  St. 

(Colorado  80220 
399-6167 


OUT 


He’s  enjoying  a 30  day  paid  vacation,  with  his  family  in  ski  country. 


Last  year  Doctor  Jones,  an  Air  Force  Medical  Corps  Major,  and  his  family  spent  their  vacation 
in  Switzerland.  They  were  stationed  with  the  Air  Force  in  Europe.  He  hasn’t  said  what  they 
have  planned  for  next  year,  but  he  has  been  working  on  his  private  pilot’s  license  at  the  base 
flying  club  and  his  wife  is  learning  Spanish  at  the  education  center. 


Doctor  Jones  has  been  in  the  Air  Force  for  4 years  now.  That  means  he  can  retire  in  16 
years  with  an  assured  income.  He  will  also  be  young  enough  to  begin  a second  successful 
career. 


In  the  Air  Force  he  doesn’t  have  to  worry  about  administrative  chores  such  as  bookkeeping, 
supplies,  rent  or  the  other  problems  the  physician  faces  in  the  normal  course  of  his  practice. 
And  he  was  recently  selected  to  receive  advanced  training  in  his  specialty  at  one  of  the  finest 
research  centers  in  the  country  at  no  personal  expense. 
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ABSTRACT  OF  MINUTES* 

HOUSE  OF  DELEGATES 

Wyoming  State  Medical  Society 

Seventieth  Annual  Meeting 

August  28-31,  1973 

Jackson  Lake  Lodge 

Grand  Teton  National  Park,  Wyoming 

FIRST  SESSION 

Wednesday,  August  29,  1973 

The  70th  Annual  Meeting  of  the  House  of 
Delegates  of  the  1973  Wyoming  State  Medical  So- 
ciety was  called  to  order  at  Jackson  Lake  Lodge, 
Grand  Teton  National  Park,  Wyoming,  at  9:30 
a.m.  on  Wednesday,  August  29,  1973,  by  Dr.  Donald 
F.  Mahnke,  president  of  the  Wyoming  State  Med- 
ical Society.  The  president  remarked  that  there 
had  been  several  changes  in  the  format  this  year. 
The  Presidential  Address  was  then  given  by  Dr. 
Mahnke. 

Dr.  Theodore  Johnston,  Speaker  of  the  House, 
introduced  Vice-Speaker  of  the  House,  Dr.  David 
Cook.  At  this  time,  the  Credential  Committee  re- 
port was  given,  the  roll  call  of  the  delegates  was 
taken  and  Dr.  Nolan  declared  a quorum  present. 
Visitors  were  then  introduced. 

Dr.  Johnston  introduced  Senator  Cliff  Hansen 
who  reported  on  Congressional  actions  pertaining 
to  the  medical  profession.  Dr.  Johnston  then  in- 
troduced Congressman  Teno  Roncalio;  after  his 
address  a message  was  read  from  Senator  Gale 
McGee  regretting  that  he  and  Mrs.  McGee  were 
unable  to  participate  in  the  70th  Annual  Meeting 
of  the  Wyoming  State  Medical  Society.  Dr.  John- 
ston then  introduced  Dr.  Russell  B.  Roth,  president 
of  the  American  Medical  Association,  who  dis- 
cussed briefly  AMA  stands  on  several  pressing 
issues.  The  following  visitors  were  also  intro- 
duced: Dr.  William  Rettberg,  president  of  the 
Colorado  Medical  Society;  Don  Derry,  Executive 
Secretary  of  the  Colorado  Medical  Society;  Art 
Abbey,  former  Executive  Secretary  of  WSMS  and 
now  an  honorary  member;  Dave  Morrison,  Field 
Representative  to  AMA  and  Dr.  Carlson,  pres- 
ident of  the  University  of  Wyoming. 

Dr.  Johnston  then  announced  the  meeting 
places  for  the  reference  committees.  The  Minutes 
of  the  House  of  Delegates  meetings  from  1972 
were  not  read,  but  were  referred  to  the  commit- 

*These minutes  represent  actions  taken  largely  on  ma- 
terial from  the  official  packet  of  the  Wyoming  State 
Medical  Society.  This  packet  contains  the  reports  that 
are  representative  of  committee  activities  and  recom- 
mendations and  form  an  official  part  of  these  minutes. 
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tee  on  Executive,  Governmental  Affairs  and  Eco- 
nomics. Dr.  Cook  then  read  the  Council  Meeting 
Minutes  for  the  following  meetings:  August  29, 
1972;  September  1,  1972;  December  10,  1972;  Feb- 
ruary 7,  1973;  and  June  3,  1973.  The  Minutes  were 
assigned  to  the  reference  committee  under  which 
they  were  listed  in  the  delegates’  packet. 

The  1972  Presidential  Address  by  Dr.  Erickson 
and  the  1973  Secretary’s  report  were  referred  to 
the  Research,  Organization  & Scientific  Program 
Committee.  The  Executive  Secretary’s  report  from 
September  1,  1972,  through  June  20,  1973,  was 
referred  to  the  Medical  Services  Reference  Com- 
mittee. The  Treasurer’s  report  was  referred  to 
the  Research,  Organization  & Scientific  Program 
Committee.  All  committees  were  asked  to  con- 
sider the  following  proposed  changes:  Woman’s 
Auxiliary  allowance  be  raised  from  $400  to  $600, 
and  the  Executive  Secretary’s  salary  be  raised 
from  $7,200  per  year  to  $10,000  per  year.  The 
Statement  of  Expenses  was  referred  to  the  Re- 
search, Organization  & Scientific  Program  Com- 
mittee. 

The  resolution  from  Laramie  County  and  the 
resolution  from  the  WSMS  Council  was  referred 
to  the  Research,  Organization  & Scientific  Pro- 
gram Committee.  Two  resolutions  from  the  WSMS 
were  referred  to  the  Executive,  Governmental  Af- 
fairs & Economics  Committee.  Two  recommenda- 
tions by  the  WSMS  Council  regarding  Peer  Re- 
view were  also  referred  to  this  committee  along 
with  a resolution  from  Mr.  Lathrop.  A resolution 
from  the  Northwest  Counties  Medical  Society  was 
referred  to  the  Medical  Services  Reference  Com- 
mittee. 

The  following  reports  and/or  letters  were  re- 
ferred to  the  Medical  Services  References  Com- 
mittee: Grievance  Committee,  Mountain  States 
Regional  Medical  Program;  Hirst,  Applegate  and 
Dray;  Joint  Practice  Commission;  the  role  of  the 
registered  nurse  in  the  hospital  emergency  room. 
Judicial  Council  of  the  AMA  and  physician  place- 
ment efforts  (instituted  at  the  University  of  Utah 
College  of  Medicine). 

The  following  reports  and/or  letters  were  re- 
ferred to  the  Executive,  Governmental  Affairs  & 
Economics  Committee:  Advisory  on  Workmen’s 
Compensation,  Advisory  on  Military  and  Vet- 
erans’ Affairs,  minutes  of  the  meeting  of  the 
Scholarship  Loan  Fund,  Blue  Shield,  Standing 
Committee  on  Mental  Health,  the  Professional 
Liability  Committee,  recommendation  from  the 
AMA  and  the  House  of  Delegates  on  Workmen’s 
Compensation  Reform  and  Disability  Insurance 
Program. 

The  following  reports  and/or  letters  were  re- 
ferred to  the  Research,  Organization  & Scientific 
Program  Committee:  Subcommittee  on  Under- 
graduate Medical  Education,  Rocky  Mountain 
Medical  Journal,  Joint  Practice  Commission, 
Memorial  Subcommittee,  tribute  to  Dr.  Darrell 
Stiteler  from  Cody  Medical  Center,  proposal  from 
Wyoming  State  Library,  packet  on  preventable 
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blindness,  and  a letter  from  Wyoming  Cancer 
Control. 

Dr.  Downing,  delegate  to  the  AMA,  reported 
on  the  House  of  Delegates  meeting  in  New  York. 

Dr.  Johnston  called  for  new  business.  Dr.  Kline 
introduced  a new  resolution  regarding  Keogh 
benefits.  Dr.  Johnston  suggested  this  be  referred 
to  the  Executive,  Governmental  Affairs  & Eco- 
nomics Committee.  A unanimous  vote  was  cast  on 
the  introduction  of  this  new  resolution. 

Dr.  Lowe  requested  seating  two  more  delegates 
for  Natrona  County — Dr.  Bowden  and  Dr.  Morad. 
There  was  no  objection.’ 

Mr.  Smith  introduced  Mr.  Bob  Harrington,  Re- 
gional Sales  Manager  for  United  Air  Lines.  He 
discussed  the  “track-charter”  flight  to  the  Second 
International  Seminar  in  Hawaii. 

Dr.  Johnston  recessed  the  first  session  of  the 
1973  House  of  Delegates  at  11:40  a.m.,  August  29, 
1973. 

SECOND  SESSION 

Friday,  August  31,  1973 

The  second  session  of  the  70th  Annual  Meeting 
of  the  Wyoming  State  Medical  Society,  House  of 
Delegates  was  called  to  order  by  Dr.  Johnston 
at  8:45  a.m.,  Friday,  August  31,  1973,  at  Jackson 
Lake  Lodge,  Grand  Teton  National  Park,  Wyo- 
ming. 

A motion  to  seat  two  delegates,  not  seated  at 
the  first  session,  was  called  for  by  Dr.  Johnston 
from  the  House.  The  motion  duly  made,  seconded, 
and  carried  seated  Dr.  England,  Teton  County, 
and  Dr.  Morrison,  Sheridan  group. 

The  meeting  was  then  turned  over  to  Dr.  Cook 
for  the  presentation  of  the  reference  committee 
reports. 

Dr.  Kent  Christensen  reported  on  the  Medical 
Services  Reference  Committee  (MSEC)  meeting 
of  August  29,  1973.  Dr.  Bowden  presenting  in 
MSRC  session  the  progress  report  of  the  Wyo- 
ming unified  medical  claims  system.  The  use  of 
the  hospital  face  sheet  for  all  third-party  pay- 
ments for  medical  care  has  met  with  sufficient 
acceptance  to  formulate  a unified  billing  concept. 
The  unified  billing  concept  will  save  a great  deal 
of  effort  and  time,  and  it  is  felt  support  for  it  is 
warranted.  It  was  moved  and  seconded  to  accept 
this  portion  of  the  MSRC  report.  Carried  by  af- 
firmative vote. 

Dr.  Gilbert,  representing  the  University  of 
Utah  Medical  Center,  Department  of  Community 
and  Family  Medicine  (DCFM),  presented  to  the 
MSRC  the  University’s  offer  to  survey  the  needs 
for  placement  of  health  professionals  in  rural 
areas  of  Wyoming  and,  wherever  possible,  to  aid 
in  physician  placement  efforts.  This  department  is 
asking  the  WSMS  for  permission  to  come  into  the 
state  and  study  the  medical  care  needs  of  the  rural 
areas  of  Wyoming.  They  would  specifically  like 


to  aid  physicians  requesting  additional  profes- 
sional help. 

Considerable  discussion  resulted  in  the  Com- 
mittee’s recommendation  that  the  University  of 
Utah’s  DCFM  coordinate  their  efforts  with  Dr. 
Stephen  Joseph,  the  Director  for  Medical  Educa- 
tion Planning  at  the  University  of  Wyoming.  To 
avoid  duplication  of  efforts  of  surveys  conducted 
by  the  Regional  Medical  Program,  it  was  re- 
quested the  DCFM  contact  Dr.  Thomas  Nicholas 
for  information  regarding  physician  shortages. 
Moved  to  accept  and  duly  seconded.  Discussion 
on  motion.  Dr.  Mahnke  suggested  the  addition  of 
Dr.  Claude  Grizzle’s  name  to  the  list  of  contacts 
as  he  has  made  similar  surveys  for  the  RMP.  Ad- 
ditional discussion  resulted  in  Dr.  Lawrence  J. 
Cohen’s  name  being  added  to  the  contact  list.  Mo- 
tion carried  as  per  discussion  by  a unanimous  af- 
firmative vote.  Mr.  Robert  G.  Smith  is  to  write  a 
letter  informing  the  DCFM  of  the  Committee’s 
recommendations. 

Presentation  by  the  State  Health  Department 
concerning  a project  in  Wyoming  to  immunize  all 
females  of  childbearing  age  against  Rubella.  This 
project  heartily  endorsed  by  the  Committee.  Ac- 
ceptance of  this  part  of  Committee  report  car- 
ried by  unanimous  affirmative  vote. 

Discussion  was  held  regarding  the  revision  of 
the  Mental  Health  Practice  Act  by  the  Interim 
Committee  of  the  State  Legislature.  It  is  strongly 
recommended  that  the  WSMS  be  consulted  for 
recommendations. 

Recommendation  by  MSRC  that  Annual  Meet- 
ing of  the  WSMS  be  conducted  at  Jackson  Lake 
Lodge,  August  28-31,  1974.  The  agenda  for  the 
71st  Annual  Meeting  was  approved  in  Commit- 
tee. The  minutes  for  the  1972  Annual  Meeting 
were  approved  in  Committee.  The  minutes  of  the 
1972  Scholarship  Loan  Fund  were  approved  in 
Committee.  Acceptance  of  this  part  of  report  by 
unanimous  affirmative  vote. 

Committee  report  on  the  minutes  of  Council 
meetings  of  December  10,  1972,  February  7,  1973, 
and  June  3,  1973.  Committee  approval,  specifically 
items  10-A,  December  10,  1972;  4-A8,  February 
7,  1973;  and  6-K,  7-C,  7-H,  8-D,  June  3,  1973.  The 
1974  budget  was  read  and  approved  in  Commit- 
tee, and  the  statement  of  income  and  expense  was 
reviewed  and  approved.  Moved  and  seconded  that 
that  part  of  report  be  accepted  and  approved. 
Discussion  followed  resulting  in  acceptance  of  this 
portion  of  MSRC  report,  excepting  budget  ap- 
proval until  all  committees  had  reported.  Accepted 
by  unanimous  affirmative  vote. 

Dr.  Christensen’s  committee  felt  it  necessary 
to  alter  the  resolutions  as  submitted  by  the  North- 
west Counties  Medical  Society.  The  altered  reso- 
lution proposed  for  acceptance  follows: 

“WHEREAS,  it  has  been  noted  for  some  time  that  the 
various  agencies  of  state  and  federal  government  who 
require  physical  examinations  on  patients  for  pur- 
poses of  evaluation  and/or  rehabilitation  programs 
usually  require  approximately  the  same  examination 
and  information,  yet  each  allows  a different  fee  for 
said  purpose,  be  it  therefore 
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"RESOLVED,  that  the  Wyoming  State  Medical  Society 
goes  on  record  as  requesting  each  and  all  of  these 
governmental  agencies  to  standardize  their  fees  at 
reasonable  levels  and  provide  a source  for  immediate 
approval  of  payment  for  ancillary  laboratory  studies 
as  deemed  necessary  by  the  examining  physician.” 

It  was  moved  and  seconded  that  the  WSMS  go 
on  record  as  requesting  each  and  all  of  these  gov- 
ernmental agencies  to  standardize  their  fees  at 
reasonable  levels  and  provide  a source  of  immedi- 
ate approval  of  payment  for  ancillary  laboratory 
studies  as  deemed  necessary  by  the  examining 
physician.  Suggestions  on  reasonable  fees  were 
discussed.  The  intention  of  this  motion  is  to  regis- 
ter disapproval  both  on  medical  and  economic 
bases  for  these  examinations.  A unanimous  vote 
was  cast  on  this  motion. 

The  Mountain  States  Regional  Medical  Pro- 
gram report  was  reviewed  and  approved.  The  re- 
port on  the  WSMS  Standing  Committee  on  Mental 
Health  was  reviewed  and  approved.  Correspond- 
ence from  the  office  of  Hirst,  Applegate  and  Dray 
to  Jack  D.  Grabow,  MD,  Chairman,  Legal  Rela- 
tions Committee  of  the  American  Electroenceph- 
alograph Society  was  read,  noted  and  approved. 

A resolution  regarding  the  approval  by  the 
WSMS  of  the  formation  of  nonprofit  corporation 
for  those  involved  in  the  practice  of  allergy  was 
reviewed;  this  resolution  having  been  previously 
reviewed  by  the  Council  and  the  Reference  Com- 
mittee concurs  with  the  Council  recommendations 
that  it  should  not  be  passed.  A unanimous  vote 
was  cast  in  favor  of  accepting  this  portion  of  the 
report. 

The  report  of  the  Grievance  Committee  was 
reviewed  and  approved. 

A unanimous  affirmative  vote  was  cast  in  ac- 
cepting the  Medical  Services  Reference  Commit- 
tee report. 

At  the  midwinter  meeting  in  Casper,  the  State 
Board  voted  to  send  $200  to  Well-Being,  a private 
facility  for  rehabilitation  of  alcoholics. 

Dr.  Johnston  then  introduced  Dr.  Lowe,  chair- 
man of  the  Executive,  Governmental  Affairs  and 
Economics  Reference  Committee.  Dr.  Lowe 
pointed  out  that  paragraphs  2,  3,  4,  5 and  6 on  the 
first  page  of  their  report,  approve  of  past  actions. 
This  portion  of  the  report  passed  with  a unani- 
mous affirmative  vote. 

Paragraph  7,  dealing  with  the  development  of 
a uniform  policy  regarding  supplying  information 
to  third  parties,  was  brought  up  in  the  Council; 
and  it  was  Council  action  that  was  being  ap- 
proved. The  Committee  desires  reaffirmation  of 
the  stand  that  has  been  taken  in  the  past  that  the 
uniform  billing  sheet  of  the  WSMS  be  utilized, 
and  that  the  charge  for  this  service  be  $5  instead 
of  $3.  Discussion  disclosed  this  dealt  with  the  old 
form  face  sheet;  sending  $1  to  the  state  office  pro- 
duces a pad  of  100  sheets.  This  portion  of  the  re- 
port was  accepted  by  a unanimous  affirmative 
vote. 


Approval  of  paragraph  1 on  page  two,  which 
deals  with  two  voluntary  projects,  disposal  sup- 
plies and  automated  management  of  the  offices 
and  billing,  was  unanimously  passed.  Detailed  in- 
formation will  be  sent  to  all  members. 

The  next  paragraph  dealt  with  consideration 
of  the  1974  budget.  The  Committee  approved  the 
budget  with  the  changes  suggested  by  the  Coun- 
cil. The  Woman’s  Auxiliary  expenditures  will  be 
increased  from  four  to  six  hundred  dollars,  the 
Executive  Secretary’s  stipend  from  $7,200  to 
$10,000  per  year.  This  portion  of  the  report  was 
uanimously  passed. 

The  resolution  from  the  Laramie  County  Med- 
ical Society  regarding  approval  of  proposed  legis- 
lation of  raising  and  improving  Keogh  benefits, 
and  requesting  notification  of  the  appropriate  na- 
tional congressional  committee  of  our  endorse- 
ment was  read.  It  was  decided  that  further  dis- 
cussion on  this  resolution  be  withhheld  until  the 
December  Council  Meeting.  After  some  discussion 
as  to  why  this  should  not  be  handled  at  this  time, 
a majority  voted  to  take  no  action  on  the  resolu- 
tion at  this  time. 

The  next  paragraph  in  the  Executive,  Govern- 
mental Affairs  and  Economics  Reference  Com- 
mittee deals  with  the  Society’s  disability  program 
with  the  Continental  Casualty  Company.  The 
Committee’s  belief  that  the  Continental  Casualty 
Company  should  submit  an  entirely  new  program 
to  the  Council  was  unanimously  approved. 

The  Committee’s  recommendation  to  refer  the 
AMA  Board  of  Trustee’s  report  on  revision  and 
reform  of  Workmen’s  Compensation  to  the  Work- 
men’s Compensation  Advisory  Committee  was  ac- 
cepted by  a unanimous  affirmative  vote. 

A unanimous  affirmative  vote  was  cast  in  favor 
of  accepting  the  Wyoming  Blue  Shield  report  from 
Dr.  Christensen. 

The  Committee’s  recommendations  to  the  reso- 
lution on  medical  education,  presented  with  the 
assistance  of  Dr.  Gramlich,  Dr.  Corbett,  and  Dr. 
Joseph,  was  passed  with  two  dissenting  votes. 

A unanimous  affirmative  vote  was  cast  to  add 
Dr.  Darrell  Stiteler’s  name  to  the  memorial  list 
and  urge  it  be  submitted  to  the  Memorial  Sub- 
committee, and  published  in  the  “Rocky  Mountain 
Medical  Journal.” 

It  was  unanimously  passed  that  the  Wyoming 
State  Health  Service  Corporation  Peer  Review 
Organization  not  adjudicate  any  claims  arising 
from  chiropractice  diagnosis  or  treatment. 

Representatives  from  AEtna  appeared  before 
the  Committee  with  regard  to  AEtna’s  Profes- 
sional Liability  Insurance  Program.  It  was  stated 
that  Mr.  Christiansen,  a representative  of  AEtna, 
will  be  available  to  county  societies  or  groups  for 
discussion  of  the  “loss  control  program.”  This  por- 
tion of  the  report  passed  with  a unanimous  af- 
firmative vote. 
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Dr.  Lowe  read  a resolution  which  was  pre- 
sented by  Dr.  Elkin  in  regard  to  the  mental  health 
activities. 

“WHEREAS,  progress  has  been  made  in  diagnosis 
treatment  and  prevention  of  mental  and  emotional 
disorders,  and 

“WHEREAS,  within  Wyoming  more  professionals,  fa- 
cilities and  treatment  modalities  are  becoming  avail- 
able for  treatment  and  prevention  of  mental  and 
emotional  disorders,  and 

“WHEREAS,  mental  health  is  an  integral  concern  of 
all  physicians,  and 

“WHEREAS,  an  interim  committee  has  been  appointed 
by  the  Wyoming  State  Legislature  to  consider  a new 
mental  health  act, 

“BE  IT  THEREFORE  RESOLVED  THAT  the  Wyoming 
State  Medical  Society  express  its  interest  in  the  new 
mental  health  act  to  each  member  of  the  Legislature’s 
interim  committee  and  to  the  Governor  of  Wyoming, 
and 

“The  Wyoming  State  Medical  Society  requests  its  ap- 
pointed representatives  to  participate  in  the  study  and 
formulation  of  the  new  mental  health  act,  and 
“The  Wyoming  State  Medical  Society  urges  that  the 
study  of  the  new  mental  health  act  be  expedited  as 
soon  as  possible  because  of  its  complicated  and  vital 
nature.” 

The  Committee’s  approval  of  the  action  of  the 
resolution  and  referral  back  to  the  subcommittee 
on  mental  health  was  accepted  with  a unanimous 
affirmative  vote,  with  specific  note  that  the  Gov- 
ernor be  made  aware  of  the  Committee’s  recom- 
mendations. 

The  Committee  then  considered  the  recommen- 
dation by  the  Council  that  the  Peer  Review  Com- 
mittee recommend  full  compensation  to  a physi- 
cian for  services  rendered  under  his  direction,  and 
affirmed  the  direct  responsibility  of  physician  sup- 
port personnel  for  services  performed.  There  was 
discussion  in  the  Research  Organization  and  Sci- 
entific Program  Committee  on  the  possibility  that 
the  professional,  or  the  physician  support  person- 
nel and  physician’s  assistant  had  been  established 
as  a legal  entity  by  the  Board  of  Medical  Exam- 
iners and  certified  as  an  arm  of  the  physician. 
After  much  discussion  relating  to  this  controver- 
sial subject,  a unanimous  affirmative  vote  was 
cast  on  this  portion  of  the  report. 

The  report  of  the  Executive,  Governmental 
Affairs  and  Economics  Reference  Committee  was 
approved  and  accepted  in  toto  by  a unanimous 
affirmative  vote. 

Dr.  Cook  introduced  the  final  reference  com- 
mitee  report  to  be  submitted  by  the  House  of 
Delegates,  that  of  the  Research,  Organization  and 
Scientific  Program  Committee  which  was  pre- 
sented by  Dr.  Laurence  Gee. 

Dr.  Gee  proposed  that  paragraphs  1 thru  8 of 
this  portion  of  the  minutes  be  approved  by  the 
House  of  Delegates.  This  portion  of  the  report  w’as 
unanimously  passed. 

Dr.  Gee’s  Committee  reviewed  the  proposed 
1974  budget.  Discussion,  particularly  with  refer- 
ence to  covering  a deficit  of  approximately  $3,000, 
was  presented.  With  the  new  increase  in  the  mem- 
bership, it  was  believed  no  major  deficit  would 
be  involved.  The  proposed  budget  was  approved 
by  unanimous  vote  of  the  Committee. 

The  1972  Statement  of  Income  and  Expense 
was  review’ed  and  approved  by  unanimous  vote. 


It  was  then  unanimously  voted  that  this  por- 
tion of  the  minutes  be  accepted. 

Dr.  Gee  then  stated  that  the  Memorial  Sub- 
committee report  had  been  approved  with  the 
stipulation  of  the  addition  of  Dr.  Darrell  Stiteler 
of  Cody.  It  was  unanimously  voted  that  this  por- 
tion of  the  minutes  be  accepted. 

Dr.  Gee  disclosed  that  Dr.  Donald  J.  Rohrssen 
of  Rock  Springs  had  presented  a discussion  with 
regard  to  payment  of  third-party  claims  to  a pro- 
fessional corporation  which  has  hired  physician 
assistants.  It  was  moved  by  Dr.  Stoetzel  and  sec- 
onded by  Dr.  Hunton  that  the  WSMS  endorse 
the  concept  that  full  fees  be  paid  by  third-party 
carriers  for  services  rendered  by  certified  physi- 
cian support  personnel.  The  Committee  decided 
that  this  should  be  looked  upon  favorably  by  the 
House  of  Delegates. 

The  President’s  recommendation  that  a Long- 
Range  Planning  Committee  be  instituted  was  con- 
sidered by  the  Committee.  It  was  moved  and  sec- 
onded that  a standing  committee,  known  as  the 
Long-Range  Planning  Committee,  be  formed.  The 
membership  of  said  committee  not  to  exceed 
eleven  members  with  the  following  members  from 
the  elected  officers  of  the  WSMS:  President-elect, 
Treasurer,  Secretary,  and  representatives  from 
the  Education  Committee  and  Professional  Stand- 
ards Review  Organization  and  other  members  ap- 
pointed by  the  President.  Terms  of  service  and 
meeting  times  were  discussed.  The  Committee 
unanimously  recommended  this  motion  be  adopted 
and  given  a favorable  vote  by  the  House  of  Dele- 
gates. 

There  was  more  discussion  on  the  continued 
separate  fee  schedule  problem.  There  was  much 
discussion  about  the  sentence  stating  “that  the 
services  rendered  were  less  expensive.”  Dr. 
Yedinak  moved  amending  that  portion  of  the  re- 
port. The  motion  to  amend  this  Committee  report 
w’as  passed  by  a unanimous  affirmative  vote.  The 
two  discussed  paragraphs  then  before  the  House 
were  accepted  by  a unanimous  affirmative  vote. 

Dr.  Gee  then  stated  that  his  Committee  re- 
viewed the  letters  by  Larry  Bertilson  and  Dr. 
Parish  on  cancer  control,  dated  August  6,  1973. 
It  was  moved  and  seconded  that  the  concept  of 
cancer  detection  be  supported.  The  program  re- 
ferred to  is  not  appropriate  for  communities  in 
Wyoming.  The  committee  passed  such  a resolu- 
tion, and  recommended  to  the  House  of  Delegates 
the  developemnt  of  a program  of  continued  pro- 
fessional education  in  cancer  detection.  This  por- 
tion of  the  report  was  unanimously  passed. 

The  letter  received  from  the  National  Society 
for  the  Prevention  of  Blindness,  Inc.,  was  re- 
viewed; it  was  moved,  and  seconded  that  WSMS 
endorse  and  encourage  the  program  as  presented. 

Dr.  Gee  then  noted  that  a letter  from  the  Wyo- 
ming State  Library  referring  to  cable  television 
programs.  It  was  moved  and  seconded  that  the 
president  of  the  Wyoming  State  Medical  Society 
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acknowledge  the  letter  and  refer  it  to  the  Med- 
ical Education  Committee  of  the  Wyoming  Health 
Services,  Inc.,  for  such  action  as  they  see  fit.  The 
Committee  passed  this  resolution  and  recom- 
mended adoption  by  the  House  of  Delegates.  This 
portion  of  the  report  passed  with  a unanimous 
affirmative  vote. 

Dr.  Gee  stated  that  Mrs.  Virginia  Boyer,  Exec- 
utive Secretary  of  the  Wyoming  Commission  for 
Nursing  and  Nursing  Education,  appeared  before 
the  Committee  with  a joint  proposition  statement 
on  the  role  of  the  registered  nurse  in  the  hospital 
emergency  room  in  Wyoming.  The  Committee 
recommended  passage  with  the  following  changes: 
Paragraph  2,  Subsection  A,  Staffing,  Article  2, 
Change  from  “licensed  practical  nurses  and 
nurse’s  aides  should  work  in  the  emergency  room; 
only  under  direct  supervision  of  a qualified  reg- 
istered nurse,”  to:  “licensed  practical  nurses  and 
nurse’s  aides  must  work  in  the  emergency  room 
only  under  direct  supervision  of  a qualified  regis- 
tered nurse.”  After  discussion,  it  was  unanimously 
voted  that  the  word  “must”  rather  than  “should” 
be  presented  in  the  changed  sentences  in  case 
there  is  some  argument  of  this  bill  in  legislature. 

Dr.  John  B.  Gramlich’s  report  on  the  subcom- 
mittee on  Undergraduate  Medical  Education  was 
reviewed  and  accepted  by  the  Committee.  It  was 
recommended  by  the  Committee  that  the  House 
of  Delegates  adopt  this  report  unchanged. 

The  Rocky  Mountain  Medical  Journal  report, 
submitted  by  Donald  G.  Derry,  Managing  Direc- 
tor, was  reviewed  and  accepted  by  the  Committee. 
It  was  recommended  by  the  Committee  that  the 
House  of  Delegates  accept  this  report.  This  por- 
tion of  the  report  passed  with  a unanimous  af- 
firmative vote. 

A unanimous  affirmative  vote  was  cast  on  the 
reaffirmation  of  the  endorsement  of  the  American 
Medical  Association  medicredit  proposal  and  a 
commendation  of  Senator  Clifford  P.  Hansen  for 
his  sponsorship  of  this  legislation  in  the  United 
States  Congress.  It  was  recommended  that  a copy 
be  sent  to  Senator  Clifford  Hansen. 

Discussion  of  the  resolution  to  establish  a pro- 
cedure to  determine  the  location  of  the  Annual 
Meeting  of  the  WSMS  resulted  in  a change  to  the 
“resolved”  portion  of  the  resolution  by  amend- 
ment to  read: 

“RESOLVED  that  the  Wyoming  State  Medical  Society 
poll  its  members  as  to  the  procedures  for  establishing 
its  Annual  Meeting  and  giving  the  options  of  whether 
it  be  held  at  Jackson  Lake  Lodge,  in  the  Jackson 
area,  on  an  alternate  basis,  or  other  areas  throughout 
the  state.” 

The  amendment  as  put  forth  in  the  “resolved” 
section  of  the  resolution  was  carried.  The  resolu- 
tion as  amended  was  then  voted  by  a show  of 
hands.  In  favor  17,  opposed  15,  resolution  as 
amended,  adopted. 

Dr.  Gee  moved  that  the  Research,  Organization 
and  Scientific  Program  Committee  report  be  ac- 


cepted by  the  Wyoming  State  Medical  Society  in 
its  entirety.  The  report  was  accepted  with  a unani- 
mous affirmative  vote. 

At  this  time,  a short  recess  was  taken. 

Dr.  Johnston  then  read  the  Memorial  Subcom- 
mittee report;  a moment  of  silence  was  observed. 

Dr.  Johnston  then  proceeded  to  the  elections. 

Dr.  Yedinak,  chairman  of  the  Nominating  Com- 
mittee, announced  that  the  Committee  had  met  at 
4:30  p.m.  at  Jackson  Lake  Lodge  on  August  30, 
and  presented  the  following  nominations: 

President-elect,  Donald  B.  Hunton;  Vice-pres- 
ident, Patrick  D.  Nolan;  Treasurer,  Jim  Stoetzel. 
It  was  noted  that  Goode  Cheatham,  who  ordinar- 
ily had  ascended  in  the  list  of  officers,  had  asked 
that  his  name  be  excluded;  a correction  from  the 
House  indicated  Jim  Stoetzel  should  be  referred 
to  as  Secretary;  and  Archie  Kirsch  from  Rawlins 
was  nominated  for  Treasurer.  Nominations  from 
the  floor  for  each  of  these  offices  would  be  con- 
sidered proper.  It  was  noted  that  the  Delegate,  the 
Speaker,  and  the  Vice-speaker  were  not  up  for 
election  next  year.  After  calling  for  nominations 
from  the  floor,  a unanimous  vote  was  then  cast, 
by  motion,  for  Drs.  Hunton,  Nolan,  Stoetzel,  and 
Kirsch.  The  other  nominations  made  by  the  Com- 
mittee were  for  two  vacancies  on  the  Blue  Shield 
Board  of  Trustees.  The  Blue  Shield  Board,  itself, 
will  determine  which  one  of  these  two  people  shall 
become  a member  of  the  board.  The  Committee 
nominated  for  the  two  vacancies  on  the  Blue 
Shield  board,  four  people — Don  Reed  from  Sheri- 
dan, Dale  Larsen  from  Casper,  Bob  Carnahan  from 
Casper  and  Jerry  Rounsborg  from  Torrington. 
After  discussion,  the  following  names  were  added 
to  the  slate:  Laurence  Gee,  S.  J.  Giovale,  R.  R. 
Taylor.  A unanimous  vote  was  cast  in  favor  of 
accepting  the  seven  physicians  listed  to  be  candi- 
dates to  the  Blue  Shield  Board  of  Trustees. 

Dr.  Johnston  then  announced  the  Council  Meet- 
ing would  be  held  immediately  following  the 
meeting. 

There  being  no  other  business.  Dr.  Johnston 
declared  the  meeting  adjourned  for  1973  on  Au- 
gust 31,  1974. 


NOTICE 

The  1974  issue  of  the  DIRECTORY  OF 
PHYSICIANS,  published  by  RMMJ,  has  been 
mailed  to  all  members.  The  special  section  of 
Denver  Medical  Society  members  included 
those  holding  Associate  membership  only,  and 
listings  for  members  who  maintained  1973 
Active  membership  in  another  component 
society  of  CMS  did  not  appear  as  members  in 
the  location  of  their  practice.  At  a later  date 
these  additional  listings  will  be  published  in 
the  Journal,  together  with  corrections  which 
have  come  to  our  attention  since  publication. 
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yoming  MD’s  in  the  News 
Frank  Barrett,  MD,  Cheyenne  surgeon,  is  a 
candidate  for  Governor  of  Wyoming  in  the  Re- 
publican primary.  Dr.  Barrett  has  a broad  back- 
ground of  service  to  Wyoming — serving  in  the 
state  senate  from  1967  to  1971 — and  taking  active 
leadership  in  health  and  education  agencies  and 
organizations  in  the  state  and  throughout  the 
West.  Dr.  Barrett  pointed  out  two  principal  rea- 
sons for  his  decision  to  make  his  bid  for  Gov- 
ernor. He  said,  “First  of  all,  the  biggest  problems 
which  will  face  Wyoming  in  the  next  five  years 
are  ‘people  problems’ — and  my  training  and  ex- 
perience has  been  in  helping  people  and  solving 
people  problems;  and  secondly,  I believe  I can 
win.”  Dr.  Barrett  is  the  son  of  the  former  Wyo- 
ming Governor,  Congressman  and  U.S.  Senator, 
Frank  A.  Barrett. 

« * * * * 

R.  C.  Stratton,  MD,  Green  River,  retired  in 
August  after  40  years  of  service  in  his  profession 
and  in  civic  and  municipal  services.  In  addition 
to  his  performances  in  the  medical  and  surgical 
field.  Dr.  Stratton  has  also  served  in  public  of- 
fice as  a member  of  the  town  council,  mayor, 
president  of  the  Lions  Club,  member  of  the 
school  district  board  of  trustees  and  the  Chamber 
of  Commerce.  Dr.  Stratton  came  to  Green  River 
in  1933  as  a Union  Pacific  physician  and  surgeon. 

4;  * 


A.  T.  Sudman,  MD,  a native  of  Nebraska,  re- 
tired in  August  after  38  years  of  service  to  the 
Green  River  community.  In  addition  to  serving 
Green  River  and  Sweetwater  County  as  a physi- 
cian, he  was  a leader  in  the  Chamber  of  Com- 
merce, heading  the  road  committee  for  several 
years;  a long-time  member  of  the  school  board, 
a member  of  the  Lions  Club  and  is  an  active  mem- 
bers of  St.  John’s  Episcopal  Church  and  director 
of  the  First  National  Bank. 

4:  * * * ♦ 


Guy  Halsey,  MD,  Rawlins,  retired  his  practice 
after  having  assisted  hundreds  of  persons  during 
a career  which  spans  more  than  three  decades. 
Dr.  Halsey  first  opened  his  practice  in  Rawlins  in 
November,  1950.  He  said  he  decided  to  retire  from 
the  profession  after  “considering  many  things,” 
but  ultimately,  the  decision  stemmed  from  a de- 
sire to  spend  more  time  with  his  family  and  have 
the  opportunity  to  indulge  in  more  recreational 
activities. 

4t  ♦ * ♦ * 


A Casper  neurosurgeon,  Philip  D.  Gordy,  MD, 
has  been  appointed  a clinical  professor  of  neuro- 
surgery at  the  University  of  Colorado  Medical 
Center.  He  is  a former  professor  and  chairman  of 
the  Department  of  Neurological  Surgery  at  Phila- 
delphia Jefferson  Medical  College.  Dr.  Gordy  has 
authored  fifteen  publications. 


Radiologist  Named 

Dr.  Frank  J.  Gorishek,  Denver,  Colo.,  is  being 
honored  for  his  outstanding  work  in  medicine  and 
for  his  contribution  to  radiology  by  being  named 
a Fellow  of  his  medical  association,  the  American 
College  of  Radiology.  Dr.  Gorishek,  who  is  af- 
filated  with  Mercy  Hospital  in  Denver,  was  cited 
at  a Convocation  during  the  College’s  51st  annual 
meeting  in  New  Orleans.  The  ACR  is  a profes- 
sional medical  society  with  8,500  member  physi- 
cians who  specialize  in  the  use  of  x-rays  and 
radioactive  substances  for  diagnostic  and  thera- 
peutic purposes. 

The  radiologist  is  a 1938  graduate  of  Creighton 
University  Medical  School. 


NEW  MEXICO 


Honors  to  Dr.  Pfile 

Dr.  Julia  Pfile,  Resident  in  Internal  Medicine 
at  the  University  of  New  Mexico  Hospitals,  Albu- 
querque, has  been  appointed  to  the  National  Heart 
and  Lung  Advisory  Council  of  HEW’s  National 
Heart  and  Lung  Institute. 

As  a Council  member,  Dr.  Pfile  will  participate 
in  the  evaluation  of  NHLI  programs  in  support  of 
research  on  the  heart,  blood  vessels,  blood,  and 
lungs  and  on  the  diseases  that  affect  them.  The 
Council  also  makes  recommendations  to  the  Office 
of  the  Director,  NHLI,  and  to  the  Director  of  NIH 
concerning  the  directions,  goals,  and  priorities  of 
these  programs. 

Dr.  Pfile  is  the  second  of  two  Council  members 
selected  “.  . . from  persons  enrolled  in  residency 
programs  providing  training  in  heart,  blood  ves- 
sel, lung,  or  blood  diseases  . . .”  in  accordance  with 
Section  417  of  the  National  Heart,  Blood  Vessel, 
Lung,  and  Blood  Act  of  1972.  Her  term  of  service 
runs  through  September  1975. 

A native  of  Longmont,  Colorado,  Dr.  Pfile  at- 
tended Oberlin  College,  Oberlin,  Ohio,  where  she 
received  her  A.B.  degree,  magna  cum  laude,  in 
1968  and  was  a member  of  Phi  Beta  Kappa.  Dur- 
ing the  summer  of  1966,  she  worked  at  the  Case 
Western  Reserve  School  of  Medicine  under  a 
Smith,  Kline  and  French  Summer  Research  Fel- 
lowship, and,  during  the  summers  of  1967  and 
1968,  studied  at  the  University  of  Colorado  School 
of  Medicine  under  training  grants  from  the  Colo- 
rado Heart  Association  and  the  Hematology  Di- 
vision of  the  University. 
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She  received  her  M.D.  degree  from  the  Uni- 
versity of  Colorado  in  1972  and  was  selected  out- 
standing female  graduate  by  the  Colorado 
Women’s  Medical  Association.  In  the  course  of  her 
medical  training,  she  also  served  a three-months 
Medical  Clerkship  at  the  Edinburgh  Royal  In- 
firmary, Edinburgh,  Scotland  in  1970  and  a pre- 


ceptorship  in  rural  medicine  at  Cortez,  Colorado 
in  1971. 

She  completed  her  internship  in  1972  at  the 
University  of  New  Mexico  Affiliated  Hospitals, 
where  she  is  presently  a Resident  in  Internal 
Medicine. 


University  of  New  Mexico  Medical  Center 

Clayton  S.  White,  M.D.,  will  receive  an  honor- 
ary doctor  of  science  degree  from  the  University 
of  New  Mexico.  Dr.  White  has  been  president  of 
the  Lovelace  Foundation  for  Medical  Education 
and  Research  since  1965.  A graduate  of  the  Uni- 
versity of  Colorado  School  of  Medicine,  Dr.  White 
was  a Rhodes  scholar  and  served  in  the  U.S.  Navy 
before  coming  to  New  Mexico  in  1947  to  lead 
Lovelace  Foundation  research  efforts  and  estab- 
lish a section  of  aviation  and  internal  medicine 
at  Lovelace  Clinic. 


Francis  N.  LeBaron,  M.D.,  chairman  of  the  Uni- 
versity of  New  Mexico  School  of  Medicine’s  de- 
partment of  biochemistry,  has  been  granted  a 
year’s  sabbatical  starting  in  July  to  study  technics 
of  organizational  design  and  development  under  a 
$12,175  grant  from  the  National  Fund  for  Medical 
Education. 

Dr.  LeBaron  will  devote  a year  to  the  function- 
ing of  interdisciplinary  education  at  the  Sloan 
School  of  Management,  and  will  also  attend  sem- 
inars at  Massachusetts  Institute  of  Technology  and 
at  Harvard  Graduate  School  of  Business  Adminis- 
tration. 

Dr.  LeBaron,  a member  of  the  UNM  medical 
faculty  since  early  in  the  school’s  development  in 
1964,  has  served  on  the  general  UNM  curricula 
committee,  is  chairman  of  the  Nutrition  Improve- 
ment Program,  and  a member  of  the  executive 
committee  of  the  state  chapter  of  Sigma  Xi,  an 
honorary  group  of  multidisciplinary  scientists. 

He  is  the  first  president  of  the  American  So- 
ciety for  Neurochemistry,  a group  which  brought 
more  than  200  scientists  to  Albuquerque  from  the 
United  States,  Canada,  Mexico,  Sweden,  and  Eng- 
land for  their  organizational  meeting  four  years 
ago. 

Dr.  LeBaron  received  his  B.S.  in  chemical  en- 
gineering from  Massachusetts  Institute  of  Tech- 
nology in  1944,  his  M.A.  in  biochemistry  from  Bos- 
ton University  in  1948,  and  his  doctorate  in  that 
field  from  Harvard  University  in  1951. 


Wyoming 

Charles  W.  Jeffrey,  MD,  90,  Rawlins  physician 
and  philanthropist,  died  in  January  in  Carbon 
County  Memorial  Hospital.  Doctor  Jeffrey  was 
described  as  a man,  “who,  in  his  own  way,  tried 
to  show  his  love  for  his  fellow  man.”  Doctor 
Jeffrey,  wealthy  from  staking  an  oil  wildcatter 
who  hit  in  Montana,  gave  financial  backing  for 
the  Lost  Creek  Oil  and  Uranium  Co.,  from  which 
has  sprung  Western  Nuclear. . Wearing  a trench 
coat  and  felt  hat,  his  sharp  eyes  peering  through 
steel-rimmed  glasses,  the  spare  figure  of  Doctor 
Jeffrey  was  a familiar  one  along  the  University 
of  Wyoming  sidelines  at  football  games  dating 
back  to  the  Bowden  Wyatt  era.  He  helped  many 
athletes  and  other  young  people  through  college. 
Other  areas  bearing  the  influence  of  the  pioneer 
doctor  are  Jeffrey  Center  at  Rawlins;  the  bust 
of  Abraham  Lincoln  by  sculptor  Robert  Russin  on 
1-80,  a gift  from  Doctor  Jeffrey;  and,  the  town- 
site  of  Jeffrey  City  which  bears  the  name  of  the 
man  who  financially  backed  uranium  when  it 
was  known  mainly  as  a prospector’s  dream. 


Herbert  L.  Harvey,  MD,  83,  a prominent  Cas- 
per physician,  died  in  November  in  an  Annandale, 
Va.,  nursing  home.  He  began  his  practice  of  med- 
icine in  Glenrock  in  1920  and  his  entire  medical 
career  was  in  Wyoming.  He  assisted  in  forming 
the  Natrona  County  Memorial  Hospital  staff  in 
1923  and  was  one  of  the  organizers  of  Investment 
in  Casper.  Active  in  Boy  Scout  work  since  1922, 
he  began  as  a merit-badge  counselor  and  summer- 
camp  doctor,  progressing  through  many  areas  of 
leadership,  including  ten  years  as  an  executive 
board  member  and  two  years  as  a member  of  the 
National  Council  Advisory  Committee.  He  was 
responsible  for  establishing  the  Central  Wyoming 
Boy  Scout  Council  Trust  Fund  with  initial  assets 
of  $850  and  now  having  an  estimated  net  worth 
of  $150,000  in  cash  and  securities.  He  also  was  a 
founder  of  the  Buffalo  Bill  Camp  near  Cody  and 
he  and  an  associate  donated  the  land  for  the  Cas- 
per Service  Center.  He  is  survived  by  his  widow; 
a son,  Glen,  Arlington,  Va.;  and  four  grandsons. 
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FOR  SALE 


MEDICAL  BUILDING 


SoO.OOO — Price 

☆ 840,000—9%%  loan 

825,000  Down 
may  handle 


Suites  for  three  or  more  physicians  in  a completely  refiirhished  Victorian  office 
hiiihling,  a prestigious  location  at  420  Downing  Street 

☆ Formerly  a pediatric  clinic 

☆ Reception  area  with  built-in 
desks,  cabinets 

☆ Two  secretarial  areas 

☆ Seven  offices,  six 
with  plumbing  connection 

Air-conditioned 


Calk  Jack  illiams 

778-7272 


COMMERCIAL 
INDUSTRIAL  and 
INVESTMENT 
REAL  ESTATE 

RiAilojI  (303)  778  - 7272 
420  DOWNING  ST,  DENVEd,  COLORJDO  / 00210 


CHAMBERS  COURT  WEST  APARTMENTS 

FIRST  USER  BENEFITS 


☆ 18  Vnits — Near  1-225  and  Colfax 

☆ Completion  August  1974 

☆ Inside  corridor  security  building 

Attractive,  spacious  units  with 
ample  storage,  and  2-1  parking 


☆ Moderate  rents 

☆ Price:  8260.000 

☆ Loan:  8167,500 — 9^%% 

☆ 875,000  down  may  handle 


Call: 

Michael  Sparig 
778-7272 
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Rocky  Mountain  Medical  Journal 


General  Pathology,  Walter  and  Israel,  4th  Edi- 
tion, Churchill  Livingstone,  Edinburgh  and  Lon- 
don, 1974. 

The  early  pages  of  this  text  set  forth  the  back- 
ground upon  which  the  descriptions  of  damaged 
cells,  tissues,  and  organs  need  to  be  superimposed 
to  understand  the  pathology.  The  thrust  is  to  re- 
late morbid  anatomy  and  altered  physiology  to 
explain  the  clinical  picture.  The  text  has  been 
updated  from  the  previous  edition  in  an  attempt 
to  keep  many  conditions  from  being  described  and 
redescribed  so  faithfully  that  they  become  “dis- 
eases” which  require  no  more  thought.  The  authors 
emphasize  that  inherited  genetic  constitution  and 
environment  are  the  two  basic  factors  which 
characterize  each  individual  and  his  physiologic 
functioning  in  health  and  non-health.  Much  of  the 
book  is  devoted  to  documenting  the  human  body’s 
reaction  to  external  influences  as  pathogenic  or- 
ganisms, trauma,  and  dietary  deficiencies. 

The  chapter  heading,  “Structure  and  Effects 
of  Some  Common  Tumours”  indicates  the  intent 
to  avoid  stressing  anatomical  description  except  as 
it  relates  to  physiological  and  chemical  changes 
in  the  patient.  So  often  throughout  the  text  refer- 
ences are  made  to  “feelings”  of  the  patient — and 
the  doctor — about  this  thing  with  a human  being 
wrapped  around  it  called  “disease”.  Another 
chapter  titled,  “Developmental  Tumours  and 
Tumour-like  Conditions”  includes  aberrations  of 
both  adults  and  children  stressing  the  process 
rather  than  the  age  group. 

The  patient  orientation  is  evident  in  chapter 
titles,  as,  “Pigments  of  the  Body  and  their  Dis- 
orders” or  in,  “Heterotopic  Calcification”  or  in, 
“Temperature  Regulation:  Fever  and  Hypother- 
mia”— all  clinical  observations  in  need  of  ex- 
planation. Experimental  work  in  animals  is  not 


emphasized  but  is  referred  to  frequently  to  stress 
clinical  observations. 

There  are  fifty-five  pages  devoted  to  blood 
disorders  and  transfusion  practices.  As  with  much 
of  the  book,  most  of  the  information  could  be 
found  elsewhere  and  perhaps  defining  in  detail 
such  things  as  the  red  cell  constants  is  detracting. 
But  again,  the  information  is  molded  together  in 
an  attempt  to  be  of  service  to  the  patient  by  ig- 
noring the  artificial  barriers  between  clinical  and 
anatomical  pathology. 

There  is  an  interesting  appendix  covering  “The 
Principles  of  Disinfection”,  “The  Principles  of 
Bacteriologic  Diagnosis”,  and  “The  Physics  of 
Ionising  Radiation”. 

The  references  are  not  exhaustive  and  are  not 
meant  to  be;  the  illustrations  and  pictures  are  not 
flashy  but  nicely  augment  the  text.  The  printing 
and  format  makes  a highly  readable  text. 

For  the  beginner  in  pathology  there  is  much 
that  will  be  new  and  fascinating  in  this  book, 
though  the  basic  information  could  certainly  be 
obtained  from  many  other  sources.  The  author’s 
attitudes  toward  “disease”  and  people  rings 
through  and  may  distress  the  pure  scientist.  The 
experienced  pathologist  will  find  the  book  worth 
reviewing  and  he  may  even  find  his  imagination 
titillated  a little  by  some  of  the  recent  clinical 
correlations  with  pathologic  observations.  That 
“firm,  white,  lobulated  mass”  may  even  have  some 
fascinating  chemical  effects  that  are  more  im- 
portant to  the  patient  than  the  mass! 

C.  W.  Reiquam,  MD 
Reviewer 


You  Can  Order  REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after  date 
of  publication.  Minimum  charge  applies  for  100 
copies  or  less. 

The  cost  is  very  reasonable 

for  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 
1601  East  19th  Avenue 
Denver,  Colorado  80218 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  lAth  Street 
Denver  80202 


Telephone 

534-8714 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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At  First  Trust  Corporation 

KEOGH  COUNTS 


«»  «» 

Van  Hummell  Building  • Tel.  303-744-2944 
444  Sherman  St.  • Denver,  Colorado  80203 


Located  at  6901  South  Yosemite,  Denver 


Designed  for  your  convenience  — conceived  for  your  comfort! 

Brick  highlights  a light- textured,  airy  atmosphere 
Private  entrances  . . . ample  off  street  parking  . . . beautiful 
mountain  views  . . . pharmacy  available  — details  to  satisfy 

CaU  (303)  770-3430  THE  TERRAWEST  COMPANY 
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University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

PERINATAL  MEDICINE 

Snowmass-at-Aspen,  Colorado 
August  12-16,  1974 

* * * * 


3RD  ANNUAL  SANTA  FE 
CARDIOLOGY  SYMPOSIUM 

Santa  Fe  Hilton,  Santa  Fe,  New  Mexico 
August  9-10,  1974 

Contact:  Richard  D.  Lueker,  MD,  201  Cedar, 
S.E.,  Suite  604,  Albuquerque,  New  Mexico  87106. 


American  Academy  of  Clinical  Toxicology 

1974  ANNUAL  MEETING 

L’Hotel  Windsor,  Montreal,  Quebec,  Canada 

August  11-16,  1974 

Contact:  John  E.  Ott,  MD,  University  of  Colo- 
rado Medical  Center,  Denver,  Colorado  80220. 


PATHOLOGY  IN  GYNECOLOGY 
AND  OBSTETRICS 

The  Stanley  Hotel,  Estes  Park,  Colorado 
August  24-29,  1974 

Contact:  Office  of  Postgraduate  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 


The  American  Society  for 
Surgery  of  the  Hand 

THE  CHARLEY  J.  SMYTH,  M D.  SEMINAR  ON 
RHEUMATIC  AND  ARTHRITIC  CONDITIONS 
OF  THE  UPPER  EXTREMITY 

Kiandra/Talisman  Lodge,  Vail,  Colorado 
July  24-27,  1974 

Contact:  John  A.  Boswick,  Jr.,  MD,  4200  East 
9th  Avenue,  Box  2414,  Denver,  Colorado  80220. 


Montana  Radiological  Society 

BIANNUAL  SYMPOSIUM 

Big  Sky,  Montana 
July  31— August  1-2,  1974 

Contact:  C.  H.  Agnew,  MD,  Radiological  Asso- 
ciates, Room  102,  Doctors  Building,  Billings,  Mon- 
tana 59101. 


American  College  of  Surgeons, 
Montana-Wyoming  Chapter 


Beth  Israel  Hospital 

ASPEN  MUSHROOM  CONFERENCE 
Snowmass-at-Aspen,  Colorado 
August  26-30,  1974 

Contact:  Barbara  Silvastain,  Beth  Israel  Hos- 
pital, W.  17th  Avenue  and  Lowell  Boulevard,  Den- 
ver, Colorado  80204. 


Fitzsimons  Army  Medieal  Center 

27TH  ANNUAL  SYMPOSIUM  ON 
PULMONARY  DISEASE 
Fitzsimons  Army  Medical  Center 
Denver,  Colorado 
September  9-13,  1974 

Contact:  Roald  A.  Nelson,  MD,  Program  Direc- 
tor, Fitzsimons  Army  Medical  Center,  Denver, 
Colorado. 


The  World  Medical  Association,  Inc. 

INTERNATIONAL  CONFERENCE  ON  THE 
PHYSICIAN  AND  POPULATION  CHANGE 
Stockholm,  Sweden 
September  1-6,  1974 

Contact:  Sir  William  Refshauge,  The  World 
Medical  Association,  Inc.,  10  Columbus  Circle, 
New  York  City,  New  York  10019. 

EIGHTEENTH  ANNUAL  WESTERN 
INDUSTRIAL  HEALTH  CONFERENCE 
Hilton  Hotel,  Los  Angeles,  California 
October  10-12,  1974 

Contact:  B.  H.  Bravinder,  Executive  Secretary, 
P.O.  Box  201,  Alamo,  California  94507. 


Third  World  Congress 


ANNUAL  SUMMER  MEETING 

Big  Sky,  Montana 
August  8-10,  1974 

Contact:  David  R.  Klein,  MD,  1231  North  29th 
Street,  Billings,  Montana  59101. 


COLLEGIUM  INTERNATIONALE 
CHIRURGIAE  DIGESTIVAE 
Regency  Hyatt,  Chicago,  Illinois 
October  10-14,  1974 

Contact:  University  of  Illinois  Department  of 
Surgery,  P.O.  Box  6998,  Chicago,  Illinois  60680. 
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Triaminic  Syrup 
Die  orange  medicine  from  Dorsey 


Doivey 

LABORATORIES  ^ 


Division  of  Sandoz-Wander,  tnc. 


LiNCOLN,  NEBRASKA  68501 

J 
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NOW  LEASING 

Opening  on  August  1,  1974 


Medical-Dental  Offices.  Across  from  new  Southglenn  Shopping  Center. 
Arapahoe  Road  at  South  Vine  Street.  Provision  for  all  needs. 

G650  So.  Vine  St. 

For  information  contact  Perry  & Butler  Mr.  Purvis  at  757-7471  or  344-9875,  Eves 


Cordial  Invitation 


We,  Mexican  MDs,  are  glad  to  invite  our  American  colleagues  to  a joint  venture  at  a 

Hotel-Club  in  Mazatlan,  Sinaloa,  Mexico 


The  “Asociacion  de  Medicos  Mexicanos,  A.C.”  is  carrying  on  a project  named  “Ammaczatlan,”  based 
on  the  construction  of  a Hotel-Club  in  Mazatlan.  We  actually  have  a lot  on  the  beach,  located  between 
the  Camino  Real  and  the  Holiday  Inn  hotels. 

Our  Hotel-Club  will  have  40  air-conditioned  apartments  with  two  bedrooms,  living-dining  room,  bath- 
room and  kitchenette. 


There  will  be  a swimming  pool,  splash  pool, 
garden  and  a parking  lot. 

Our  shareholders  will  be  able  to  reside  there 
as  many  days  as  shares  they  own — paying  only 
the  service-maintenance  fee,  which,  according 
to  an  economic  study  made,  will  be  about  $14 
a day. 

The  price  of  the  share  ($110)  is  established  by 
its  nominal  value  ($100)  and  a premium  ($10) 
for  organization  expenses.  Until  the  shares  sub- 
scription is  completed,  the  share  nominal  will 
be  deposited  in  the  joint  savings  account  which 
our  Asociacion  has  in  Financiera  Comermex 
and  it  will  accumulate  8.374%  annual  interest, 
with  capitalization  every  three  months.  If  the 
promotion  should  fail,  the  shareholders’  money, 
plus  the  accumulated  interest,  will  be  returned 
to  them. 


We  request  our  American  colleagues  who  may  be  interested 
in  this  joint  venture  to  fill  out  the  coupon  below  and  send 
it  back  to  us. 


Asociacion  de  Medicos  Mexicanos.  A.C. 

Leandro  Valle  No.  93  Nte. 

Torreon,  Coah. 

Mexico. 

I am  interested  in  the  "Ammaczatlan"  Hotel-Club  project. 
Please  send  illustrated  pamphlet  to: 

IPLEASE  PRINT) 

NAME  - 


ADDRESS 


CITY  STATE  ZIP  . 


Signature  
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At  First  Trust  Corporation 


KEOGH  COUNTS 


Van  Hummell  Building  • Tel.  303-744-2944 
444  Sherman  St.  • Denver,  Colorado  80203 


ir  A Disability  Closed  the  Door  on  Yoor  Practice... 
Would  it  also  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day. 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury. 

Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Group  rates,  helps  see  to  it  that  your  family  will  have 
something  to  fall  back  on  should  you  become  sick  or  hurf 
and  unable  to  work  because  of  a covered  sickness  or 
accident 

ACT  NOW  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan.  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need.  There's 
no  obligafion 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  CO  80033 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 


Carl  Roderick 
2627  West  10th  Street 
Greeley,  CO  80631 


Tony  Occhiuto 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  CO  80932 


Mutual 

9^maha.xL/ 

People  pou  can  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  Of  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA.  NEBRASKA 


I 

Colorado  Medical  Society  Insurance  Program  • 

Please  send  me  full  details  on  the  Disability  Income 

Protection  Plan  available  to  me  as  a member,  I 

NAME i 

ADDRESS ’ 

CITY STATE ZIP 
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Rocky  Mountain  Medical  Journal 


WANT  ADS 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver).  (303)  922-3525. 

873-5-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone; 
(303)  922-3525  (Southwest  Denver).  873-6-TFB 


PHYSICIANS  WANTED.  Two  men  to  join  nine-man  multi- 
specialty group  in  scenic  CSlenwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact:  Dr.  Orrie  Clemens  or  Dr.  G.  Thomas 
Morton.  Glenwood  Medical  Associates,  1905  Blake,  Glenwood 
Springs,  Colorado  81601,  or  call  (303)  945-5441.  374-4-TFB 


INTERNIST.  Board  qualified  or  Generalist  with  solid  medical 
background.  Needed  for  active  96  bed  GM&S  Veterans  Ad- 
ministration Hospital,  well  equipped  and  staffed,  with  excel- 
lent library  and  consultants.  Competitive  starting  salary;  ex- 
cellent fringe  benefits:  will  pay  travel  and  moving  expenses. 
Equal  opportunity  employer;  licensure  required  in  one  of  the 
fifty  states  or  Dist.  of  Columbia;  abundant  outdoor  recreation; 
pleasant  climate  with  clean  air  in  attractive  peaceful  western 
city  of  10,000.  Inquire:  Frank  R.  Mohs,  M.D.,  Chief  of  Staff, 
VA  Hospital,  Miles  City,  MT  59301,  or  call  collect  (406) 
232-3060,  Ext.  11.  574-5-3B 


OPENINGS  FOR  A FAMILY  PRACTITIONER  AND  GENERAL 
INTERNIST  in  SE  Denver  medical  group.  12  full-time  physi- 
cians including  1 fulltime  family  practitioner  and  five  in- 
ternists. Guaranteed  income  1st  year,  followed  by  partnership 
if  mutually  satisfactory.  Write  or  call  Theodore  K.  Gleichman, 
M.D.,  University  Park  Medical  Clinic,  1919  South  University 
Boulevard,  80210,  (303)  744-2701.  574-7-3 


DOCTORS— LICENSED  TO  PRACTICE  MEDICINE  in  Colo- 
rado needed  fulltime  for  plasma  center.  RN  on  duty  to  as- 
sist. Retired  doctors  considered.  No  age  limit.  Salary  open, 
please  reply  to  Box  674-4-TFB,  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Ave.,  Denver,  Colo.  80218.  674-4-TFB 


MEDICAL  HIGH-RISE  FOR  LEASE:  Ideal  location  on  West 
84th  Ave.  just  off  1-25  in  Thornton,  Colorado.  Complete 
facilities  available,  including  space  for  medical  and  dental 
suites  and  pharmacy.  All  with  individual  climate  control.  In- 
cludes all  utilities  and  services.  Near  hospitals,  shopping  cen- 
ters, and  lodging.  Competitive  lease  rates  available.  For  com- 
plete information  on  rates  and  amenities,  call  or  write  Jack 
Jolly  or  Preston  Adams,  Moore  Realty  Co.,  300  Speer  Boule- 
vard, Denver,  Colorado  80203.  Call  (3031  733-5511.  674-10-3B 


GARDEN-LEVEL  OFFICE  AND  MEDICAL  BUILDING.  Prime 
Lakewood.  Colorado  location.  Main  building  of  6,800  square 
feet  plus  separate  three-unit  apartment  conversion  on  same 
site.  Main  building  has  monthly  gross  income  of  $2,585. 
Masonry-veneer  construction.  Air  conditioned.  Parking  for 
100  cars.  Up  to  3,400  square  feet  available  on  lease  terms. 
Priced  at  $185,000.  Terms  negotiable.  Contact  Rich  Richison, 
Moore  Realty  Co.,  300  Speer  Boulevard,  Denver,  Colorado 
80203.  Call  (3031  733-5511.  674-9-3B 


MEDICAL  OFFICE  SPACE  AVAILABLE  in  Professional  Arts 
Building.  1245  East  Colfax  Avenue,  Denv'er,  located  close  to 
Midtown  Hospital  Area.  Predominantly  me<iical  building  at 
attractive  rates.  Contact:  Mr.  E.  Crust,  Richter/Robb  & Co., 
(3031  831-7888.  674-8-TFB 


PROFESSIONAL  SPACE  in  heart  of  Applewood,  Colorado. 

2050  Youngfield  Street.  Lakewood.  Exceptional  opportunity 
for  medical  doctors.  2200  sq.  ft.  partitioned  for  consultation, 
reception,  and  examination  rooms.  Plumbing  in  most  rooms. 
Air-conditioned.  Write  or  phone:  L.  B.  Arnold.  2001  Willow 
Court.  Lakewood.  Colorado  80215,  or  Call:  (3031  237-3358. 

774-8-3B 


EXCELLENT  OPPORTUNITIES  in  prime  location  in  North- 
glenn (Suburb  of  Denver).  Low  medical  population.  Mod- 
erate rentals.  Specialists  needed.  Building  designed  with  ad- 
vanced ecological  concepts  for  fuel  conservation.  Call  Dr.  John 
Fischer:  (303)  452-2766.  574-2-3B 


NEW  AND  USED  MEDICAL  EQUIPMENT,  including  X-ray. 

Bought,  sold,  leased,  repaired.  Used,  and  obsolete  medical 
equipment  accepted  as  trade-ins.  Plaza  Medical,  Inc.,  7683  E. 
Jefferson  Drive,  Denver,  Colorado  80110.  Call:  (303)  771-6210 

574-3-3B 


PEDIATRICIAN  NEEDED  to  share  established  practice  in 
Boii'der,  Colorado.  Call  M.  Gehres,  M.D.  collect  at  (303) 
443-8880.  574-6-TF 


PHYSICIAN  for  part-time  needed  to  help  with  bariatric 
medicine  (obesity).  Practice  in  Englewood,  Colorado.  Phone: 
W.  L.  Asher.  M.D.,  (303)  781-5257.  674-6-2 


FOR  SALE:  Following  sets  of  vols.  — loose  leaf  — kept  up- 
to-date  until  the  last  2 or  3 years;  Gynecology  and  Ob- 
stetrics, 6 vols.;  Davis  and  Carter;  Lewis’  Practice  of  Surgery, 
12  vols.;  Tice,  Practice  of  Medicine,  10  vols.;  Brenneman, 
Practice  of  Pediatrics,  3 large  or  6 small  vols.;  Stereoscopica 
Atlas  of  Human  Anatomy,  Sec.  VI,  Pelvis,  2 vols.;  Sec.  V, 
Abdomen,  2 vols.;  Sec.  Ill,  Upper  Extremity,  1 vol.  Contact; 
Dr.  Helen  Maytum,  3163  So.  Columbine  St.,  Denver,  Colorado 
80210.  Call:  (303)  756-2656.  774-1-2 


GENERAL  PRACTITIONER  to  join  3 GPs  and  1 General 
Surgeon.  Individual  practice,  rotating  night  and  weekend 
coverage.  Luxurious  office  available  in  new,  modern  building. 
New  60-bed  hospital.  Town  of  6,000,  drawing  area  of  15,000. 
Write:  K.  D.  Austin,  M.D.,  520  Main  Street,  Goodland,  Kansas 
67735,  or  call:  (9131  899-3633.  774-2-3B 


OPHTHALMOLOGISTS,  PEDIATRICIANS,  AND  FAMILY 
PHYSICIANS  — Who  ever  heard  of  Lamar,  Colorado?  People 
who  like  good  life,  open  space,  fresh  air  and  golf  without  a 
tee  time.  Referrals,  support  and  cooperative  professional 
climate  assured.  Building  new  $2  million  hospital.  Contact: 
Keith  F.  Krausnick,  M.D.,  200  South  5th  Street,  Lamar,  Colo- 
rado 81052,  Phone:  (303)  336-9051,  or  Ray  Holmes,  Hospital 
Administrator,  Prowers  Medical  Center,  Lamar,  Colorado 
81052,  or  phone  (303)  336-4343.  774-3-lB 


PHYSICIANS — WORLDWIDE — Spain,  Japan,  Hawaii,  Maine, 
Florida,  California — other  areas.  General  Practitioner  or 
Specialists  needed.  Practice  primary  health  care.  No  over- 
head. Continuing/graduate  medical  education.  Research. 
Thirty  days  paid  annual  vacation.  Comfortable  salary.  Con- 
tact: LCDR  A.  E.  PIATT,  MSC.  USN,  Medical  Programs 
Officer,  Navy  Recruiting  Area  SIX,  6910  Pacific  Street,  Suite 
100,  Omaha,  NE  68106,  or  Call:  (800)  841-8000  tool-free. 

774-4-2B 


EMERGENCY  ROOM  PHYSICIAN  WANTED  for  320  bed 
JCAH  accredited  general  hospital.  In  process  of  reorganizing 
emergency  room  services.  Excellent  salary  and  fringe  bene- 
fits. Contact:  Administrator,  Memorial  Hospital  of  Natrona 
County,  Casper,  Wyoming  82601.  774-5-TFB 


FOR  SALE — examining  table,  microscope,  metal  x-ray  filing 
cabinets  and  otoscopes,  opiithalmoscopes,  and  other  equip- 
ment. Call:  (303)  623-6448.  774-6-lB 


GENERAL  PRACTITIONER,  join  two  GPs  now  practicing 
in  booming  West  Denver  suburb.  Salary  or  any  other  ar- 
rangement. Write:  Joseph  A.  Leonard,  M.D.,  9393  West  Ala- 
meda Ave.,  Lakewood,  Colorado  80226.  774-7-1 


SEMI-RETIRED  PHYSICIAN  WANTED  for  office  type  prac- 
tice in  beautiful  hunting,  fishing,  vacation  area.  Friendly 
southeastern  Wyoming  town  of  1200,  located  42  miles  from 
Carbon  County  Memorial  Hospital,  Rawlins,  Wyoming.  Good 
referral  service  available.  Contact:  Jon  P.  Wigert,  M.D., 
Saratoga.  Wyoming  82331,  or  Call  (307)  326-8259.  774-9-1 
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Green  Gables  Professional  Pork 

Jewell  and  Pierce,  Lakewood,  Colo.  (Southwest  Denver) 


FOR  LEASE 


MEDICAL  SPACE 

(Courtyard  Entrances) 


• Located  in  Jefferson  County, 
Colorado's  most  rapidly 
growing  county. 
• Lowest  medical  population 
in  Metro  Denver. 


1880  So.  Pierce 
Suite  #4 

Lakewood,  Colorado  80226 
Phone:  (303)  934-2168 


Suites  from  960-2560  square  feet  to  accommodate 
25  physicians  in  single  and  associate  practices 


• Easy  access 
• Generous  parking 
• Laboratory  and  Radiologist 
• Pharmacy 
• Imm.ediate  Occupancy 
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give  pain  killers?... prescribe 


give  pain  killers  only? 

They  relieve  pain  but  may  cause  patient  drug 
dependency  and  unnecessary  sedation. 

prescribe  frequent  eating  only? 

Frequent  feeding  helps  buffer  acid,  but  caloric, 
digestive,  and  social  considerations  make 
frequent  eating  both  difficult  and  impractical 


use  antacids  only? 

Antacids,  like  food,  help  neutralize 
or  buffer  stomach  acidity.  Their 
action  is  short,  usually  lasting 
only  1 to  hours  (given  four 
hours  after  a meal).*  Some 
patients  may  require 
antacids  every  half  hour. 


When  you  add  Pro-Banthine*  yoi 

^ brand  of  ,11.  1 • j 

propantheline  bromide 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiraticj 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  tfl 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenct  j 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  f| 
advised  to  micturate  at  the  time  of  taking  the  medication. 

CX/erdosage  should  be  avoided  in  patients  severely  ill  with  ulcerati'i 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  m;] 


cannibal  stomach 


add  Pro-Banthine 

Helps  to  relieve  pain  without  risk  of  patient  drug 
dependency. 


add  Pro-BanthIne 

Reduces  gastric  secretory  volume  and  total 
resting  and  free  acid  without  the  caloric, 
digestive,  and  social  problems  occasioned  by 
uent  eating. 


add  Pro-Banthine 

Pro-Banthine  slows  intestinal  motility  to 
enhance  and  prolong  the  action  of 
antacids.  The  action  of  Pro-Banthine 
lasts  4 to  6 hours. 


*Fordtran,  J.  S.,  and  Collyns,  J.  A.  H.:  Antacid 
Pharmacology  in  Duodenal  Ulcer;  Effect  of 
Antacids  on  Postcibal  Gastric  Acidity  and 
Peptic  Activity,  Mew  England  J.  Med. 
274:921-927  (April  28)  1966. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  HI.  60680 


SEARLE 


isually  get  better  patient  response. 


cur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
verse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
omnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
n,  impotence  and  allergic  dermatitis. 

wage  and  Administration:  The  recommended  daily  dosage  for  adult 
al  therapy  is  one  15-mg.  tablet  with  meds  and  two  at  bedtime.  Subse- 
ent  adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
ide. 

o-Banthine  RA.  — Each  tablet  of  Pro-BanthTne  RA.  (propantheline 
amide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  dl  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg,  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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a consistent  benefit  of 


Dalmane 

(flurazepam  HCI)  proved  by  a 

17-night  clinical  study  in  the  sleep  research 
laboratory  evaluating  effectiveness  in 
insomnia  patients* 

Eight  patients  received  no  medication  on  nights  1-4;  Dalmane  (flurazepam  HCI) 
or  placebo  on  nights  5-9;  crossover  capsule,  nights  10-14;  and  no  medication, 
nights  15-17.  While  placebo  had  no  significant  effect  on  sleep  maintenance, 
Dalmane  reduced  nighttime  awakenings  by  55. 1%  when  given  on  nights  5-9, 
43.7%  on  nights  10-14.  When  four  control  subjects  received  placebo  on  the 
10  “drug”  nights,  awakenings  increased  11.5%  over  baseline. ^ 


Average  Number  of  Awakenings 
and  Minutes  of  Wake  Time 
(4  Studies,  16  Subjects)  ^ ^ 


34,61 

min 


Number  of  Wake  Time 

Awakenings 

(Decreased  31.3%)  (Decreased  52.6%) 


B Baseline  (no  medication) 

[Zl  Dalmane  (f lurazepam  HCI)  30  mg 


confirmed  by  clinical  studies 
in  four  geographically  separated 
sleep  research  laboratories^^ 

Using  a 14-night  protocol,  involving  eight  insomniac 
an(d  eight  normal  subjects,  four  stucdies  confirmed 
the  sleep-maintaining  effectiveness  of  Dalmane 
(flurazepam  HCI)  and  the  reproducibility  of  this 
response.  On  average,  one  30-mg  capsule  reduced 
number  of  awakenings  by  31.3%  and  wake  time  by 
52.6%.  In  all  these  studies,  Dalmane  induced  sleep 
rapidly,  on  average  within  17  minutes;  reduced 
nighttime  awakenings;  and  provided,  on  average, 

7 to  8 hours  of  sleep  without  repeating  dosage.^-s 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 


Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively  infrequent. 
While  dizziness,  drowsiness,  lightheadedness  and  the  like  have  been  noted  most  often, 
particularly  in  the  elderly  and  debilitated,  physicians  should  be  aware  of  the  possibility 
of  more  serious  reactions,  as  noted  in  the  Complete  Product  Information. 


Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation.  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule /t.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


REFERENCES:  1.  Kales  J,  et  at.  Clin  Pharmacol  Ther  12:691-697,  Jul-Aug,  1971 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC.  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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To  the  Editor: 

There  is  considerable  reasonable  evidence  that 
prolonged  cigarette  smoking  causes  almost  all  car- 
cinomas of  the  bronchi. 

(1)  Bronchiogenic  carcinoma  is  a rare  disease 
in  non-smokers. 

(2)  There  is  pathologic  evidence  of  progressive 
alterations  in  the  bronchial  epithelium  of 
smokers  that  may  subsequently  include 
cellular  atypism,  carcinoma  in  situ  and  in- 
vasive carcinoma. 

(3)  The  direct  and  prolonged  exposure  of  tis- 
sues to  tobacco,  both  burned  and  unburned, 
causes  cancerous  changes  at  other  sites — 
cigarette  smoke,  carcinoma  of  the  intrinsic 
larynx;  pipe  smoke,  external  larynx;  chew- 
ing tobacco,  the  quid  site  in  the  mouth; 
snuff,  the  nasal  pharynx,  (and  even  the 
ear  canal). 


(4)  The  production  of  tumors  in  several  spe- 
cies by  the  application  of  unburned  to- 
bacco and  tobacco  smoke  condensates. 

Dr.  Barnes’  opinion  (Rocky  Mountain  Medical 
Journal,  July,  p.  375),  that  “the  etiology  of  bron- 
ciogenic  carcinoma  is  as  elusive  as  any  others”  is 
actually  correct.  The  exact  cause  of  many  kinds 
of  malignancy  is  known:  ultraviolet  light,  arsen- 
icals,  x-rays,  asbestos,  etc. — and  cigarette  smok- 
ing. 

George  E.  Moore,  MD 
Denver  General  Hospital 


SECOND  NOTICE 

The  1974  issue  of  the  DIRECTORY  OF 

PHYSICIANS,  published  by  RMMJ,  has  been 
mailed  to  all  members.  The  special  section  of 
Denver  Medical  Society  members  included 
those  holding  Associate  membership  only,  and 

listings  for  members  who  maintained  1973 

Active  membership  in  another  component 
society  of  CMS  did  not  appear  as  members  in 
the  location  of  their  practice.  At  a later  date 
these  additional  listings  will  be  published  in 
the  Journal,  together  with  corrections  of  errors 
which  have  come  to  our  attention  since  publi- 
cation. 

Only  one  such  listing  will  be  published  as  a 
correction  of  the  1974  Directory. 
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ddd  LlbnUlll  (chlordiazepoxide  H 

to  your  cardiovascular  regimen? 


Excessive  anxiety  in 
susceptible  patients  can 
set  in  motion  a chain  of 
responses  which  add  to 
the  heart’s  work  and 
thereby  increase  the 
possibility  of  cardio- 
vascular complications.  Furthermore, 
intense  anxiety  may  interfere  \\  ith 
effective  medical  management  since 
some  patients,  in  an  attempt  to  deny 
their  illness,  may  resist  acceptance 
of  necessary  medication, 
dietary  restrictions 
and  other  therapeutic 
directives.  When 
counselimy  and 
reassurance 
alone  are  inad- 
equate to 


relieve  undue  anxiety,  j 
junctive  Librium  (chlor 
azepoxide  HCl)  may 
beneficial. 

”Specific”for  anxiety 
reduction... 
wide  margin  of  safety 

Librium  is  used  as  an  adjunct 
primary  cardiovascular  medic 
tions,  since  it  acts  directly  on  t 
central  nervous  system,  reduci 
excessive  anxiety  and  emotior 
tension.  In  so  doing.  Librium  i 
directly  affects  cardiovascul 
function. 

Librium  has  a high  degree 
antianxiety  effectiveness  with 
w ide  margin  of  safety.  In  prop 
dosage.  Librium  usuallv  helps  cal 
the  overanxious  patient  witho 
unduly  interfering  w ith  ment 
aciiit)^  or  general  performance.  , 
the  elderly  and  debilitated,  the  ir 
tial  dosage  is  5 mg  b.i.d.  or  less  , 
preclude  ataxia  or  oversedation,  ii 


casing  gradually  as  needed  and 
erated. 

Librium  is  used  concomitantly 
th  certain  specific  medications  of 
ter  classes  of  drugs,  such  as  car- 
le glycosides,  diuretics,  antihy- 
rtensiye  agents,  vasodilators  and 
ticoagulants.  Although  clinical 
idies  haye  not  established  a cause 
d effect  relationship,  physicians 
ould  be  aw  are  that  v ariable  effects 

blood  coagulation  have  been  re- 
tted very  rarelv^  in  patients  re- 
dying oral  anticoagulants  and 
brium.  After  anxiety  has  been 
duced  to  tolerable  lev  els.  Librium 
erapy  should  be  discontinued. 


5 mg 

For  geriatric 
patients  and, 
in  general,  for 
milder 
degrees  of 
clinically 
significant 
anxiety 


10  mg 
For  relief  of 
mild  to 
moderate 
anxiety 


25  mg 
Specifically 
for  use  in 
severe  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring 
alone  or  accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensi- 
tivity to  the  drug. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(c.g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed  against 
its  po.ssible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six,  limit  to  smallest  effective  dosage  (ini- 
tially 10  mg  or  less  per  day)  to  preclude  ataxia  or  overse- 
dation, increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generalh’ 
not  recommended,  if  combination  therapy  with  other  psy- 
chotropics seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tendencies  may 
be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated. 

These  are  reversible  in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dv  sfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and  liver  func- 
tion tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide  HCl.  Libritabs®  Tablets 
containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 


or  relief  of  excessive  anxiety 
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Dialt^ue 


“I  may  be  prejudiced,  but  Ij ' 
very  much  in  favor  of  the  detail  r ' 
I meet.  Most  of  them  are  knowlei 
able  about  the  drugs  they  promc: 
and  can  be  a great  help  in  acquai 
ing  me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as 
do  about  the  detail  man.  Over  th(| 
years  I have  gotten  to  know  most 
the  men  who  visit  me  regularly  a 
they  in  turn  have  become  aware 
my  particular  interests  and  the  r 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  mi 
as  possible  to  the  areas  of  intere 
to  me.  Since  I usually  see  the  sar 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  deali| 
with  health  problems  in  this  couij 
there  is  a potential  for  detail  mer 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa 
tives  and  salesmen  of  the  pharm.; 
ceutical  industry  is  the  type  of  cc 
tact  that  people  in  a medical  cen  ' 
research  people,  and  academic 
people  have  and  that’s  in  all  likeli| 
on  a somewhat  different  level  fro 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I persct 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reachi 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— anc| 
attimes  actually  are  — dissemina 
tors  of  useful  information.  They 
could  consistently  serve  a real  ed 
cational  function  in  theirability  t(| 
discuss  their  products. 

At  present  they  do  distribuh] 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use| 
ful  — as  well  as  some  excellentfilr 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  tf 


Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 

I has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
I intelligently.  He  can  also  supply 
j reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 

! too,  I exercise  some  caution.  I usu- 
ally  accept  most  of  the  statements 

!and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  largerteachingfacilities. 

It  goes  without  sayingthat  a physi- 
|i  cian  should  also  rely  on  other 
f sources  for  his  information  on 
I pharmacology. 

I Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
^ of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
sentinga  one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function,  inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  seethe  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  trainingof  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
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A Comprehensive  Therapeutic  Program 

for  the  G.I.  patient 


Enarax®  (oxyphencyclimine  HCI/hydrox- 
yzine  HCI)  Tablets,  as  adjunctive  therapy,  can 
help  relieve  a wide  range  of  gastrointestinal 
disorders— and  their  accompanying  anxiety* 
Without  cooperation  of  the  patient,  however, 
no  medicinal  regimen  can  succeed  entirely... 
an  understanding  of  the  condition,  the  factors 
involved  in  its  development,  and  the  proper 
approach  to  self-care  are  often  basic  to  suc- 
cessful therapy. 

To  help  save  some  of  your  valuable  time  in 
providing  this  background  information,  this 
specially  designed  G.I.  Patient  Relief  Kit  is 
available  on  request— a valuable  addition  to 
your  overall  therapeutic  program. 

In  addition  to  a complimentary  introductory 
prescription  for  Enarax  Tablets,  this  hand- 


some kit  contains  the  information  and  appro- 
priate stimuli  to  start  the  patient  on  a program 
of  proper  self-care; 

Patient  Information  Booklet,  “You  and  Your 
Digestive  System”— easy-to-swal low  advice 
on  how  to  take  care  of  the  gastrointestinal 
tract,  including  diet  information. 

Sanka®  brand  decaffeinated  coffee  sample 
packets  to  provide  an  alternative  to  regular 
coffee  with  caffeine  for  the  patient  who  insists 
on  drinking  coffee. 

Gelusil®  Liquid  to  help  relieve  heartburn, 
dyspepsia,  gas,  and  flatulence  between  meals. 

Money-saving  coupon  for  future  purchase. 

You  can  obtain  a quantity  of  these  kits  pack- 
aged for  easy  office  storage  by  filling  out  the 
attached  Prepaid  Business  Reply  Card. 
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‘Based  on  a review  of  this  drug  by  the 
National  Academyof  Sciences— National  Research  Council, 
F.D.A.  has  classified  this  indication  as  "possibly " effective. 


Please  see  following  page  for  prescribing  information, 
including  adverse  reactions,  contraindications  and  warnings. 


To  help  control 

G.l.  distress*/calm  psychic  tension* 

Enaraxtabiets 

(oxyphencyclimine  HCl/hydroxyzine  HCl) 

• Combination  provides  for  effective  1 2-hours  antispasmodic/anti- 
cholinergic  action  of  oxyphencyclimine  with  the  calming  action  of 
Atarax"  (hydroxyzine  HCl). 

• As  adjunctive  therapy,  helps  relieve  a wide  range  of  gastrointes- 
tinal disorders,  and  their  accompanying  anxiety— simultaneously. 
However,  it  should  be  used  with  caution  in  patients  with  ulcerative 
colitis. 

• Avoids  the  confusion  and  expense  of  two  medication  schedules. 

• Convenient  b.i.d.  dosage. 

• Individualized  therapy— Enarax"  5 (oxyphencyclimine  HCl 
5 mg. /hydroxyzine  HCl  25  mg.).  Enarax"  10  (oxyphencyclimine 
HCl  10  mg. /hydroxyzine  HCl  25  mg.). 

• Usually  well  tolerated;  drowsiness  or  blurred  vision  may  occur. 

SEE  REVERSE  FOR  FREE  OFFER 

PRESCRIBING  INFORMATION 

Composition 

Each  Enarax  5 tablet  contains: 

oxyphencyclimine  HCl  5 mg. 

hydroxyzine  HCl  N.F.  (Atarax)®  25  mg. 

Each  Enarax  10  tablet  contains: 

oxyphencyclimine  HCl " 10  mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Description.  Enarax  is  a combination  of  oxyphencyclimine  HCl  and 
hydroxyzine  HCl.  Oxyphencyclimine  HCl  is  a crystalline  substance  char- 
acterized by  the  chemical  formula:  (1-methyl-1 ,4.5.6  tetrahydro-2- 
pyrim idyl-methyl  alpha-cyclohexyl-alpha-phenylglycolate  hydrochloride). 

It  is  soluble  and  stable  in  aqueous  solutions. 

Hydroxyzine  HCl  is  designated  chemically  as  1 -(p-chlorobenzhydryl)-4- 
t2-(2-hydroxyethoxy)-ethyl]  piperazine  dihydrochloride. 

Actions.  Oxyphencyclimine  HCl  provides  long  acting  suppression  of  gas- 
tric secretion  through  its  anticholinergic  action.  The  mechanism  of  this 
action  is  the  inhibition  of  acetylcholine  at  postganglionic  cholinergic 
sites  in  structures  innervated  by  postganglionic  parasympathetic  nerves 
and  on  smooth  muscle  not  so  innervated  but  responsive  to  acetylcholine. 

Hydroxyzine  HCl.  marketed  under  the  trade  name.  Atarax®,  has  been 
shown  clinically  to  be  an  effective  anti-anxiety  agent.  It  induces  a calm- 
ing effect  in  anxious,  tense  individuals  without  impairing  mental  alert- 
ness. It  is  not  a cortical  depressant,  but  its  action  may  be  due  to  a sup- 
pression of  activity  in  certain  key  regions  of  the  subcortical  area  of  the 
central  nervous  system. 


Contraindications.  Because  of  its  anticholinergic  activity,  Enarax  is  con- 
traindicated in  the  presence  of  glaucoma,  obstructive  uropathy  (i.e.  blad- 
der neck  obstruction  due  to  prostatic  hypertrophy),  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal  stenosis, 
etc.):  paralytic  ileus;  intestinal  atony  of  the  elderly  or  debilitated  patient; 
unstable  cardiovascular  status  in  acute  hemorrhage;  severe  ulcerative 
colitis;  toxic  megacolon  complicating  ulcerative  colitis;  myasthenia  gravis. 
Warnings.  Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  substantially 
above  the  human  therapeutic  range.  Clinical  data  in  human  beings  are 
inadequate  to  establish  safety  in  early  pregnancy.  Until  such  data  are 
available,  hydroxyzine-containing  drugs  are  not  advised  in  early  pregnancy. 

In  the  presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heatstroke  due  to  decreased  sweating). 

Diarrhea  may  be  an  early  symptom  of  incomplete  intestinal  obstruction, 
especially  in  patients  with  ileostomy  or  colostomy.  In  this  instance  treat- 
ment with  this  drug  would  be  inappropriate  and  possibly  harmful. 


Printed  in  U S A 


* Indications.  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective:  As  adjunctive  therapy  in  peptic  ulcer;  irri- 
table bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  coli- 
tis, functional  gastrointestinal  disorders);  functional  diarrhea;  drug 
induced  diarrhea;  ulcerative  colitis,  and  urinary  bladder  spasm  and 
ureteral  spasm  (i.e.  smooth  muscle  spasm). 

Final  classification  of  these  less  than  effective  indications  re- 
quires further  investigation. 


Enarax  may  produce  drowsiness  or  blurred  vision.  In  this  event,  the 
patient  should  be  warned  not  to  engage  in  activities  requiring  mental 
alertness  such  as  operating  a motor  vehicle  or  other  machinery,  or  per- 
form hazardous  work  while  taking  this  drug. 

Precautions.  Anticholinergics  should  be  used  with  caution  in  patients  with; 

autonomic  neuropathy, 

hepatic  or  renal  disease, 

ulcerative  colitis— Large  doses  may  suppress  intestinal  motility  to  the 
point  of  producing  a paralytic  ileus  and  the  use  of  this  drug  may  precipi- 
tate or  aggravate  the  serious  complication  of  toxic  megacolon. 

hyperthyroidism,  coronary  heart  disease,  congestive  heart  failure,  car- 
diac arrhythmias,  hypertension  and  nonobstructing  prostatic  hypertrophy; 
hiatal  hernia  associated  with  reflux  esophagitis,  since  anticholinergic 
drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic  drugs  in  the  treat- 
ment of  gastric  ulcer  may  produce  a delay  in  gastric  emptying  time  and 
may  complicate  such  therapy  (antral  stasis). 

The  use  of  this  drug  in  the  presence  of  complication  of  biliary  tract 
disease  should  not  be  relied  upon. 

Tachycardia  should  be  thoroughly  investigated  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  increase  the  heart  rate. 

With  overdosage,  a curare-like  action  may  occur. 

Adverse  Reactions.  As  with  other  anticholinergics,  oxyphencyclimine  HCl 
produces  certain  effects  which  may  be  physiologic  or  toxic  depending 
upon  the  individual  patient's  response.  The  physician  must  delineate  these. 

Adverse  reactions  may  include  xerostomia;  urinary  hesitancy  and  re- 
tention; blurred  vision  and  tachycardia;  palpitations;  mydriasis,  dilatation 
of  the  pupil;  cycloplegia,  increased  ocular  tension;  loss  of  taste;  head- 
aches; nervousness;  drowsiness;  weakness;  dizziness;  insomnia;  nausea; 
vomiting:  impotence;  suppression  of  lactation;  constipation;  bloated 
feeling;  severe  allergic  reaction  or  drug  idiosyncrasies  including  ana- 
phylaxis. urticaria  and  other  dermal  manifestation;  some  degree  of  men- 
tal confusion  and/or  excitement  especially  in  elderly  persons. 

Decreased  sweating  is  another  adverse  reaction  that  may  occur.  It 
should  be  noted  that  adrenergic  innervation  of  the  eccrine  sweat  glands 
on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 
An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses 
of  drug  would  be  required,  and  this  would  produce  severe  side  effects 
from  parasympathetic  paralysis. 

Side  effects  which  occasionally  occur  with  hydroxyzine  HCl  (Atarax)® 
are  drowsiness,  xerostomia,  and,  at  extremely  high  doses,  involuntary 
motor  activity,  all  of  which  may  be  controlled  by  reduction  of  the  dosage 
or  discontinuation  of  the  medication. 

Dosage  and  Administration.  The  recommended  adult  dose  is  usually  one 
Enarax  5 or  one  Enarax  10  tablet  two  times  a day  or  three  times  a day. 
depending  on  individual  response.  Proper  diet  and  antacids  should  be 
used  where  indicated  as  concomitant  therapy.  The  safe  use  of  Enarax 
in  children  has  not  been  established;  therefore,  the  drug  should  not  be 
used  in  children. 

Drug  Interactions.  The  potentiating  action  of  hydroxyzine  must  be  con- 
sidered when  the  drug  is  used  in  combination  with  central  nervous  sys- 
tem depressants. 

How  Supplied.  Enarax  5 is  available  as 
white  scored  tablets  in  bottles  of  60 
Enarax  10  is  available  as  black  and 
white  scored  tablets  in  bottles  of  60. 
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Bio-Science 


Reports 


Serum  Triiodothyronine  (T,) 
by  Radioimmunoassay  (RIA) 


The  concentration  of  T3  in  normal  serum  is 
only  1/70th  the  concentration  of  serum  T4,  but 
the  greater  biologic  activity  of  T3  (4  to  6 times 
that  of  T4)  and  the  fact  that  it  is  bound  much 
less  tightly  to  serum  proteins  suggests  an  im- 
portant role  in  thyrometabolic  status.  Further- 
more, the  recognition  of  a disease  entity  in 
which  thyrotoxicosis  is  present  without  ele- 
vated T4  levels,  but  with  elevated  T3  levels,  has 
focused  attention  on  the  need  for  serum  T3 
determinations  as  part  of  a total  thyrodiag- 
nostic  test  battery. 

Serum  T3  levels  are  increased  in  pregnancy 
and  in  women  receiving  estrogens,  presum- 
ably paralleling  TBG  increases  in  a manner 
analogous  to  T4  levels.  Similarly  T3  levels  are 
lower  in  subjects  with  decreased  TBG  levels. 

In  hyperthyroidism,  serum  T3  levels  are  ele- 
vated to  a greater  relative  degree  than  T4.  This 
disproportionate  increase  may  be  due  in  part 
to  the  fact  that  an  important  source  of  serum 
T3  is  deiodination  of  T4  in  peripheral  tissues. 
The  findings  in  hypothyroidism  are  less  well 
defined  and  appear  to  be  due,  in  part,  to  sen- 
sitivity limitations  in  methodology. 

NORMAL  RANGE:  60-190  ng/100  ml.  serum 

The  specimen  required  is  2 ml  of  serum. 
Ask  for  “Serum  T3  by  RIA.” 
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T< 


A Fight 
For  Survival 


ODAY  IN  America  there  are  over  30,000 
national  magazines  and  news  periodicals. 
The  magazine  industry  is  the  largest  and 
most  important  medium  for  continuing  ed- 
ucation in  our  nation.  There  are  magazines 

for  every  kind  of  per- 
son on  every  conceiv- 
able subject,  from 
fishing  to  business  to 
government  to  religion 
— and  everything  in  between.  Dissemination 
of  information  is  the  corollary  of  freedom  of 
speech,  the  cornerstone  of  our  democracy. 
But  the  American  magazine  industry  is  in  a 
fight  for  survival.  It  is  threatened  by  that 
very  government  whose  form  and  life  de- 
pend upon  its  health  and  vigor. 


In  1970  Congress  passed  the  Postal  Re- 
organization Act  which  freed  the  postal 
service  from  politics,  changed  it  to  an  inde- 
pendent service,  and  reformed  the  manage- 
ment to  a modern  business  operation.  Also, 
however,  the  Act  included  the  provision  that 
within  five  years,  that  is  by  1976,  the  postal 
service  should  charge  high  enough  rates  to 
make  the  system  self-supporting.  The  Con- 
gress was  so  pleased  with  the  actions  to  re- 
form and  modernize  that  they  failed  to  ap- 
preciate that  the  self-supporting  concept 
would  wipe  out  the  magazine  industry. 


Recently,  the  editors  of  READER’S  DI- 
GEST broke  with  their  precedent  to  publish 
a message  in  their  own  magazine.  It  was  en- 
titled, “Will  Congress  Kill  the  Magazine  In- 
dustry?” As  these  editors  point  out,  there 
have  thus  far  been  two  rate  increases  on  the 
way  to  this  self-sufficient  goal  for  1976.  The 
first,  in  1971,  by  increasing  its  annual  mail- 


ing cost  from  $4  million  to  $10  million,  forced 
LOOK  out  of  business.  The  increase  in  mail- 
ing cost  the  next  year  was  the  determining 
blow  that  scuttled  LIFE.  There  is  no  doubt 
that  snow-balling  mailing  cost  will  continue 
to  cause  large  numbers  of  magazines  to  quit. 
The  postal  rate  jumped  57  per  cent  over  the 
past  three  years,  and  by  1976  will  increase 
another  130  per  cent  to  300  per  cent,  depend- 
ing upon  which  economist  you  believe. 

This  self-supporting  concept  is  wrong  by 
philosophy  and  precedent.  Benjamin  Frank- 
lin, appointed  Postmaster  General  in  1775, 
established  a policy  of  special  low  rates  for 
periodicals  as  an  educational  service  to  the 
nation.  “Few  public  policies  have  been  more 
far-sighted.  For  an  annual  charge  of  . . . less 
than  one-half  of  one  per  cent  of  the  tax  con- 
tributions to  the  nation’s  schools  . . . the  Post 
Office  helps  to  maintain  a healthy  magazine 
industry.”*  Congress  has  previously  always 
considered  the  U.S.  mail  to  be  a public  serv- 
ice. Moreover,  the  Congress  for  two  centuries 
recognized  that  the  postal  service  is  a gov- 
ernment monopoly  and  studiously  avoided 
abuse  of  this  status.  In  1970  the  Congress 
passed  The  Reorganization  Act  on  the  as- 
sumption that  modern  business  methods  and 
efficient  organization  would  cut  costs,  and 
actually  it  hoped  for  lower  rates — it  was  not 
purposely  breaking  with  an  American  tradi- 
tion. But  the  assumption  was  wrong. 

In  May  of  this  year  the  Senate  recognized 
the  serious  plight  of  the  magazine  industry. 
It  approved,  by  a 71  to  11  vote,  a bill  provid- 
ing for  an  additional  three  years  for  phasing 
out  government  subsidization  of  the  postal 
service.  But  this  is  not  enough!  The  decision 
to  make  the  postal  service  self-supporting  has 
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proved  wrong.  Magazines  will  either  be 
forced  out  of  business,  or  they  will  neces- 
sarily raise  subscription  rates  to  a level 
where  the  consumer  can  only  be  the  affluent 
of  the  nation.  The  taxpayer  is  expected  to 
subsidize  everything  and  everybody  in  crea- 
tion, but  his  taxes  are  not  to  go  to  delivery 
of  his  mail.  The  decision  for  total  self-support 
must  be  changed. 

The  ROCKY  MOUNTAIN  MEDICAL 
JOURNAL  has  the  same  serious  financial 
problems  as  the  magazine  industry.  READ- 
ER’S DIGEST  quotes  Senator  Goldwater:  “I 
believe  that  the  Postal  Service  should  con- 
tinue to  be  what  its  name  and  historical  role 
imply — a service  to  the  American  People.” 
If  you  agree,  write  your  Congressman. 


A. 


-CCORDING  TO  THE  LONDON  TiMES  the  an- 
nual meeting  of  the  British  Medical  Associa- 
tion in  early  July  was  to  be  “the  most  crucial 
meeting  since,  with  some  reluctance,  they 
agreed  to  take  part  in  National  Health  Serv- 
ices more  than  28 
Don’t  years  ago.”  There  is  a 

Quit  dispute  over  private 

Yet!  practice  which  “might 

result  in  doctors  walk- 
ing out  of  the  Service  or  emigrating  in  in- 
creasing numbers.”  More  important  than 
this  issue  is  “lack  of  money  to  run  the  NHS,” 
there  being  an  immediate  need  for  500  mil- 
lion pounds  to  finish  out  the  year,  and  there 
is  no  more  money  available. 

“The  motions  on  the  agenda  for  the  meet- 


ing reflect  the  scale  of  the  difficulties  and 
the  growing  mood  of  frustration  and  anxiety 
in  the  profession” — motions  for  more  pay  for 
physicians,  for  improved  staffing,  for  in- 
crease in  wages  for  nurses  and  ancillary 
workers.  Other  motions  “express  concern 
about  declining  standards  of  medical  care 
and  call  for  a greater  proportion  of  the  na- 
tion’s gross  national  product  to  be  spent  on 
medical  services.”  And  these  are  complaints 
of  doctors  who  grew  up  in  the  socialized  sys- 
tem! 

At  the  moment  at  two  London  hospitals 
(Guy’s  and  The  London)  the  patient  waiting 
lists  exceed  3,000,  and  there  are  five  other 
hospitals  with  waiting  lists  over  2,000  at  each. 
Supported  by  industry  and  business,  a large 
segment  of  private  practice  has  developed, 
and  it  competes  for  facilities  and  beds  with 
the  NHS,  to  the  deterioration  of  the  latter. 
Exodus  of  doctors  continues,  and  now  there 
is  a developing  emigration  of  nurses. 

NHS  in  England  has  failed  as  a first  class 
system. 

Over  the  years  the  gigantic  effort  of 
American  organized  medicine  in  fighting  so- 
cialization has  been  labeled  only  a delaying 
action.  Have  faith.  Maybe  these  efforts  are 
beginning  to  pay  off.  The  longer  medicine 
can  thwart  those  who  would  socialize  us  the 
more  time  there  is  to  accumulate  evidence  of 
the  deficiencies  and  failures  of  the  national- 
ized systems.  Experience  has  taught  us  that 
in  any  hard  fought  contest  at  any  moment 
some  unexpected  event  can  turn  it  all 
around.  If  our  cause  is  right,  we  dare  not 
quit  now. 
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Tick-transmitted  diseases 


In  the  Rocky  Mountain  States 


James  K.  Todd,  MD,  Gary  W.  Mierau,  PhD, 
aiid  Thomas  M.  Vernon,  MD,  Denver* 


The  ticks  of  the  Rocky  Mountain  region  are 
capable  of  transmitting  five  diseases  to  man: 
tularemia,  relapsing  fever,  American  tick- 
bome  typhus  (American  spotted  fever, 
Rocky  Mountain  spotted  fever) , Colorado 
tick  fever,  and  tick  paralysis.  In  spite  of  the 
frequency  of  tick  exposures  in  the  moun- 
tains, it  has  recently  been  shown  that  many 
physicians  are  still  unsure  of  the  diseases 
most  likely  to  be  acquired  in  their  states.^ 
To  properly  understand  and  diagnose  these 
illnesses  it  is  important  to  know  the  natural 
history  of  ticks,  the  epidemiology  of  the  dis- 
eases they  transmit,  and  the  distinguishing 
features  of  each  disease. 

ISatiiral  History 

The  tick  of  primary  importance  to  human 
health  in  this  region  is  the  Rocky  Mountain 
wood  tick,  Dermacentor  andersoni  ( D.  venus- 
tus).  This  hard  tick  (Fig.  1)  is  abundant 
throughout  the  Rocky  Mountains,  except  in 
New  Mexico  where  it  is  found  only  in  the 
extreme  northern  part  of  the  state.  It  is  usu- 
ally found  at  elevations  of  4,000  to  9,000  feet 
where  the  predominant  vegetation  is  brushy. 
It  is  relatively  scarce  in  heavy  timber  or 
open  grassland.  The  American  dog  tick  (D. 
variahilis),  common  to  the  eastern  United 
States,  occurs  in  eastern  Montana,  Wyoming, 
and  Colorado  but  is  so  similar  to  the  Rocky 

♦James  K.  Todd,  MD,  is  Director  of  Infectious  Disease  and 
Gary  W.  Mierau,  PhD,  is  in  the  Department  of  Pathology, 
Children's  Hospital,  Denver.  Thomas  M.  Vernon,  MD,  is 
Chief,  Epidemiology  Section,  Colorado  State  Department 
of  Health.  Address  reprint  requests  to  James  k.  Todd, 
MD,  Children’s  Hospital,  1056  East  Nineteenth  Avenue, 
Denver,  Colorado  80218. 


Mountain  wood  tick  that  the  two  species  need 
not  be  distinguished.  Both  species  are  known 
to  transmit  American  tick-borne  typhus,  tu- 
laremia, and  tick  paralysis,  while  D.  ander- 
soni is  as  well,  the  only  known  vector  of 
Colorado  tick  fever. 

Females  of  these  species  lay  their  eggs 
(about  5,000)  under  the  shelter  of  dead 
leaves.  After  about  35  days  the  eggs  hatch 
and  six-legged  larvae  (seed  ticks)  emerge. 
They  find  a small  mammal  host,  feed  for  3 
to  5 days,  and  then  drop  off  to  molt  into  the 
nymph  stage.  The  nymphs,  which  have  four 
pairs  of  legs,  hibernate  unfed  until  spring. 
They  then  seek  another  small  mammal  host, 
feed  for  4 to  9 days,  and  drop  off  to  molt  into 
the  adult  stage.  From  late  March  through 
July  the  adults  actively  seek  large  mammal 
hosts  including  man.  Each  morning  they 
crawl  up  grass  stalks  or  low  shrubs  to  await 
a suitable  host  but  must  return  to  the  veg- 
etative mat  at  ground  level  to  avoid  dessica- 
tion  during  the  hot  afternoon.  A slight  vibra- 
tion of  their  perch  causes  them  to  raise  up 
and  extend  the  first  three  pairs  of  legs  in 
readiness  to  grasp  any  passing  object.  After 
finding  a suitable  host  they  feed  for  6 to  13 
days,  mate,  and  then  drop  to  the  ground  to 
lay  their  eggs  and  die.  The  life  cycle  may 
thus  be  completed  in  two  years.  Adverse  cli- 
matic conditions  or  the  absence  of  suitable 
hosts  often  delay  the  cycle’s  completion;  both 
nymphs  and  adults  may  survive  a year  with- 
out feeding. 
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Because  hard  ticks  usually  spend  several 
hours  on  their  host  before  they  attach  and 
begin  to  feed,  the  most  practical  preventative 
measure  against  tick  bites  is  for  hikers  to 
carefully  search  for  ticks  on  their  body  and 
clothing  at  periodic  intervals.  Special  atten- 
tion should  be  given  to  the  hair  line  where 
ticks  may  be  easily  overlooked.  Most  ticks 
will  be  discovered  before  they  become  at- 
tached. 

Since  the  danger  of  acquiring  tick-borne 
disease  increases  with  the  length  of  time 
ticks  are  attached,  it  is  recommended  that 
hikers  remove  embedded  ticks  immediately. 
The  most  effective  means  is  simply  to  pull 
them  off  with  a gentle  backward  traction. 
Because  ticks  of  the  genus  Dermacentor 
have  a relatively  short  hypostome,  there  is 
little  danger  of  leaving  the  mouth  parts  in 
the  wound.  The  physician  removing  a tick 
from  a patient  should  insert  the  tip  of  a hy- 
podermic needle  under  the  head  of  the  tick, 
lifting  it  out  as  gentle  traction  is  applied  to 
the  tick’s  body.  This  technic  is  faster  and 
more  effective  than  attempting  to  induce  the 
tick  to  withdraw  by  covering  it  with  petro- 
leum jelly  or  touching  it  with  a hot  instru- 
ment. It  is  fortunate  that  most  tick  bites  do 
not  produce  disease  in  humans. 

Soft  ticks  of  the  genus  Ornithodoros  (Fig. 
2)  are  found  in  all  of  the  Rocky  Mountain 
states.  Encounters  with  humans  usually 
occur  in  caves,  camp  sites,  or  mountain 
cabins.  These  ticks  are  rarely  seen  because 
they  usually  attack  at  night,  feed  for  only  a 
few  minutes,  then  promptly  leave  their  host. 
Their  bites  are  highly  irritating  and  are 
often  mistaken  for  those  of  bed  bugs. 
Ornithodoros  are  extremely  resistant  to 
starvation,  individual  ticks  in  captivity  hav- 
ing been  known  to  survive  for  over  forty 

TABLE  1 

AVERAGE  ANNUAL  INCIDENCE,  1969  to  1973,  OF  TICK  TRANSMITTED 
DISEASE  IN  THE  ROCKY  MOUNTAIN  STATES* 


Colorado 

Tularemia 

O.b 

Relapsing 

Fever 

0 

American 

tick-borne 

typhus 

2.4 

Colorado 
tick  fever 

120.6 

Tick 

paralysis 

1.2 

Montana 

1,4 

0 

1.8 

9.2 

0 

Nevada 

0.2 

0 

0.6 

0.4 

0 

New  Mexico 

0.6 

0 

0.8 

0 

0 

Utah 

15.4 

0.2 

0.8 

11.8 

0 

Wyomi ng 

1.6 

0 

0.4 

0.6 

0 

♦Incidence  is  reported  as  cases  per  100,000  population.  Tick  paralysis 
is  not  routinely  reported  in  these  states,  and  Relapsing  fever  is 
routinely  reported  only  in  Utah. 


FIG.  1:  The  hard  tick  Dermacentor. 


years  with  only  occasional  feedings.  These 
ticks  are  important  vectors  of  relapsing 
fever,  especially  in  the  southwestern  states. 

Incidence 

An  important  aid  in  the  diagnosis  of  tick 
related  disease  is  an  understanding  of  the 
types  of  diseases  commonly  transmitted  by 
ticks  in  each  of  the  Rocky  Mountain  states. 
Table  1 shows  the  average  yearly  incidence 
for  the  years  1969  to  1973  of  each  of  the  en- 
demic tick-borne  diseases  in  Colorado,  Mon- 
tana, Nevada,  New  Mexico,  Utah,  and  Wyo- 
ming. The  incidence  of  relapsing  fever  and 
tick  paralysis  may  be  higher  for  neither  of 
these  diseases  is  reportable.  It  can  be  seen 
that  in  Colorado,  Montana,  Utah,  and  per- 
haps Wyoming  the  incidence  of  Colorado 
tick  fever  is  much  higher  than  that  of  Amer- 
ican tick-borne  typhus  (Rocky  Mountain 
spotted  fever) , yet  physicians  continue  to  er- 
roneously consider  the  latter  as  the  most 
likely  cause  of  tick  associated  febrile  illness 
in  the  Rocky  Mountain  states.'  Tularemia, 
relapsing  fever,  and  American  tick-borne 
typhus  are  commonly  found  in  other  areas 
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FIG.  2:  The  soft  tick  Ornithodoros. 


of  the  United  States  as  shown  in  Table  2. 
American  tick-borne  typhus  is  so  much  more 
common  in  other  states  that  the  term  Rocky 
Mountain  spotted  fever  is  now  considered  a 
misnomer. 

Clinical  Features 

The  systemic  findings  in  patients  with  re- 
lapsing fever,  American  tick-borne  typhus, 
Colorado  tick  fever,  and  occasionally  tula- 
remia may  be  very  similar.  Epidemiologic 
considerations,  when  there  is  a history  of 
tick  exposure,  may  greatly  facilitate  the  di- 
agnosis. A careful  physical  examination  may 
reveal  lymphadenopathy,  a focal  ulceration, 
or  a diagnostic  rash.  Table  3 shows  the  typ- 
ical clinical  and  laboratory  findings  in  pa- 
tients with  tick-bome  diseases.  The  following 
case  reports  illustrate  the  clinical  features  of 
each  of  these  five  diseases. 

CASE  REPORTS 

Case  1.  A 19-month-old  boy  was  admitted  to 
hospital  in  June  with  a one  day  history  of  fever. 
He  had  been  bitten  by  ticks  several  weeks  previ- 
ously in  Arkansas.  On  physical  examination  he 
had  an  erythematous,  swollen  right  great  toe  with 
definite  tender  right  inguinal  lymphadenopathy. 
The  WBC  was  13,200/mm3  with  83%  PMNs,  13% 
nonsegmented.  In  spite  of  intravenous  therapy 
with  Ampicillin  and  Nafcillin  the  lesion  began  to 
ulcerate.  Fever  continued  to  spike  daily.  Seven 
days  after  admission  the  toe  required  drainage 


which  subsequently  grew  Francisella  tularensis. 
Tularemia  agglutinins  were  elevated  (1:320)  while 
Brucella,  Proteus  OX- 19,  OX-2,  and  OX-K,  and 
Yersinia  pestis  titers  were  negative.  Chloramphen- 
icol and  streptomycin  therapy,  with  drainage 
of  the  inguinal  nodes,  resulted  in  a slow  recovery. 

COMMENT:  Tularemia  is  caused  by  the 
Gram  negative,  fastidious  bacterium,  Fran- 
cisella tularensis.  It  is  found  in  many  wild 
animal  species  (especially  rabbits)  and  can 
be  contracted  most  commonly  by  skinning 
animals,  but  also  by  tick  bite  (Dermacentor 
Sp.),  fly  bite,  or  drinking  contaminated 
water.  A local  inflammatory  lesion  develops 
at  the  site  of  inoculation  and  results  in 
fever  and  local  lymphadenopathy.  Less  com- 
monly the  initial  site  of  inoculation  may 
result  in  a conjunctivitis,  pharyngitis,  or 
pneumonitis.  The  patient  appears  septic  with 
persistent  spiking  fever.  The  diagnosis  can 
be  made  by  culture  of  the  organism  from  the 
local  lesion,  lymph  nodes,  or  blood  (requires 
special  culture  media),  or  by  titer  rises  of 
specific  tularemia  agglutinins.  A similar  dis- 
ease caused  by  the  plague  bacillus  (Yersinia 
pestis) , can  be  contracted  from  wild  animals 
but  is  not  tick-transmitted.  Early  treatment 
with  appropriate  antibiotics  is  usually  suc- 
cessful, although  the  pneumonic  form  may 
be  difficult  to  cure.  Tularemia  is  occasionally 
reported  in  all  of  the  Rocky  Mountain  states 
but  is  seen  more  frequently  in  the  central 
American  states. 

Case  2.  A 14-year-old  girl  presented  in  July 
with  a history  of  episodic  fevers  beginning  in 
June  after  exposure  to  ticks  in  the  mountains. 
The  fevers  lasted  three  days  and  were  accom- 
panied by  malaise,  vomiting,  aching  of  the  back 
and  joints,  and  jaundice.  After  a seven  day  asymp- 
tomatic period  the  symptoms  would  recur  and  by 
the  time  of  admission  there  had  been  a total  of 
five  symptomatic  episodes.  On  physical  examina- 
tion the  patient  was  febrile  with  a few  shotty 

TABLE  2 

STATES  WITH  HIGHEST  INCIDENCE  OF  TICK  TRANSMITTED  DISEASES 


Tularemia 

Relapsing 

Fever 

American 

tick-borne 

typhus 

Colorado 
tick  fever 

Tick 

Paralysis 

Texas 

Arizona 

Ohio 

Colorado 

Colorado 

Oklahoma 

Texas 

Maryland 

Utah 

Northwestern 

U.S.A. 

Arkansas 

Virginia 

Illinois 

Tennessee 

Missouri 

Washington 

Virginia 

North  Carol ina 

South  Carolina 

Georgia 

Tennessee 

Alabama 

Texas 

Oklahoma 

Montana 

Canada 

Western  Canada 
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cervical  nodes,  but  was  otherwise  normal.  Initial 
WBC  was  14,300/mm3  with  78%  PMNs.  Sedimen- 
tation rate  was  60mm/hr.  Blood  and  urine  cul- 
tures were  negative.  A blood  smear  stained  with 
Wright’s  stain  showed  large  spirochete  forms  and 
the  diagnosis  of  relapsing  fever  was  established. 

COMMENT:  Relapsing  fever  is  caused  by 
the  spirochetes  of  the  Borrelia  genus.  It  is 
harbored  by  many  animals  and  is  transmitted 
to  man  by  the  bite  of  the  infected  body  louse 
or  the  infected  soft  tick  (Ornithodoros) . Al- 
though reported  infrequently  in  the  Rocky 
Mountain  states,  a recent  epidemic  from  ex- 
posures in  camping  cabins  along  the  Grand 
Canyon  rim  was  described.  Fever  is  accom- 
panied by  malaise,  myalgia,  anorexia,  severe 
head  and  back  ache,  and  occasionally  a macu- 
lar rash,  conjuctivitis  or  jaundice.  The  initial 
attack  lasts  three  or  more  days.  Subsequent 
symptomatic  recurrences  are  interposed  be- 
tween afebrile  periods.  The  diagnosis  should 
be  suspected  if  the  patient  has  been  exposed 
to  soft  ticks  (in  old  cabins,  caves,  or  camp- 
sites) even  though  no  ticks  were  actually 
seen,  since  they  usually  bite  at  night.  The 
diagnosis  is  best  established  by  the  visualiza- 
tion of  the  large  spirochete  on  stains  of  the 
buffy  coat  blood  smear.  Animal  inoculation 
is  the  most  effective  means  of  culture.  A com- 
plement fixation  test  is  available  but  is  often 
negative.  Antibiotic  therapy  with  tetracy- 
cline is  helpful  although  Herxheimer  reac- 
tions may  occur. 

Case  3.  A 7-year-old  girl  was  admitted  in  Au- 
gust with  an  eight  day  history  of  persistent  fever 
with  arthralgia,  headache,  myalgia,  photophobia, 
abdominal  pain,  and  vomiting.  Several  days  after 
onset  she  developed  a macular  papular  eruption 
which  progressed  to  petechiae  predominantly  on 
the  distal  extremities.  She  had  recently  been  ex- 
posed to  ticks  while  on  vacation  in  Missouri.  On 
physical  examination  the  patient  appeared  toxic 
with  hepatosplenomegaly  and  periorbital  edema. 
WBC  was  7500/mm3  with  84%  PMNs,  38%  non- 
segmented.  Platelet  count  was  37,000/mm^  and 
there  was  decreased  fibrinogen  and  increased 
fibrin  split  products  suggestive  of  moderate  dis- 
seminated intravascular  coagulation.  Blood  cul- 
tures were  taken  and  penicillin  was  begun  to 
cover  the  possibility  of  meningococcemia.  Tetra- 
cycline was  also  given  because  of  the  clinical  sim- 
ilarity to  American  tick-borne  typhus.  Fifteen 
days  after  onset  a rise  in  Proteus  OX-19,  and 
OX-2  agglutinins  and  American  tick-borne  typhus 
(Rocky  Mountain  spotted  fever)  complement  fix- 


TABLE  3 

CLINICAL  FINDINGS  IN  TICK-BORNE  DISEASES 


American 

Tick-borne 

Tularemia 

Relapsing 

Fever 

Typhus 

(RMSF) 

Colorado 

Tick  Fever 

Tick 

Paralysis 

Causative 

Francisella 

Borrelia 

Rickettsia 

Colorado 

Toxin 

organism 

tularensis 

sp. 

rickettsi i 

tick  fever 

virus 

Type  of 
agent 

Bacterium 

Spirochete 

Rickettsia 

Virus 

Protein 

Tick  Vector 

Dermacentor 

Ornithodoros 

Dermacentor 

Dermacentor 

Dermacentor 

sp. 

sp. 

sp. 

sp. 

sp. 

Alternate 

vector 

Wi Id  animals 
Deer  fly 

Human  body 
louse 

Other  ticks 

None 

None 

Incubation 

period 

1-14  days 

5-9  days 

2-14  days 

3-6  days 

4-7  days 

Duration  of 

4 weeks 

weeks  to 

3 weeks 

1 week 

Till  tick 

illness 

months 

removed 

Fever 

Persistent 

Relapsing 

Persistent 

Diphasic 

None 

Typical 

presenta- 

tion 

Headache 

Chills, 

Malaise 

Anorexia 

Occipital 

headache 

Chills, 

Malaise 

Headache 

Chills, 

Malaise 

Anorexia 

Retro- 

orbital 

headache 

Anorexia 

Irritability 

Ascending 

paralysis 

Necrotic 

ulcer 

Local 

Lymphade- 

nopathy 

Anorexia 

Nausea  and 
vomiting 
Myalgia 

Nausea, 

Myalgia 

Arthralgia 

Periorbital 

edema 

Nausea 

Myalgia 

Backache 

Ataxia 

Back  pain 

Centrifugal 

hemorrhagic 

rash 

Occasional 

findings 

Conjuncti- 

vitis 

Pharyngitis 

Pneumonitis 

Cough 

Meningismus 

Lymphade- 

nopathy 

Jaundice 

Conjuncti- 

vitis 

Meningismus 

Coma 

Hematuria 

Conjuncti- 

vitis 

Meningismus 
Macular  rash 

Hepato- 

splenomegalj 

Conjuncti- 

vitis 

Macular  rash 

f 

WBC/mm^ 

Differen- 

tial 

Normal  to 
increased 
Shift-to- 
left 

Leukocytosis 

Shift-to- 

left 

Normal  to 
increased 
Shift-to- 
left 

Leukopenia 

Shift-to- 

left 

Normal 

Normal 

Platelets 

Normal 

Decreased 

Decreased 

Decreased 

Normal 

SED  Rate 

Increased 

Increased 

Normal 

Normal 

Normal 

CSF 

Normal 

Abnormal 

Abnormal 

Usually 

Normal 

normal 

Proteus 

agglutinins 

OX-19 

(Rare  *) 

(Rare  +) 

+ 

- 

- 

ox-2 

- 

(Rare  +) 

+ 

- 

- 

OX-K 

- 

(+) 

(+) 

- 

- 

Culture 

Special 

media 

Mice 

Eggs 

Tissue 

culture 

Extracts 
cause  para- 

Guinea  pig 

Guinea  pig 

Guinea  pig 

Mice 

•ysis  in 
lab  animals 

Serology 

(Titer 

Agglutinins 

Complement 

Fixation 

Complement 

Fixation 

Complement 

Fixation 

None 

Rise) 

(Days 
till  +) 

14-31 

14-21 

10-28 

14-21 

Other 

Direct  F-A 

Spirochetes 

Inmunofluor- 

Finding  tick 

stain  of 
biopsy 

on  buffy 
coat  smear 

escent 

RBCs 

Treatrpent 
of  choice 

Strept(5mycin 

Tetra- 

cycline 

Tetra- 

cycline 

None 

Remove  tick 

Alternate 

treatment 

Tetracycline 

Chloram- 

phenicol 

Chloram- 

phenicol 

Chloram- 

phenicol 

None 

Mortality 

5-30% 

2-5% 

5-10% 

Rare 

5-10% 

ation  antibodies  were  detected.  With  continued 
tetracycline  therapy  there  was  slow  recovery. 

COMMENT;  Although  first  discovered  in 
the  Rocky  Mountains,  American  tick-borne 
typhus  (Rocky  Mountain  spotted  fever)  is 
much  more  commonly  reported  from  the 
eastern  and  central  states.  The  disease  is 
caused  by  Rickettsia  ricketsii  and  is  trans- 
mitted from  animals  to  man  by  the  hard  tick. 
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Dermacentor.  Characteristically  there  are  se- 
vere flu-like  symptoms  and  persistent  fever 
followed  by  a centrifugal  petechial  rash.  The 
diagnosis  may  be  first  suggested  by  rises  in 
Proteus  OX-19  or  OX-2  agglutinins,  but  these 
are  often  nonspecific  and  should  be  con- 
firmed by  rises  in  specific  complement  fixa- 
tion antibodies.  Due  to  the  severity  of  the 
disease,  treatment  should  be  initiated  with- 
out waiting  for  confirmation  by  serology  and 
if  given  early  is  usually  effective.  Severe 
central  nervous  system  bleeding  and  electro- 
lyte problems  may  complicate  the  course. 

Case  4.  An  ll-year-old  boy  was  admitted  to 
the  hospital  in  July.  Ten  days  prior  to  admission 
he  had  removed  a tick  imbedded  in  his  abdomen. 
Four  days  later  he  developed  fever,  malaise, 
myalgia,  and  a frontal  headache.  These  symptoms 
abated  after  3 days  and  were  followed  by  several 
days  of  normality.  The  day  of  admission,  he  again 
developed  fever,  myalgia,  and  malaise,  and  was 
admitted  with  mild  lymphadenopathy  as  the  only 
physical  finding.  WBC  was  3600/mm^  with  73% 
PMNs,  15%  nonsegmented.  He  was  afebrile  the 
next  day  without  treatment.  A blood  specimen 
injected  into  mice  grew  Colorado  tick  fever 
virus. 

COMMENT:  Colorado  tick  fever  is  caused 
by  a virus  transmitted  by  Dermacentor  an- 
dersoni.  It  is  the  most  common  tick-trans- 
mitted disease  in  the  Rocky  Mountain  states 
except  New  Mexico  where  Dermacentor  is 
not  found.  The  disease  usually  manifests  a 
biphasic  fever,  and  initial  symptoms  may 
mimic  relapsing  fever  or  American  tick- 
borne  typhus.  A single  recurrence  of  fever 
is  usually  accompanied  by  a leukopenia.  CNS 
and  bleeding  complications  are  very  rare. 
Antibiotics  are  of  no  therapeutic  value.  A 
clot  blood  specimen  can  be  analyzed  for 
presence  of  the  virus  in  the  RBCs  (detected 
by  immunofluorescence)  or  by  growth  in 
mice.  A complement  fixation  test  is  available, 
but  because  mountain  state  residents  may 
have  titers  associated  with  previous  exposure, 
a rise  in  titer  must  be  demonstrated  to  con- 
firm recent  disease. 


Case  5.  A 3-year-old  girl  was  admitted  in  June 
with  progressive  weakness  of  lower  extremities 
and  severe  ataxia.  She  had  been  recently  exposed 
to  ticks.  Examination  demonstrated  an  afebrile, 
irritable  child  with  mild  weakness  of  legs,  absent 
deep  tendon  reflexes,  and  severe  ataxia.  The 
WBC  and  spinal  fluid  examinations  were  normal. 
An  engorged  hard  tick  was  discovered  along  the 
hairline  of  the  neck.  A rapid  total  recovery  en- 
sued after  removal  of  the  tick. 

COMMENT:  Tick  paralysis  is  caused  by 
a toxin  transmitted  by  ticks  of  the  Derma- 
centor genus.  It  classically  begins  as  an  as- 
cending paralysis  similar  to  Guillain-Barre 
syndrome  but  may  present  as  pure  ataxia.  It 
may  progress  to  respiratory  insufficiency  re- 
quiring supported  ventilation.  The  patient  is 
usually  afebrile  with  normal  spinal  fluid, 
sedimentation  rate,  and  WBC.  Nerve  conduc- 
tion times  may  be  prolonged.  Repeated 
searches  for  attached  ticks  should  be  made 
with  careful  attention  to  hirsute  and  inter- 
triginous  areas.  Once  the  tick  is  removed, 
rapid  recovery  occurs.  Antibiotics  are  not  in- 
dicated. 

Summary 

The  differential  diagnosis  of  a febrile  ill- 
ness associated  with  a history  of  exposure  to 
ticks  may  be  difficult.  A knowledge  of  the 
type  of  tick  exposure  and  the  types  of  dis- 
eases likely  to  be  transmitted  is  very  useful. 
Table  3 summarizes  the  clinical  and  labora- 
tory findings  which  may  aid  in  diagnosis. 
Severely  ill  patients  should,  however,  be 
treated  without  waiting  for  the  definitive 
diagnosis  to  be  established.  Consultation  with 
the  state  health  department  epidemiology  of- 
ficer may  yield  current  epidemiologic,  diag- 
nostic, and  therapeutic  information  which 
may  be  useful  in  facilitating  diagnosis  and 
treatment  of  the  patient’s  illness.  • 
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Late  arterial  embolectomy* 


R.  Douglas  Yajko,  MD,  Denver** 


The  first  arterial  embolectomy  was  at- 
tempted by  Sabaneyev^  in  1895,  and  Labey, 
as  reported  by  Mosny  and  Dumont,^  per- 
formed the  first  successful  embolectomy  in 
1911.  In  1913  Bauer*  reported  the  successful 
removal  of  an  embolus  lodged  at  the  bifurca- 
tion of  the  aorta.  The  discovery  of  heparin 
by  Howell  and  Holt'*  in  1918  gave  impetus  to 
procedures  for  revascularizing  occluded 
lower  extremities.  Many  reports  were  pub- 
lished of  the  surgical  removal  of  emboli 
from  the  arterial  system,  but  the  results  were 
less  satisfactory  than  had  been  hoped  and 
some  were  frankly  disappointing.  However, 
since  the  introduction  of  the  balloon  catheter 
and  the  technic  of  removal  of  emboli  through 
the  femoral  route  both  proximally  and  dis- 
tally  by  Fogarty®  in  1963,  arterial  embolec- 
tomy has  become  practical  and  uniformly 
worthwhile. 

Since  that  time  this  procedure  has  become 
accepted  for  treatment  of  acute  arterial  oc- 
clusion. Three  recent  cases  have  disclosed  the 
potential  value  of  late  embolectomy.  A re- 
view of  the  literature  has  shown  no  reason 
to  disregard  this  form  of  therapy  in  the  pa- 
tient who  presents  several  days  after  onset 
of  embolism.  If  certain  principles  are  fol- 
lowed and  patients  chosen  before  irreversible 
ischemia  occurs,  results  will  be  excellent. 

CASE  REPORTS 

Case  1:  A 78-year-old  male  was  in  good  health 
until  four  days  prior  to  admission  when  he  awoke 
with  pain  in  his  right  leg.  Due  to  the  inaccessabil- 
ity  of  a doctor  and  thinking  that  it  would  im- 
prove, he  had  waited  four  days  to  consult  a phy- 

*From the  Department  of  Surgerj',  University  of  Colorado 

Medical  School,  4200  E.  9th  Avenue,  Denver,  Colorado. 
“Present  address  of  R.  Douglas  Yajko,  M.D.,  is  1905 
Blake  Avenue,  Glen  wood  Springs,  Colorado  81601. 


sician.  At  this  time  the  leg  was  cool  and  the 
patient  complained  of  pain,  numbness  and  tingling. 
There  were  no  pulses  in  the  right  extremity  below 
the  femoral  artery,  with  good  pulses  in  the  left. 
The  gastrocnemius  muscle  was  soft.  He  was  ad- 
mitted to  the  hospital  for  immediate  arteriogram, 
which  showed  complete  blockage  of  superficial 
femoral  artery  in  Hunter’s  Canal  (Fig.  1).  Be- 
cause of  his  age  and  pulmonary  status,  femoral 
embolectomy  was  performed  under  local  anes- 
thesia. Operative  arteriogram  at  the  end  of  the 
procedure  demonstrated  a patent  popliteal  artery 
and  distal  tree  (Fig.  2).  Although  pedal  pulses 
were  unobtainable,  the  foot  was  warm  and  pain 
free.  The  patient  recovered  and  was  discharged 
on  the  tenth  postoperative  day. 

Case  2:  A 62-year-old  female  was  well  until 
one  month  prior  to  admission  when  her  left  great 
toe  became  painful.  This  progressed  to  include  her 
other  toes  and  left  heel.  She  was  hospitalized  at 
that  time.  The  pain  fluctuated  over  the  next  three 
weeks  at  which  time  the  toes  became  numb  and 
cold.  The  patient  was  transferred  to  another  hos- 
pital. Physical  examination  on  admission  showed 
femoral  pulses  equal  bilaterally.  The  popliteal 
pulse  on  the  left  was  markedly  decreased  with  no 
pedal  pulses  as  compared  to  full  pulses  of  the 
popliteal  and  peripheral  vessels  on  the  right.  The 
gastrocnemius  muscle  was  soft.  Arteriogram 
showed  partial  obstruction  of  the  popliteal  artery 
with  only  the  anterior  tibial  artery  patent  (Fig. 
3).  A femoral  embolectomy  was  performed  under 
general  anesthesia.  Part  of  the  removed  clot  was 
pale  in  color  and  thought  to  be  old.  After  multiple 
extractions  with  the  Fogarty  catheter,  operative 
arteriogram  at  the  close  of  the  procedure  showed 
the  popliteal  and  posterior  tibial  arteries  to  be 
open  (Fig.  4).  Dorsalis  pedis  and  posterior  tibial 
pulses  were  present  at  the  end  of  the  procedure. 
Although  over  the  next  48  hours  the  pedal  pulses 
disappeared,  the  foot  remained  warm,  pink,  and 
free  of  pain.  On  discharge  a strong  popliteal  pulse 
was  present. 

Case  3:  A 58-year-old  male  experienced  pain 
in  the  left  leg  ten  days  prior  to  admission  after 
having  a callous  removed.  Approximately  three 
days  prior  to  admission  he  noted  a throbbing  in 
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Fig.  1.  Case  1.  Preoperative  arteriogram. 


Fig.  2.  Case  1.  Intraoperative  arteriogram. 


his  left  great  toe.  There  were  no  pulses  below  the 
femorals  on  the  left  and  patient  was  noted  to  have 
cool  left  lower  extremity  that  was  painful  to 
touch.  Translumbar  aortogram  on  the  next  day 
showed  complete  occlusion  of  the  left  superficial 
femoral  one  centimeter  distal  to  its  origin  with 
reconstitution  at  mid-popliteal  via  deep  collaterals 
(Fig.  5).  The  patient  was  readied  for  surgery; 
however,  he  developed  thrombophlebitis  and  was 
placed  on  heparin.  Thrombophlebitis  resolved  and 
the  patient  underwent  a left  femoral-popliteal 
bypass  fifteen  days  after  admission.  After  the 
distal  anastomosis  was  performed,  arteriotomy 
in  the  common  femoral  showed  a clot  which  was 
embolectomized  using  No.  4 and  No.  5 Fogarty 
catheters.  A large  amount  of  fresh  as  well  as  old 
clot  was  removed  and  a pulse  returned  to  the 
proximal  popliteal  artery.  Proximal  anastomosis 
of  the  vein  graft  was  performed  without  diffi- 
culty and  the  patient  returned  to  the  ward  with 
pedal  pulses.  After  twenty-four  hours  the  foot 
was  again  pulseless,  painful,  and  cool.  He  was 
returned  to  surgery  and  both  the  artery  and  the 
vein  graft  were  reembolectomized.  He  was  placed 


on  systemic  heparin  at  this  time  and  main- 
tained a Doppler  posterior  tibial  pulse  and  viable 
foot.  By  arteriogram  fifteen  days  after  the  second 
operation  the  artery  was  fully  patent  and  the  vein 
graft  had  clotted  (Fig.  6).  He  recovered  and  left 
the  hospital  with  a viable,  pain-free  foot. 

Comment 

Late  arterial  embolectomy  in  all  three  of 
these  patients  provided  a good  result.  Local 
heparin  therapy  was  used  in  Case  1 and  sys- 
temic in  Cases  2 and  3.  All  cases  were  placed 
on  aspirin  postoperatively.  The  second  patient 
was  also  anticoagulated  on  long  term  Cou- 
madin therapy.  None  of  the  patients  had  a 
cardiac  murmur.  Electrocardiogram  revealed 
only  minor  abnormalities.  Pre-operative  eval- 
ulation  delayed  surgery  in  the  first  two  cases 
one  day,  and  in  the  third  case  twelve  days. 
Normally,  this  delay  would  be  considered  sig- 
nificant, yet  in  patients  with  symptoms  of 
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Fig.  3.  Case  2.  Preoperative  arteriogram.  Fig.  4.  Case  2.  Intraoperative  arteriogram. 


five  days,  fifteen  days,  and  one  month,  it 
proved  to  be  insignificant.  The  question  of 
whether  the  vein  graft  in  Case  3 was  neces- 
sary is  not  resolved.  Since  it  clotted  and  the 
artery  remains  patent  it  was  unnecessary, 
and  the  patient’s  vessel  (femoral  artery) 
should  have  been  explored  and  embolecto- 
mized  before  proceeding  with  the  bypass  pro- 
cedure. 

Discussion 

Arterial  embolectomy  for  acute  arterial 
occlusion  is  an  accepted  principle  without 
reservation.  However,  in  late  embolectomy, 
defined  as  greater  than  48  hours  after  onset 
of  occlusion,  patients  must  be  individualized 


regarding  physical  signs,  arteriography,  etc. 
In  reviewing  the  literature  of  selected  cases 
all  greater  than  48  hours  from  time  of  em- 
bolism, the  success  rate  and  the  amputation 
rate  is  low. 

The  fate  of  medically  treated  limbs  was 
reported  by  Shumaker  and  Jacobson®  and 
Haimovici."  The  clinical  course  of  untreated 
and  medically  treated  emboli  showed  that 
40  per  cent  became  overtly  gangrenous 
within  a few  days,  18.3  per  cent  had  residual 
ischemia  symptoms,  and  10.7  per  cent  died, 
so  circulatory  recovery  could  not  be  ascer- 
tained. In  25.3  per  cent  there  was  marked 
initial  ischemia  which  then  completely  sub- 
sided, and  5.7  per  cent  had  an  asymptomatic 
embolism. 
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Fig.  5.  Case  3.  Preoperative  arteriogram. 


In  a subsequent  report  by  Haimovici® 
four  factors  appear  to  emerge  as  governing 
the  outcome  of  a late  embolectomy:  (1) 
state  of  the  intima  of  the  artery  at  the  site  of 
occlusion,  (2)  nonadherence  of  the  embolus 
and  secondary  thrombus  to  intima,  (3)  patent 
distal  arterial  tree  or  adequate  collaterals 
prior  to  embolization,  and  (4)  pretreatment 
wtih  anticoagulants.  Spencer  and  Eiseman® 
added  to  this  the  physical  finding  of  a soft 
gastrocnemius  muscle  and  stated  if  present, 
the  leg  is  viable  and  persistent  efforts  should 
be  made  to  remove  the  offending  embolus 
and  secondary  thrombus.  Only  when  the  gas- 
trocnemius is  rigid  and  immobile  is  the  limb 
beyond  benefit  by  operation.  Should  a late 
embolectomy  prove  not  feasible,  a lumbar 
sympathectomy,  thrombo-endarterectomy,  or 
bypass  grafting  procedure  may  be  re- 
quired.'®'*^ 


Fig.  6.  Case  3.  Postoperative  arteriogram. 


A review  of  the  literature  is  summarized 
in  Table  1 with  a total  of  one  hundred  thirty- 
seven  late  embolectomies.  Of  these  there 
were  nineteen  amputations,  13.9  per  cent. 
There  were  two  mortalities  reported,  and  13 
deaths  have  been  entered  for  the  series  of 
Fogarty  et  al.'®  This  figure  was  extrapolated 
for  the  eighty  patients  with  late  embolec- 
tomy, from  the  total  series  of  three  hundred 
thirty  cases  in  which  there  was  a mortality 
rate  of  16  per  cent.  Mortality  of  this  collected 
series  was  15,  or  10.9  per  cent.  Since  the  use 
of  the  balloon  catheter,  expected  limb  sur- 
vival should  be  as  high  as  ninety-five  per 
cent'®’'®  in  acute  arterial  occlusion. 

Darling  et  al"^  have  pointed  out  the  chang- 
ing etiologic  factors  of  peripheral  embolism. 
Rheumatic  heart  disease  and  atrial  fibrilla- 
tion were  responsible  for  66  per  cent  of  em- 
bolic phenomenon  in  1948.  In  their  most  re- 
cent report,  arteriosclerotic  heart  disease 
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accounted  for  51.1  per  cent.  In  patients  with- 
out atrial  fibrillation,  more  than  one-half 
were  found  to  have  myocardial  infarction  as 
the  source  of  emboli. 


TABLE  } 


Review 

of  Literatur 

e of  Late  Arterial 

Embolectomy 

Author 

Year 

Number  of 
Pat ients 

Time  Interval 

Amputation 

Mortal i ty 

Shumaker  & 
Jacobson ‘ 

' 1957 

5 

^8  hr.  - 5 wks. 

I 

0 

Haimovici  ^ 

1959 

7 

3 days  - 20  days 

3 

1 

Brock 

1962 

8 

2 wks.  - ^ mo. 

2 

0 

Spencer  6 

Ei seman  * 

136^ 

5 

2 days  - 21  days 

0 

0 

Mi  1 1 iken’* 

1968 

A 

5 days  - 3 f^o. 

0 

0 

Thompson 
et  al” 

1970 

25 

3 days  - 10  mo. 

3 

I 

Fogarty 
et  al’® 

1971 

80 

2 days  - 90  days 

10 

*13 

Yaj  ko 

I97‘i 

3 

5 days  - 1 mo. 

0 

0 

Total 

137 

19  (13. 9t) 

15  (10. 9t) 

*Number  extrapolated  from  overall  mortality 


Mortality  rate  continues  to  be  high,  but  it 
is  almost  always  secondary  to  underlying 
disease.  Death  is  usually  of  cardiac  origin. 
With  the  increasing  use  of  local  anesthesia 
for  the  operation,  made  possible  by  the  ad- 


vent of  the  Fogarty  catheter,  and  the  con- 
tinued refinements  in  cardiac  management, 
there  is  reasonable  hope  for  some  further  re- 
duction in  operative  mortality.  Levy  and 
Butcher*®  postulated  that  without  an  opera- 
tion the  increased  number  of  amputations 
and  deaths  attending  them  would  result  in 
a much  greater  mortality  than  that  of  em- 
bolectomy. 

Summary 

Recent  experience  with  three  cases  of  late 
embolectomy  and  review  of  the  literature  in- 
dicates no  arbitrary  limit  need  be  set  as  to 
the  time  when  embolectomy  may  be  success- 
fully performed  after  embolism  if  the  limb 
is  viable  or  potentially  viable.  Operation 
should  be  performed  after  appropriate  emer- 
gency evaluation  and  treatment  of  the  under- 
lying cardiac  problems.  The  best  results  fol- 
low early  embolectomy,  but  late  embolectomy 
is  a valuable  tool  not  to  be  disregarded.  A 
presented  review  of  the  literature  substan- 
tiates this  contention.  • 
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Congenital  absence  of  the  gallbladder 

and  cystic  duct* 

Report  of  two  cases 


R.  R.  McElfatrick,  MD,  E.  L.  Ehrichs,  MD, 
and  C.  H.  McLauthlin,  MD,  Denver 


Congenital  absence  of  the  gallbladder  in 
man  is  a rare  anomaly.  It  is  thought  to  be 
caused  by  an  abnormality  in  embryonic  de- 
velopment. Although  this  anomaly  may  re- 
main asymptomatic  throughout  life,  the  ma- 
jority of  cases  are  discovered  at  operation 
for  symptoms  relating  to  biliary  tract  dis- 
ease. 

Approximately  210  cases  have  been  re- 
ported in  the  literature,  but  adherence  to 
strict  criteria  set  forth  by  Frey  et  al  reduces 
this  number  to  63  proven  cases.  Two  clinical 
cases,  encountered  during  a 16  month  period, 
prompted  this  report  and  review  of  the  lit- 
erature. 

CASE  REPORTS 

Case  1:  A 36-year-old  white  female  presented 
with  complaints  of  epigastric  distress  and  bloating 
following  meals  for  two  years.  There  was  a his- 
tory of  mild  intolerance  to  fatty  foods,  but  no 
nausea  or  vomiting.  There  was  no  history  of  jaun- 
dice, dark  urine,  or  acholic  stools.  The  only  pre- 
vious surgery  was  appendectomy  at  age  5.  Phys- 
ical examination  was  essentially  normal,  except 
for  a right  lower  quadrant  scar.  Cholecystographic 
examination,  including  a double  dose  study,  re- 
peated on  three  occasions,  showed  non-visualiza- 
tion of  the  gallbladder.  Routine  admission  labora- 
tory studies  were  normal. 

The  abdomen  was  explored  for  diagnosis  of 
chronic  gallbladder  disease.  Inspection  of  the 
right  subhepatic  space  showed  the  gallbladder  to 
be  absent  from  its  usual  site.  A fine  scar  was 
present  in  the  GB  fossa,  but  there  was  no  evi- 
dence of  inflammatory  changes  in  this  area.  The 
common  duct  was  exposed  easily,  and  this  was 

•From  the  Department  of  Surgery,  St.  Luke’s  Hospital, 
Denver.  Dr.  Ehrichs  is  Resident  in  Surgery,  University  of 
Colorado  Medical  Center,  Denver. 


dissected  from  the  liver  to  the  duodenum,  and  no 
evidence  of  a gallbladder  or  cystic  duct  found.  A 
small  area  of  dilatation  was  noted  in  the  upper 
third  of  the  common  duct.  The  pancreas  appeared 
normal;  however,  the  duodenal  C loop  was  longer 
and  more  mobile  than  usual.  An  ectopic  gall- 
bladder was  not  found. 

Operative  cholangiogram  was  done  through  a 
small  polyethylene  catheter  in  the  common  duct, 
and  no  intrahepatic  gallbladder  found.  The 
cholangiogram  showed  an  area  of  dilatation  in  the 
upper  third  of  the  common  duct  and  normal  dis- 
tal duct,  and  dye  entered  the  duodenum  freely 
(Fig.  1).  A purse  string  chromic  catgut  suture  as- 
sured non-leakage  exit  of  the  catheter  from  the 
common  duct.  The  catheter  was  exteriorized  along 
with  the  penrose  drain  through  a right  upper 
quadrant  stab  wound. 

At  operation,  the  bile  was  clear  without  sedi- 
ment and  culture  was  sterile  after  72  hours  in- 
cubation. The  cholangiocatheter  drained  bile 
freely  and  was  removed  on  the  eighth  post- 
operative day  and  the  patient  discharged  the  fol- 
lowing day.  The  patient  remains  relatively  asymp- 
tomatic two  years  later. 

Review  of  the  family  history  showed  an  older 
sister  to  have  died  at  age  5 of  congenital  heart 
disease,  and  two  paternal  female  cousins  had 
double  uteri. 

Case  2:  A 33-year-old  white  female  was  ad- 
mitted to  the  hospital  with  upper  abdominal  and 
shoulder  pain  following  an  auto  accident.  A clin- 
ical diagnosis  of  abdominal  contusion,  with  pos- 
sible traumatic  pancreatitis  was  made.  Routine 
laboratory  studies,  including  serum  amylase,  were 
normal. 

During  a two  day  period  of  observation,  the 
pain  became  localized  to  the  right  upper  quad- 
rant and  was  associated  with  marked  tenderness. 
There  was  no  loss  of  bowel  sounds.  A liver  scan 
was  normal  and  a two  day  oral  cholecystogram 
showed  non-visualization  of  the  gallbladder.  In- 
travenous cholangiogram  also  showed  non-visual- 
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Fig.  1.  Operative  cholangiogram  demonstrating 
dilated  proximal  duct  with  absence  of  choledocho- 
lithiasis.  The  terminal  portion  of  the  duct  is  nor- 
mal and  dye  enters  the  duodenum  freely. 

ization  of  the  gallbladder,  with  a normal  common 
duct.  (Fig.  2)  A 6 hour  delayed  film  of  the  right 
upper  quadrant  still  showed  no  evidence  of  dye 
in  the  gallbladder,  confirming  the  original  impres- 
sion that  the  cystic  duct  was  obstructed.  Upper 
gastrointestinal  series  showed  a small  duodenal 
diverticulum.  Abdominal,  chest  and  cervical  spine 
radiographic  studies  were  entirely  negative.  The 
patient  reported  that  a gallbladder  examination 
fifteen  years  ago  also  showed  non-function. 

Because  of  persistent  right  upper  quadrant 
pain,  the  radiographic  findings  and  a positive  his- 
tory for  bloating,  the  possibility  of  gallbladder  dis- 
ease was  entertained.  Previous  surgery  included 
laminectomy  and  appendectomy. 

Exploration  through  a primary  right  para- 
median incision  revealed  no  abnormality  in  either 
liver,  spleen  or  pancreas.  No  gallbladder  or  gall- 
bladder fossa  was  present  in  the  undersurface  of 
the  right  lobe  of  the  liver.  There  was  no  evidence 
of  ectopic  location  of  the  gallbladder  or  cystic 
duct  in  the  left  lobe  of  the  liver  or  falciform  lig- 
ament. The  extrahepatic  biliary  system  was  nor- 
mal from  the  liver  to  the  duodenum.  No  remnant 
of  the  cystic  duct  or  gallbladder  was  encountered 
during  the  dissection.  A large  hepatic  artery  was 
noted  on  the  left  side  of  the  duct.  (Fig.  3)  An  op- 
erative cholangiogram  obtained  by  inserting  a 
cholangiocatheter  into  the  common  duct  showed  a 
normal  extrahepatic  biliary  tree  without  evidence 
of  intrahepatic  or  extrahepatic  gallbladder.  After 
removal  of  the  cholangiocatheter,  a penrose  drain 
was  placed  to  this  area.  The  bile  from  the  com- 
mon duct  was  sterile  after  72  hours  incubation. 
The  patient  was  discharged  from  the  hospital  on 
the  ninth  post-operative  day. 

The  patient  was  re-admitted  with  similar  ab- 
dominal pain  five  days  after  discharge.  Laboratory 
findings  were  normal  except  for  a slight  eleva- 
tion of  the  serum  amylase.  It  was  thought  that 
this  pain  was  secondary  to  spasms  of  rectus 
muscle  and  was  treated  with  local  heat  and  anti- 
spasmodics.  The  patient  is  doing  well  six  months 
following  discharge. 


W ■ 


Fig.  2.  I.V.  cholangiogram  showing  normal  com- 
mon duct  without  stones. 

Discussion 

The  frequency  of  congenital  absence  of 
gallbladder  in  autopsy  series  is  reported  to 
be  0.035  per  cent  in  adults  and  0.37  per  cent 
in  children. A slightly  higher  incidence 
of  cholecystic  agenesis  in  the  pediatric  age 
group  is  due  to  associated  abnormalities  in- 
compatible with  life.  These  series  also  show 
an  equal  sex  distribution,  in  contrast  to  clin- 
ical experience,  which  follows  the  usual  sex 
ratio  (2f;  Im)  of  surgical  biliary  disease. 
Although  cases  are  reported  in  all  age 
groups,  the  average  age  of  patients  who  are 
discovered  to  have  cholecystic  agenesis  at 
surgery  is  between  46-51  years.^ 

Many  patients  with  gallbladder  agenesis 
never  have  biliary  tract  symptoms.  In  adults 
with  agenesis  established  at  post  mortem, 
there  is  little  evidence  that  in  life  they  suf- 
fered from  biliary  tract  disease. There  is  no 
characteristic  symptomatology  unless  cho- 
langitis and  choledocholithiasis  accompany 
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agenesis,  and  symptoms  and  clinical  findings 
then  include  biliary  colic,  fever,  chills  and 
jaundice.  Symptoms  such  as  upper  abdom- 
inal pain,  bloating,  nausea  and  vomiting  and 
fatty  food  intolerance  are  compatible  with  a 
diagnosis  of  non-functioning  gallbladder  due 
to  disease.  These  symptoms  have  been  re- 
ported in  cases  of  cholecystic  agenesis  with 
normal  biliary  ducts  as  well  as  with  chole- 
dochal dilatation  without  stones. 

Complete  failure  of  the  development  of 
the  caudal  portion  of  the  hepatic  sacculation 
at  the  3 mm.  embryo  state  is  probably  the 
commonest  cause  of  the  abnormality.  Further 
failure  of  the  solid  stage  to  recannulize  by 
the  15  mm.  stage  is  thought  to  be  responsible 
for  absence  of  the  gallbladder,  but  not  the 
cystic  duct.  The  cystic  duct  is  usually  absent 
with  GB  agenesis,  but  in  a few  instances  a 
vestigeal  stump  of  cystic  duct  is  present.®  Re- 
cent studies  by  Nadeau  et  al  tend  to  support 
the  claim  made  by  Kobacker  that  gallbladder 
agenesis  is  a hereditary  trait.®-'^ 

Common  duct  stones  have  been  found  in 
a surprisingly  high  per  cent  of  cases.  About 
50  per  cent  of  patients  in  Camevali  and 
Kunath’s  series  of  68  had  either  stones  and/ 
or  common  duct  dilatation.®  In  Dixon  and 
Lichtman’s  series  of  60  patients,  jaundice 
was  present  in  48  per  cent,  while  common 
duct  stones  were  present  in  only  27  per  cent. 
The  common  bile  duct  was  dilated  in  32  per 
cent  of  the  cases.®  Acalculous  dilatation 
which  is  not  uniformly  associated  with 
cholecystic  agenesis  has  been  ascribed  to 
the  role  of  the  common  duct  in  taking  over 
the  storage  function  of  the  absent  gallblad- 
der. The  finding  of  a segmental  dilatation  in 
the  upper  third  of  the  duct  gives  some  sup- 
port to  this  theory.  Other  theories  ascribe 
this  dilatation  to  either  overactivity  of  the 
sphincter  of  Oddi  or  the  action  of  cholecy- 
stokinin  on  the  common  duct.®’^°-“ 

Although  the  finding  of  no  discernible 
biliary  tract  pathology  in  many  symptomatic 
patients  does  occur,  cirrhosis  and  pancreati- 
tis have  been  responsible  for  symptoms  in  a 
certain  number  of  these  patients.®  Despite 
good  reviews  by  several  authors,  it  is  de- 
batable whether  or  not  cholecystic  agenesis 
accentuates  any  inclination  to  functional  or 


Fig.  3.  Findings  at  surgery.  Dissection  of  the 
hepatoduodenal  ligament  showing  absence  of  gall- 
bladder and  cystic  duct,  normal  common  bile  duct 
(right  arrow)  and  large  hepatic  artery  (left 
arrow). 

structural  disturbances  of  the  biliary  chan- 
nels.^® 

Frey  et  al  state  that  the  diagnosis  of  agen- 
esis of  the  gallbladder,  based  on  operative 
findings,  must  have  been  confirmed  by  di- 
rect cholangiography  at  or  after  the  opera- 
tion and  by  visualization  of  the  biliary  tract 
by  operative  dissection  from  the  duodenum 
to  the  bifurcation  of  the  hepatic  duct.^®  Dif- 
ferentiation of  a non-functioning  gallbladder 
or  cystic  duct  obstruction  from  congenital 
absence  of  the  gallbladder  by  either  oral 
cholecystography  or  intravenous  cholangi- 
ography is  impossible,  and  this  diagnosis 
cannot  be  made  prior  to  surgery.  Nadeau  et 
al  claim  that  a presumptive  diagnosis  may 
be  made  in  those  patients  with  a family  his- 
tory of  cholecystic  agenesis  in  whom  there 
is  no  other  explanation  for  non-visualization 
of  the  gallbladder.® 

If  operation  is  undertaken  for  the  pres- 
ence of  biliary  tract  symptoms  in  association 
with  non-visualization  of  the  gallbladder, 
and  the  gallbladder  is  found  to  be  absent, 
the  following  procedures  are  deemed  neces- 
sary. An  anatomic  search  should  be  made 
for  an  intrahepatic  or  other  ectopic  location 
of  the  gallbladder.  Other  sites  include  the  in- 
ferior surface  of  the  left  lobe  of  the  liver, 
falciform  ligament,  abdominal  wall  and  the 
retroperitoneal  space.  A free  floating  gall- 
bladder due  to  an  increase  in  peritoneal  in- 
vestment is  the  most  common  gallbladder 
anomaly.  If  detailed  dissection  of  the  extra- 
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hepatic  biliary  system  does  not  reveal  a gall- 
bladder or  cystic  duct,  it  is  imperative  that 
an  operative  cholangiogram  be  performed. 
Not  only  will  the  cholangiogram  confirm  the 
diagnosis  of  agenesis  by  failure  to  show  an 
intrahepatic  or  other  abnormal  location  of 
the  gallbladder,  but  it  will  demonstrate  the 
presence  or  absence  of  any  intraductal  pa- 
thology. 

Although  opinions  regarding  specific  sur- 
gical treatment  differ,  the  following  sugges- 
tions reflect  a logical  approach  to  this  prob- 
lem. Management  of  this  anomaly  with 
choledocholithiasis  is  similar  to  cases  in 
which  the  gallbladder  is  present,  although 
prolonged  decompression  and  drainage  does 
not  seem  to  offer  any  advantages  over  short 
term  drainage.*^ 

When  the  cholangiogram  shows  a normal 
caliber  duct  with  no  intraductal  pathology, 
and  in  which  dye  freely  enters  the  duode- 
num (Case  2),  choledochotomy  is  unneces- 
sary. If  the  common  duct  is  dilated  in  the 


absence  of  stones,  it  is  doubtful  that  a sphinc- 
terotomy is  needed  if  a #6  dilator  passes 
easily  through  the  sphincter.'®  In  the  absence 
of  biliary  tract  pathology,  other  than  the 
agenesis,  other  causes  for  the  patient’s  symp- 
tomatology should  be  investigated. 

Summary 

1.  Two  cases  of  proven  agenesis  of  the 
gallbladder  and  cystic  duct  are  re- 
ported. 

2.  The  diagnosis  of  cholecystic  agenesis  is 
impossible  prior  to  surgery,  because  IV 
cholangiography,  in  addition  to  oral 
cholecystography,  will  show  non-vis- 
ualization, which  may  be  caused  by 
disease  or  by  absence. 

3.  In  addition  to  thorough  exploration  to 
make  the  diagnosis,  operative  cholangi- 
ography is  mandatory  to  determine 
absence  or  abnormal  position  of  the 
gallbladder.  It  will  also  demonstrate 
calculi  and  other  associated  pathology 
of  the  ductal  system.  • 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


mr 


INDlCATIONSrTPterapeut/cai/y;  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  6r  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgtbal  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Ointment 


(POLYMYXIN  B-BACm-NEOMYCIN) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  ‘/i  oz.  and  V,,  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


71st  ANNUAL  MEETING 
WYOMING  STATE  MEDICAL  SOCIETY 

Jackson  Lake  Lodge^  Moran^  Wyoming 
August  1974 


TUESDAY.  AUGUST  27  WEDNESDAY,  AUGUST  28 

9:00  a.m— ANNUAL  GOLF  TOURNAMENT  8:30  a m— REGISTRATION 


10:00  a.m— REGISTRATION 

ORIENTATION  FOR  NEW  MEMBERS 


9:30  a.m.— HOUSE  OF  DELEGATES 
OPENING  SESSION 


Speakers:  Senator  Clifford  Hansen 

10:00  a.m.— PEER  REVIEW  COMMITTEE  MEETING  Senator  Gale  McGee 

Congressman  Teno  Ronaclio 

1:30  p.m.— CONTINUING  MEDICAL  Malcolm  C.  Todd,  MD 

to  EDUCATION  SEMINAR  President,  American  Medical  Association 

4:30  p.m 


AAFP — 3 hours 

CHILDHOOD  MALTREATMENT— 
A MEDICAL  EXAMINERS  VIEW 

Anthony  J.  Chapman,  MD 
Oklahoma  City,  Oklahoma 


12:15  p.m.— WYOPAC  LUNCHEON 

Speech:  IN  THE  BEGINNING  WAS 
THE  WORD 

k/.  Jack  Lewis,  MD 

Chairman,  AMPAC  Board  of  Directors 


THE  BATTERED  AND  NEGLECTED  CHILD— 
THE  PHYSICIAN  S ROLE  IN  PREDICTION, 
PREVENTION,  AND  DIAGNOSIS 

C.  Henry  Kempe,  MD 
Denver,  Colorado 


THE  PSYCHODYNAMICS  OF  CHILD 
ABUSE—  THE  PHYSICIAN'S  ROLE  IN 
DIAGNOSIS,  FAMILY  PATHOLOGY, 
INNOVATIVE  APPROACHES,  AND 
COMMUNITY  INVOLVEMENT  IN 
FAMILY  TREATMENT 


2:00  p.m.— MEETINGS  OF  REFERENCE  COMMITTEES 
6:30  p.m.— COCKTAILS 
7:30  p.m.— EXHIBITORS'  BUFFET 
Special  Entertainment 
9:30  p.m— STAG  NIGHT 


Ruth  S.  Kempe,  MD 
Denver,  Colorado 


7:00  p.m.— COUNCIL  MEETING 
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THURSDAY,  AUGUST  29 


8:15  a.m.— REGISTRATION 
SCIENTIFIC  SESSIONS 


8:30  a.m.— THE  DETECTION  AND  DIAGNOSIS  OF 
GYNECOLOGIC  MALIGNANCY 

Frederick  J.  Hofmeisfer,  MD 

Clinical  Professor  of  Gynecology  and  Obstetrics 

Medical  College  of  Wisconsin 

Wauwatosa,  Wisconsin 


9:15  a.m.— COMBINATION  DRUG  THERAPY  IN  THE 
CURRENT  MANAGEMENT  OF 
NEOPLASTIC  DISEASES 

Herman  A.  Freckman,  MD 
Director  of  Cancer  Chemotherapy 
The  Christ  Hospital 
Cincinnati,  Ohio 


10:00  a.m.— BREAK 


1 0:1 5 a.m.— HEMOPTYSIS— DIFFERENTIAL. 

DIAGNOSIS,  AND  TREATMENT 

Albert  J.  Kukral,  MD 

Diplomate,  American  Board  of  Surgery 

Denver,  Colorado 


11:00  a.m.— CHANGES  IN  THE 

MEDICO-LEGAL  FIELD 

Mr.  John  D.  Pecorino 
Manager,  Marketing  Department 
Casualty  and  Surety  Division 
Aetna  Life  & Casualty 
Hartford,  Connecticut 


12:00  noon— LUNCHEON 


Guest 

Speakers 


Malcolm  C.  Todd,  M.D. 
President 

American  Medical  Association 


The  Honorable 
Stanley  K.  Hathaway 
Governor  of  Wyoming 


W.  Jack  Lewis,  M.D. 
Chairman 

AMPAC  Board  of  Directors 


4:00  p.m.— CANCER  CHEMOTHERAPY  BY 
REGIONAL  INTRAARTERIAL 
INFUSION  (UPDATED) 

Herman  A.  Freckman,  MD 


SCIENTIFIC  SESSIONS 


1:30  p.m.— FOCAL  PROBLEMS— MEDICAL  AND 
PSYCHIATRIC  ASPECTS 

Herbert  B.  Fowler,  MD 
Associate  Professor  of  Psychiatry 
Director  MCEP 
Department  of  Psychiatry 
Michigan  State  University 
East  Lansing,  Michigan 


2:15  p.m.— THE  VAGINAL  APPROACH  FOR 

THE  DIAGNOSIS  AND  THERAPY  OF 
GYNECOLOGIC  PROBLEMS 

Frederick  J.  Hofmelster,  MD 


3:00  p.m.— BREAK 


3:15  p.m.— INTRAVENOUS  HYPERALIMENTATION 

Albert  J.  Kukral,  MD 


6:30  p.m.— COCKTAILS 

7:30  p.m.— ANNUAL  BANQUET 
PRESIDENTIAL  ADDRESS 

Speech:  JUST  AROUND  THE  CORNER 

Paul  R.  Yedinak,  MD 

The  Honorable  Stanley  K.  Hathaway 

PRESENTATION  OF  1974  A.  H.  ROBINS  CO. 
COMMUNITY  SERVICE  AWARD 

9:00  p.m.— DANCING 

FRIDAY,  AUGUST  30 

8:00  a.m.— REGISTRATION 

8:45  a.m.— HOUSE  OF  DELEGATES 
CLOSING  SESSION 

11:30  a.m.— COUNCIL  MEETING 
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96th  Annual  Meeting 

MONTANA  MEDICAL  ASSOCIATION 


Holiday  Inn^  Bozeman^  Montana 
September  1244^  1974 


The  Montana  Medical  Association  shall  convene  for  its  96th  Annual  Meeting  in  Bozeman, 
Montana  on  Thursday,  Friday  and  Saturday,  September  12,  13  and  14. 

The  scientific  and  business  sessions  of  the  1974  annual  meeting  will  be  held  at  the  Holiday 
Inn.  All  physicians  are  cordially  invited  and  are,  indeed,  most  welcome  to  attend  this  annual 
meeting.  As  in  the  past,  there  shall  be  no  registration  fee. 

The  House  of  Delegates  of  the  Montana  Medical  Association  will  convene  for  its  first  ses- 
sion at  9:30  o'clock  on  Thursday  morning,  September  12.  At  this  initial  session,  all  committee 
reports,  resolutions,  and  other  items  of  business  of  the  Association  will  be  introduced  and  re- 
ferred to  the  appropriate  reference  committees  for  study.  The  House  shall  convene  for  its  sec- 
ond session  at  11:00  o'clock,  again  Thursday  morning,  for  the  election  of  officers  for  the  1974- 
1975  administrative  year.  The  several  reference  committees  of  the  House  are  scheduled  to 
convene  at  1:30  o'clock  on  Thursday  afternoon  to  receive  testimony  and  opinions  from  the 
members  of  this  Association  upon  the  numerous  items  of  business.  The  third  and  final  session 
of  the  House  of  Delegates  shall  convene  at  8:30  o'clock  on  Saturday  morning,  September  14. 
At  this  session  of  the  House,  the  report  of  each  reference  committee  shall  be  presented  and  its 
recommendations  upon  the  reports  and  resolutions  will  be  officially  acted  upon  by  the  dele- 
gates. 

The  scientific  sessions  of  the  96th  Annual  Meeting  will  convene  on  Friday,  September  13. 
(At  time  of  publication  complete-final  arrangements  as  to  the  guest  clinicians  had  not  been 
completed.) 

The  96th  annual  reception  and  banquet  of  the  Montana  Medical  Association  will  be  held 
on  Friday  evening,  September  13,  at  the  Holiday  Inn.  Tom  E.  Nesbitt,  MD,  Speaker,  American 
Medical  Association  House  of  Delegates,  shall  be  the  guest  speaker  on  this  occasion. 

Again,  the  officers  and  members  of  the  Montana  Medical  Association  extend  a very  cordial 
invitation  to  all  physicians  in  the  Rocky  Mountain  area  to  attend  the  96th  Annual  Meeting  in 
Bozeman.  You  may  be  assured  of  a most  cordial  welcome. 

Sincerely, 

John  R.  Burgess,  Jr.,  MD 

President 

Robert  P.  Yost,  MD 

Secretary-Treasurer 
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104th  Annual  Session 
COLORADO  MEDICAL  SOCIETY 

The  Broadmoor^  Colorado  Springs^  Colorado 
September  18'21^  1974 


WEDNESDAY,  September  18 


8:00  a.m.— ORIENTATION  COURSE 


12:00  noon— REGISTRATION 


THURSDAY,  September  19 


9:00  a.m.— HOUSE  OF  DELEGATES,  FIRST  MEETING 


2:00  p.m.— REFERENCE  COMMIHEE  MEETINGS 

5:30  p.m.— RECEPTION 

Hosted  by  Dr.  and  Mrs.  Kenneth  Kahn 

FRIDAY,  September  20 

7:30  a.m.— BREAKFAST  MEETING 

Health  Care  in  the  Human  Community 

Michael  Garland,  PhD,  MA 

Resident  Ethician,  Medical  Ethical  Program 

University  of  California,  San  Francisco 


9:00  a.m.— WORKSHOP  SESSIONS 
Psychiatry  for  the  Practitioner 

Sidney  L.  Werhman,  MD 

Professor  of  Psychiatry,  University  of  Colorado  Medical 
Center 

Robert  B.  Perry,  MD 

Private  Practice,  Denver 


Everyday  Urinary  Tract  Infections 

William  N.  Maniatis,  MD 
Private  Practice,  Denver 

Wagner  J.  Schorr,  Jr.,  MD  and/or 
Richard  E.  Holman,  MD 
Private  Practice,  Denver 

Respirotory  Diseases 

Thomas  L.  Petty,  MD 
Associate  Professor  of  Medicine 
Head,  Division  of  Pulmonary  Medicine 
University  of  Colorado  Medical  Center 

Philip  R.  Corsello,  MD 
Private  Practice,  Denver 

Office  Gynecology 

Benjamin  E.  Greer,  MD 
Assistant  Professor  of  Ob-Gyn 
University  of  Colorado  Medical  Center 

Kenneth  R.  Gottesfeld,  MD 
Private  Practice,  Denver 

Modern  Medicolegal  Problems 

Robert  S.  Brittain,  MD 

Director,  Medical  Education,  Interhospital  Education 
Association 

Chairman,  Professional  Liability  Review  Committee 

Office  Management  of  Common  Eye  Injuries 
and  Problems 

James  R.  Cerasoli,  MD 

Chief,  Division  of  Ophthalmology,  Denver  General 
Hospital 

Eugene  O.  Wiggs,  MD 
Private  Practice,  Denver 

7:00  p.m.— CMS  ANNUAL  BANQUET 
Dinner  Show  and  Dancing  by  THE  BANDE 

SATURDAY,  September  21 

8:30  a.m.— HOUSE  OF  DELEGATES.  SECOND  MEETING 
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79th  Annual  Scientific  Sessions 

UTAH  STATE  MEDICAL  ASSOCIATION 

University  of  Utah  Union  Building 
September  18'20^  1974 


Wednesday,  September  18  Thursday,  September  19 

9:30  a.m. — HOUSE  OF  DELEGATES — Opening  Session  8:00  a.m. — REGISTRATION — Throughout  day 


1:00  p.m. — REGISTRATION — Throughout  afternoon 


2:00  p.m.— SCIENTIFIC  SESSIONS 

Welcome 

J.  Louis  Scbrlcker,  Jr.,  MD,  President 
Utah  State  Medical  Association 
Salt  Lake  City.  Utah 


2:10  p.m. — Diagnosis  of  Gastrointestinal  Bleeding 

Lloyd  L.  Brandborg,  MD 
Clinical  Professor  of  Medicine 

Chief  Gastroenterology  Section 
Veterans  Administration  Hospital 
San  Francisco,  California 


2:40  p.m. — Angiography  in  Localization  and  Control  of 
Gastrointestinal  Hemorrhage 

Christos  A.  Athanasoulis,  MD 
Assistant  Professor  of  Radiology 
Harvard  Medical  School 
Boston,  Massachusetts 


3:10  p.m. — Approaches  to  Massive  Gastrointestinal 
Bleeding 

Frank  G.  Moody,  MD 

Professor  and  Chairman,  Department  of  Surgery 
University  of  Utah  College  of  Medicine 


3:30  p.m.— COFFEE  BREAK 


3:45  p.m.— PANEL  DISCUSSION 

Moderator: 

Malcolm  M.  Berenson,  MD 
Assistant  Professor,  Department  of  Internal 
Medicine 

Division  of  Gastroenterology 
University  of  Utah  College  of  Medicine 
Salt  Lake  City,  Utah 

Participants: 

Lloyd  L.  Brandborg,  MD 
Christos  A.  Athanasoulis,  MD 
Frank  G.  Moody,  MD 


9:00  a.m.— PEDIATRIC  GRAND  ROUNDS 
Subject  No.  1 — Meningitis 
Subject  No.  2 — Problems  with  Viral 
Vaccines-1 974 

Discussion  by: 

Paul  F.  Wehrle,  MD 
Professor  of  Pediatrics 
University  of  Southern  California 
Los  Angeles,  California 

James  C.  Overall,  Jr.,  MD 
Associate  Professor,  Department  of  Pediatrics 
and  Microbiology 

University  of  Utah  College  of  Medicine 
Salt  Lake  City,  Utah 

Lowell  A.  Glasgow,  MD 
Professor  and  Chairman,  Department  of 
Pediatrics 

University  of  Utah  College  of  Medicine 
Salt  Lake  City,  Utah 

10:30  a.m.— COFFEE  BREAK 


10:45  a.m. — No.  1 — Anaerobic  Infections 

William  J.  Ledger,  MD 
Department  of  Obstetrics  and  Gynecology 
University  of  Southern  California  School  of 
Medicine 

Los  Angeles,  California 

No  2 — New  Antibiotics 

Panel  Discussion: 

Moderator: 

Lowell  A.  Glasgow,  MD 

Participants: 

William  J.  Ledger,  MD 
Paul  F.  Wehrle,  MD 
John  P.  Burke,  MD 
Chief  of  Infectious  Diseases 
Latter-day  Saints  Hospital 
Salt  Lake  City,  Utah 

James  C.  Overall,  Jr.,  MD 
Charles  B.  Smith,  MD 
Associate  Professor  of  Medicine  and 
Microbiology 

University  of  Utah  College  of  Medicine 
Salt  Lake  City,  Utah 
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1:30  p.m.— HOUSE  OF  DELEGATES — Closing  Session 

6:30  p.m.— RECEPTION  AND  BANQUET 

Honoring: 

J.  Louis  Scbricker,  Jr.,  MD 
Malcolm  C.  Todd,  MD,  Presldenf 
American  Medical  Association 
Howard  G.  McQuarrie,  MD,  Presldenf -elect 
Utah  State  Medical  Association 
Mrs.  Carter  M.  Ballinger,  Presldenf 
Woman's  Auxiliary  to  the  Utah  State  Medical 
Association 


Friday,  September  20 

9:00  o.m.— SURGICAL  GRAND  ROUNDS 

Subject  No.  1 — Current  Trends  in  Biliary 
Tract  Surgery 

Subject  No.  2 — Management  of  the  Patient 
with  Multiple  Injuries 
Subject  No.  3 — Lesser  Operations  for 
Breast  Cancer 

10:45  a.m.— COFFEE  BREAK 

11:00  a.m.— PHILLIP  B.  PRICE  LECTURESHIP 
Physiological  Response  to  Traumo 

G.  Tom  Shires,  MD 

Professor  & Chairman,  School  of  Medicine 
University  of  Washington 
Seattle,  Washington 


12:15  p.m.— LUNCHEON 

2:00  p.m.— SCIENTIFIC  SESSIONS 

Gender  Identity-Problems  in  the 

Development  of  Masculinity  and  Feminity 

Robert  J.  Sfoller,  MD 
Professor,  Department  of  Psychiatry 
U.C.L.A.  Medical  School 
Los  Angeles,  California 


3:15  p.m.— COFFEE  BREAK 

3:30  p.m. — My  Teen-Ager  is  Pregnant 

Ralph  A.  Sack,  MD 
Associate  Clinical  Professor 
Department  of  Obstetrics  and  Gynecology 
University  of  Southern  California  Medical 
Center 

Los  Angeles,  California 


Guest  Speakers 


Lloyd  L.  Brandborg,  MD 


Malcolm  C.  Todd,  MD 


Frank  G.  Moody,  MD 


Christos  A.  Athanasoulis,  MD 


Paul  F,  Wehrle,  MD 


William  J.  Ledger,  MD 


G.  Tom  Shires,  MD 


Robert  J.  Stoller,  MD 


Ralph  A.  Sack,  MD 
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71st  ANNUAL  MEETING 


NEVADA  STATE  MEDICAL  ASSOCIATION 


Credit:  7 hours  AAFP 

Stockmen^s  Hotel  — Elko^  Nevada 
September  27 '29 f 1974 

THURSDAY,  September  26 

9:30  a.m.— GOLF  TOURNAMENT 

6:00  p.m.— EXECUTIVE  COMMITTEE  MEETING 

8:00  p.m.— RECEPTION  FOR  DELEGATES,  ALTERNATES,  GUESTS 

Hosted  by  Dr.  and  Mrs.  Thomas  Hood 


FRIDAY,  September  27 

8:00  a.m.— SCIENTIFIC  PROGRAM 


RECENT  ADVANCES  IN  RADIATION  THERAPY 

NEW  DEVELOPMENTS  IN  THE  THERAPY  OF  CANCER  OF  THE 

PROSTATE 


Malcolm  A.  Bagshaw,  M.D. 
Stanford  University  Medical  Center 
Palo  Alto,  California. 


PROSTAGLANDINS— THE  CORTISONE  OF  THE  1970s 
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Fenimore  Johnson,  M.D. 
The  Upjohn  Company 
Kalamazoo,  Michigan 


Rocky  Mountain  Medical  Journal 


HYPERLIPIDEMIAS:  USEFULNESS,  RELEVANCE,  AND 
CORRELATION 


Joseph  Preston,  M.D. 

Colorado  General  Hospital 
Denver,  Colorado 

HIGH  RISK  OBSTETRICS 

OFFICE  GYNECOLOGY 

Robert  H.  Messer,  M.D. 

University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


12  Noon— JOINT  LUNCHEON  WITH  NSMA  AUXILIARY 

AFTERNOON  FREE 

6:00  p.m.— PRESIDENT'S  RECEPTION 

Honoring:  Thomas  K.  Hood,  M.D.,  President,  Nevada  State  Medical 
Association 

William  K.  Stephan,  M.  D.,  President-elect 

John  P.  Sande,  M.D.,  Immediate  Past-President 

Mrs.  Arrah  Curry,  President,  NSMA  Woman's  Auxiliary 

6:45  p.m.— AWARDS  BANQUET 

Speaker:  "Mark  Twain"  (Jack  S.  Hull) 

8:30  p.m.— OPENING  SESSION— HOUSE  OF  DELEGATES 

Speaker:  Malcolm  C.  Todd,  M.D.,  AMA  President 


SATURDAY.  Sepfember  28 
9:00  a.m.— REFERENCE  COMMITTEES 
AFTERNOON  FREE 

6:00  p.m.— BASQUE  BAR-B-QUE  AND  WINE  TASTING 

Spring  Creek 


SUNDAY,  September  29 

9:00  a.m.— SECOND  SESSION— HOUSE  OF  DELEGATES 
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SEE  THE  LATEST 
DEVELOPMENTS  IN 

Surgical 

and 

Medical 

Equipment 

AT  OUR  DISPLAY  DURING  THE 
ANNUAL  SESSION  OF  THE 
COLORADO  MEDICAL  SOCIETY 
BROADMOOR  HOTEL 
COLORADO  SPRINGS,  COLORADO 
SEPTEMBER  18-21 -BOOTH  18 

"This  will  be  our  62nd  consecutive  display  at  the  Colorado  Medical  Society  Annual  Sessions" 

Ceo.  Berbert  6l  Sons,  Inc. 

1717  Logan  Street 
Denver,  Colorado  80203 
Telephone  255-0408 
1903  - 1974  — Our  71st  Anniversary 
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ORGANIZATION 


Grant  to  Cancer  Study 

The  National  Cancer  Institute  has  granted 
$151,000  to  a University  of  Utah-Veterans  Admin- 
istration research  project  of  studying  the  body’s 
natural  resistance  to  cancer  cells.  John  B.  Hibbs, 
M.D.,  assistant  professor  of  medicine  and  chief  of 
infectious  diseases  at  the  Salt  Lake  VA  Hospital, 
is  principal  investigator.  Funds  will  be  distributed 
over  three  years,  allowing  Dr.  Hibbs  and  associates 
to  further  research  into  the  role  of  “macrophages” 
in  resistance  to  cancer.  A major  technic  to  be 
pursued  is  to  keep  human  tumor  cells  that  have 
been  surgically  removed  from  patients  “alive”  in 
the  laboratory  where  their  interactions  with 
macrophages  from  the  patient’s  blood  will  be 
analyzed. 


Starzl  Honored  by  AMA 


Dr.  Thomas  E.  Starzl,  chairman  of  the  Depart- 
ment of  Surgery,  University  of  Colorado  School 
of  Medicine,  has  been  selected  by  the  American 
Medical  Association  to  receive  the  Brookdale 
Award,  which  includes  a $5,000  stipend  and  a 
plaque,  given  annually  to  a person  under  50  years 
of  age  in  the  United  States  who  has  contributed 
most  to  American  medicine.  It  will  be  presented 
during  the  opening  session  of  the  AMA  conven- 
tion in  Chicago. 

An  author  or  co-author  of  more  than  30  books 
and  350  articles.  Dr.  Starzl,  48,  received  both  his 
M.D.  and  Ph.D.  in  anatomy  in  1952  from  North- 
western University,  Chicago.  He  was  appointed  an 
associate  professor  of  surgery  at  the  CU  medical 
school  in  1962. 

Dr.  Starzl  has  received  more  than  25  awards 
and  honors.  In  1967,  he  received  the  Colorado  Man 
of  the  Year  Award,  and  the  1970  Eppinger  Prize 
in  Germany  for  his  outstanding  international  con- 
tribution to  liver  disease.  An  honorary  member  of 
both  the  Korean  Medical  Association  and  the 
Peruvian  Academy  of  Surgery,  Dr.  Starzl  is  a 
past  vice  president  of  the  International  Trans- 
plantation Society. 


University  of  Utah  Medical  Center 
Special  Research  Awards 

Student  researchers  at  the  University  of  Utah 
College  of  Medicine  have  received  special  research 
awards  for  their  work  stemming  from  $1,000  fel- 
lowships presented  last  year.  The  fellowships  were 
made  available  to  encourage  student  interest  in 
scientific  investigation,  according  to  Dr.  William 
Jubiz,  chairman  of  the  dean’s  research  advisory 
committee. 

Dr.  Jubiz  said  each  student  developed  his  own 
project  under  the  supervision  of  senior  faculty 
members  at  the  college.  The  student  research  pro- 
gram will  become  an  annual  eevnt  at  the  college. 

Jack  Wahlen,  31,  son  of  Mrs.  Calla  H.  Wahlen 
of  Ogden,  and  Steven  Roosevelt,  26,  son  of  Mr.  and 
Mrs.  Theodore  Roosevelt  of  Glendora,  Calif.,  were 
given  a joint  award  in  the  advanced  research 
classification.  Their  project  was  entitled  “Rat 
Brain  Synaptosomal  (Na-K)  ATPase:  Enzyme 
Properties  and  Corticosteroid  Effects.”  Wahlen  has 
a Ph.D.  in  biochemistry  and  Roosevelt  has  a Ph.D. 


JACKSON  HOLE, 
WYOMING 

OU  TIME 
DUDE  RANCH 

Could  easily  operate  as  boys  or  girls  ranch. 
River  on  property,  3 trout  ponds,  adjoins 
National  Forest.  1 1 room  log  lodge,  5 log 
guest  cabins,  bunkhouse,  horse  barn,  10  head 
of  horses,  tack,  camping  gear.  Hunting  camp. 
Ready  to  operate. 

$100,000  down 

Warren  O.  Erbe  Real  Estate 

Box  1242 

Jackson,  Wyoming  83001 
Phone  (307)  733-2353 
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in  anatomy.  The  two  are  currently  working 
toward  their  MD  degrees  as  well. 

In  the  novice  classification,  research  awards 
went  to  Clinton  K.  Carter,  26,  son  of  Mr.  and  Mrs. 
Kay  L.  Carter  of  Bountiful.  The  subject  of  his 
project  was  “Artificial  Heart  Effect  on  Platelet 
Function — A Comparative  in  Vitro  Study.”  Also 
winning  an  award  was  Robert  DeLaPaz,  26,  son 
of  Mr.  and  Mrs.  Louis  DeLaPaz  of  Marina,  Calif. 
His  research  was  entitled  “Effects  of  Stress  on  Rat 
Brain  Adenosine  Cyclic  3',  5'-Monophosphate 
(cAMP)  in  Vivo.” 

Randall  Poulson,  28,  son  of  Mr.  and  Mrs. 
Howard  B.  Poulson,  Salt  Lake  City,  received  a 
special  literary  award  for  a book  he  has  written 
entitled  “Reverence  for  Life  at  Lambarene,”  an 
account  detailing  his  experiences  while  serving  at 
a medical  clinic  in  Africa. 

* * * * 

Medex  Graduates  Rank  High 

Student  scores  on  a certifying  examination  have 
ranked  the  University  of  Utah  College  of  Medi- 
cine’s MEDEX  training  program  third  in  the  na- 
tion. The  examination  was  conducted  by  the  Na- 
tional Board  of  Medical  Examiners,  and  the  col- 
lege’s ranking  is  based  on  scores  of  38  MEDEX 
graduates.  All  38  passed,  and  their  average  score 
was  ranked  in  the  73rd  percentile  across  the  coun- 
try. 

Thirty-eight  schools  participated  in  the  testing, 
according  to  college  officials. 

The  Utah  MEDEX  Project  is  designed  to  train 
physicians’  assistants  to  help  overworked  doctors 
in  their  practices,  said  Dr.  C.  Hilmon  Castle,  proj- 
ect director  and  chairman  of  the  U’s  department  of 
family  and  community  medicine. 

He  said  the  test  result  “is  a dramatic  example 
of  the  educational  quality  that  we  have  insisted 
upon  as  a safeguard  for  patients.” 

The  program  was  initiated  in  1971,  and  MEDEX 
graduates  and  trainees  are  currently  working  with 
doctors  in  50  rural  and  suburban  communities  in 
Utah,  Idaho,  Nevada,  Montana,  Wyoming,  Colo- 
rado and  New  Mexico. 


llniversity  of  Colorado  Medical  Center 

Philip  D.  Gordy,  M.D.,  a neurosurgeon  in  pri- 
vate practice  in  Casper,  Wyo.,  has  been  appointed 
a clinical  professor  of  neurosurgery  at  the  Uni- 
versity of  Colorado  Medical  Center.  A former  pro- 
fessor and  chairman  of  the  Department  of  Neurol- 
ogical Surgery  at  Jefferson  Medical  College, 
Philadelphia,  Pa.,  Dr.  Gordy  has  been  the  co- 
author or  author  of  some  15  publications. 

Dr.  Gordy,  55,  is  a member  of  several  scientific 
and  honorary  societies.  A founding  member  and 
past  president  of  the  Congress  of  Neurological 
Surgeons,  he  is  a fellow  of  both  the  American 
College  of  Surgeons  and  the  American  Medical 
Association. 


Dr.  Seymour  S.  Cohen,  professor  of  micro- 
biology, University  of  Colorado  School  of  Medi- 
cine, has  been  named  the  1973  recipient  of  the 
Passano  Award.  He  was  chosen  for  his  fundamen- 
tal investigations  of  virus  development  and  the 
effects  of  viruses  on  cellular  metabolism. 

The  $7,500  award,  presented  by  the  Passano 
Foundation,  Inc.,  Baltimore,  Md.,  was  given  to  Dr. 
Cohen  during  the  annual  convention  of  the  Fed- 
eration of  American  Societies  for  Experimental 
Biology  in  Atlantic  City. 

A past  president  of  the  Society  of  General 
Physiologists,  Dr.  Cohen  has  received  several 
awards.  These  include  the  first  Mead  Johnson 
award  of  the  American  Academy  of  Pediatrics, 
1952;  Newcomb  Cleveland  award  and  medal, 
American  Association  for  the  Advancement  of  Sci- 
ence, 1955;  Borden  award  and  medal.  Association 
of  American  Medical  Colleges  (in  cooperation  with 
the  Borden  Company  Foundation),  1967,  and  the 
Eli  Lilly  award  and  medal,  American  Societies  of 
Bacteriology,  Immunology  and  Pathology,  1951. 

He  is  a fellow  of  the  American  Academy  of 
Arts  and  Sciences  and  the  American  Association 
for  the  Advancement  of  Science.  Dr.  Cohen,  56, 
also  is  a member  of  the  National  Academy  of  Sci- 
ences, American  Chemical  Society,  American  So- 
ciety for  Biological  Chemists,  and  the  American 
Society  for  Microbiology.  In  1972,  he  was  appointed 
an  American  Cancer  Society  professor  of  micro- 
biology. 

4:  * * * « 

Dr.  Robert  A.  Aldrich,  vice  president  for  health 
affairs.  University  of  Colorado  Medical  Center, 
has  been  appointed  chairman  of  the  advisory  com- 
mittee on  child  development  which  is  sponsored 
by  the  National  Academy  of  Sciences — National 
Research  Council  through  its  Assembly  of  Be- 
havioral and  Social  Sciences. 

The  committee  will  prepare  a comprehensive 
report  on  national  priorities  in  the  child  develop- 
ment field  which  will  be  presented  to  the 
assembly. 

Dr.  Aldrich  came  to  UCMC  in  1970  from  the 
University  of  Washington  School  of  Medicine, 
Seattle,  where  he  was  professor  and  head  of  the 
Division  of  Human  Ecology  and  director  of  the 
Health  Resources  Study  Center. 

An  author  or  co-author  of  more  than  60 
articles.  Dr.  Aldrich,  56,  has  served  as  vice  chair- 
man of  the  President’s  Committee  on  Mental  Re- 
tardation, a consultant  to  the  National  Institute  of 
Child  Health  and  Human  Development,  a member 
of  the  regional  advisory  group,  Colorado-Wyoming 
Regional  Medical  Program,  and  as  a member  of 
other  professional  groups. 

He  has  received  several  awards  and  honors, 
including  the  Secretary’s  Special  Citation  from 
the  Department  of  Health,  Education,  and  Wel- 
fare in  1964. 
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Last  year  Doctor  Jones,  an  Air  Force  Medical  Corps  Major,  and  his  family  spent  their  vacation 
in  Switzerland.  They  were  stationed  with  the  Air  Force  in  Europe.  He  hasn’t  said  what  they 
have  planned  for  next  year,  but  he  has  been  working  on  his  private  pilot’s  license  at  the  base 
flying  club  and  his  wife  is  learning  Spanish  at  the  education  center. 

Doctor  Jones  has  been  in  the  Air  Force  for  4 years  now.  That  means  he  can  retire  in  16 
years  with  an  assured  income.  He  will  also  be  young  enough  to  begin  a second  successful 
career. 

In  the  Air  Force  he  doesn’t  have  to  worry  about  administrative  chores  such  as  bookkeeping, 
supplies,  rent  or  the  other  problems  the  physician  faces  in  the  normal  course  of  his  practice. 
And  he  was  recently  selected  to  receive  advanced  training  in  his  specialty  at  one  of  the  finest 
research  centers  in  the  country  at  no  personal  expense. 

The  life  of  the  Air  Force  doctor  is  challenging,  rewarding  and  satisfying.  Maybe  it’s  your  kind 
of  life?  For  more  information  call  or  write: 


Your  work  is  waiting. 


This  is  a familiar  scene  for  hundreds  of 
successful  doctors  in  the  Rocky  Mountain  area. 
Long  after-hours  trying  to  bring  their  personal 
finances  under  control.  And  here  are  some 
of  the  disturbing  reasons  why: 

We've  found  doctors  forced  to  continue 
long  past  the  time  they've  chosen  to  retire, 
because  they  need  every  bit  of  their  income. 

We've  found  doctors  so  highly  leveraged, 
so  crippled  by  acute  cash  flow  difficulties, 
that  they  continue  in  debt  long  after  their 
earning  power  is  at  its  greatest. 

We've  even  found  doctors  who  have  earned 
$50,000  or  more,  year  after  year,  and  yet  are 
unable  to  afford  their  children's  education. 

Well  finally  there  is  a comfortable,  sound  way 
to  avoid  these  and  other  needless  financial  binds. - 
United  Bank; of  Denver's  Comprehensive  Financial 
Planning  service.  A highly  personal  blueprint 
for  financial  success— and  peace  of  mind. 


Comprehensive  Financial  Planning  is  a single 
plan— a road  map  for  the  specific  ways  and  means 
for  you  to  achieve  your  personal  financial  goals. 
Based  completely  on  your  goals,  your  life-style, 
and  your  spending  habits.  Here  are  just  a few 
of  the  items  your  plan  will  include: 

• a statement  of  estimated  income  and  expenses. 

• cash  flow  and  net  worth  analysis. 

• income  tax  reporting  methods  and  ways  of 
reducing  income  tax  liability. 

• review  of  life,  disability,  health,  and 
liability  insurance. 

• capital  needs  analysis  and  projections. 

• investment  reviews. 

• a list  of  recommendations,  with  time  schedule. 

• and,  most  important,  you  receive  assistance 
in  implementing  your  plan. 

Comprehensive  Financial  Planning  can  work 
fpr  you.  To  find  out  more,  give  us  a call.  We  look 
forward  to  meeting  with  you,  on  yourtime  schedule. 

And  from  nowon,  when  you  come  home— your 
time  can  be  your  own. 


^ United  Bank  of  Denver 

National  Association. 

Comprehensive  Financial  Planning.  1740  Broadway.  Phone  861 -8811. 


Summary  of  Actions  of 
The  House  of  Delegates 

American  Medical  Association 
123rd  Annual  Convention 

Chicago,  Illinois 
June  23-27,  1974 

A change  in  the  method  of  electing  AMA 
Trustees,  a definitive  policy  statement  on  PSRO’s, 
the  need  for  additional  safeguards  to  preserve  the 
confidentiality  of  medical  records,  and  new 
recommendations  which  affect  the  relationship 
between  hospitals  and  hospital  medical  staffs  were 
among  the  important  items  approved  by  Delegates 
at  the  123rd  Annual  Convention  in  Chicago. 

Meeting  for  a total  of  19  hours  and  38  minutes, 
the  House  acted  on  66  reports  and  137  resolutions 
for  a total  of  203  items  of  business. 

The  House  approved  bylaws  changes  which 
replace  the  “slot  method”  of  electing  trustees  by 
the  “simultaneous  election  of  candidates  to 
several  positions  of  equal  rank,”  in  which  all 
candidates  run  for  board  vacancies  on  a single 
ballot. 

Under  the  new  method,  trustees  for  full, 
three-year  terms  are  elected  first,  followed  by  the 
selection  of  trustees  to  fill  unexpired  terms.  Elec- 
tion of  the  AMA  president-elect,  vice-president, 
and  speaker  and  vice-speaker  of  the  House  re- 
mains on  a separate  basis. 

Delegates  selected  Max  Parrott,  of  Portland, 
Ore.,  as  president-elect. 

Elections 

In  addition  to  Dr.  Parrott,  others  elected  or 
re-elected  to  positions  in  the  Association  were: 

Vice-President;  Joseph  M.  Ribar,  Alaska 

Speaker  of  the  House:  Tom  E.  Nesbitt,  Ten- 
nessee (re-elected) 

Vice-Speaker  of  the  House:  William  Y.  Rial, 
Pennsylvania  (re-elected) 

Trustees,  for  3-year  terms:  Daniel  Cloud, 
Arizona;  James  M.  Blake,  New  York;  Hoyt  D. 
Gardner,  Kentucky;  Raymond  T.  Holden,  District 
of  Columbia  (re-elected).  For  the  unexpired  two- 
year  term  of  James  H.  Sammons,  AMA  executive 
vice  president-designate,  Frank  J.  Jirka,  Illinois, 
and  for  the  unexpired  one-year  term  of  Dr.  Par- 
rott, Joe  T.  Nelson,  Texas 

Judicial  Council:  Samuel  R.  Sherman,  Cali- 
fornia, succeeding  Charles  C.  Smeltzer,  Tennessee 

Council  on  Constitution  and  Bylaws:  Urban  H. 
Eversole,  Massachusetts,  succeeding  Robert  Mayo 


Tenery,  Texas;  Herman  J.  Smith,  Iowa,  succeeding 
Dr.  Cloud,  elected  a trustee 

Council  on  Medical  Education:  Richard  G.  Con- 
nar,  Florida,  succeeding  William  A.  Sodeman, 
Pennsylvania;  Joseph  White  Jr.,  Pennsylvania,  re- 
elected; Charles  Verheyden,  Minnesota  (intern- 
resident  member),  succeeding  Louis  W.  Burgher, 
Minnesota 

Council  on  Medical  Service:  John  G.  Morrison, 
California,  succeeding  John  M.  Rumsey,  Cali- 
fornia; Paul  W.  Burleson,  Alabama,  re-elected; 
Robert  T.  Kelly,  Minnesota,  succeeding  Hector  W. 
Benoit,  Jr.,  Missouri;  Douglas  Hiza,  Iowa  (intern- 
resident  member),  succeeding  Daniel  Ostergaard, 
Minnesota 

Address  of  Vice  President  of  the  United  States 

Addressing  the  House  on  Tuesday,  June  25, 
Vice  President  Gerald  Ford  advocated  some  form 
of  national  health  insurance,  but  warned  that  in 
the  process  of  its  development,  there  should  be  no 
further  erosion  of  patient  confidentiality. 

Though  it  had  been  rumored  that  Ford  would 
address  the  PSRO  issue,  his  only  passing  reference 
was; 

“I’ve  been  getting  a lot  of  free  advice  lately 
on  how  to  run  my  business.  I have  not  necessarily 
followed  this  advice.  So,  I won’t  give  you  any  free 
advice  on  how  to  run  your  business.  In  my  view 
on  PSRO,  (p)oliticians  (s)hould  (r)emain  (o)ut  of 
it.” 

Returning  to  his  text,  the  vice  president  as- 
serted that  with  the  vast  resources  of  the  nation, 
there  is  “no  excuse  for  a single  American  to  be 
deprived  of  the  finest  treatment  available.” 

Ford  said  a national  health  insurance  program 
is  necessary  because  of  the  prohibitive  costs  of 
catastrophic  illnesses  and  the  need  to  more  effec- 
tively use  and  distribute  medical  resources.  While 
declaring  the  physician  should  work  for  his 
patients  and  “not  for  the  bureaucrats  in  Washing- 
ton,” he  added  that  the  “government  must  do  for 
the  individual  citizen  what  he  cannot  do  for  him- 
self.” 

Among  the  NHI  proposals  mentioned  by  the 
vice  president  were  the  Administration’s  own 
plan,  the  Kennedy-Mills  measure,  and  the  AMA’s 
Medicredit  concept,  for  which  he  offered  con- 
gratulations to  the  AMA  “for  its  constructive  atti- 
tude.” He  added  that  in  the  NHI  discussion,  “the 
AMA  is  not  the  problem  but  a part  of  a solution 
to  the  problem.” 

Ford  said  even  with  the  diversity  of  NHI 
proposals  in  Congress,  there  is  “a  willingness  to 
compromise,”  and  added  that  he  personally  favors 
a “free  enterprise  approach  involving  private  and 
voluntary  philosophies.” 

The  vice  president  asked  that  physicians  be 
willing  to  participate  in  effecting  some  sort  of 
NHI  compromise  during  the  present  Congress,  “in- 
stead of  an  abdication  to  those  who  would  impose 
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a dogmatic  formula  through  a ‘veto-proof’  Con- 
gress they  hope  to  elect  come  Nov.  5,  1974.” 

Turning  to  confidentiality,  Ford  said  that  while 
ways  must  be  found  to  minimize  federal  involve- 
ment in  health  care  delivery  while  achieving  an 
effective  private/public  health  care  partnership, 
it  is  essential  that  we  avoid  bureaucratic  inter- 
vention between  the  doctor  and  his  patient — 
intervention  that  compromises  the  rights  and 
privacy  of  both.” 

Inaugural  Address: 

Malcolm  C.  Todd,  President  of  AMA 

In  his  inaugural  address  on  Wednesday,  June 
26,  Dr.  Malcolm  C.  Todd,  the  new  AMA  president, 
urged  the  AMA  to  sponsor  the  development  of  a 
“national  policy  on  health”  to  place  needs  and 
goals  in  focus. 

He  said  “a  tremendous  amount  of  confusion” 
exists  on  the  health-care  scene  and  is  reflected 
in  plans  being  advanced  in  Washington  and  else- 
where. 

“It  is  high  time  to  put  the  Health  Care  State 
of  the  Union  into  its  true  perspective,  before  lack 
of  perspective  leads  to  waste  of  effort,  waste  of 
money,  waste  of  hope,”  he  said. 

Dr.  Todd  asked  the  delegates  to  consider 
sponsoring  a National  Academy  of  Health  to 
formulate  his  proposed  national  policy.  The 
academy,  he  said,  would  give  both  private  and 
public  sectors  of  health  care  “an  open  forum  and 
framework  in  which  to  exchange  views,  pinpoint 
health  care  needs,  evaluate  total  health  care  re- 
sources, and  arrive  at  some  common  sense  of 
purpose,  with  sound  programs,  goals  and  priori- 
ties.” 

Dr.  Todd  noted  a national  policy  on  health 
also  is  called  for  in  Congressional  bills  that  would 
make  health  services  a public  utility.  Under  one 
such  proposal,  a five-man  federal  commission 
would  make  policy  recommendations. 

Such  a policy  would  be  “destructive,”  he  said, 
unless  the  private  sector  of  care  seizes  the 
initiative  in  formulating  it. 

His  speech — which  followed  his  installation  as 
the  129th  president  of  the  AMA— also  urged  the 
association  to: 

— “Make  everyone  aware  that  we  are  for 
national  health  insurance  as  needed,”  and  have 
our  own  NHI  Bill,  Medicredit,  in  Congress. 

— Organize  the  development  of  guidelines  to 
protect  the  privacy  of  patient  information  accumu- 
lated in  computerized  health  care  centers.  No  in- 
herent right  of  the  patient  “is  greater — or 
presently  more  imperiled — than  what  he  tells  his 
doctor,”  Dr.  Todd  said. 

— Assume  a “new  and  strong  coordinating 
role”  in  medical  education,  partly  so  that  it  will 
give  more  attention  to  human  concern  for  patients. 
“If  the  AMA  is  to  be  held  accountable  for  what 
our  profession  does,  then  it  must  insist  upon  more 


responsibility  for  the  manner  in  which  our  pro- 
fession is  trained.” 

— Establish  a “university  without  walls,”  to 
confer  an  advanced  academic  degree,  stimulating 
more  physicians  to  enroll  in  continuing  education. 

— Develop  nationwide  proposals  for  arbitration 
and  no-fault  procedures  in  malpractice  cases,  to 
curb  the  serious  impact  of  these  cases  on  health 
care  costs. 

Emphasizing  that  organized  medicine  “must 
also  be  organized  concern,”  Dr.  Todd  said:  “The 
people  of  America  are  looking  at  us,  and  I want 
them  to  see  an  AMA  that  is  committed  to  serving 
all  of  them.” 

Final  Remarks  to  the  House: 

Russell  B.  Roth,  AMA  President 

There  is  a new  and  welcome  political  awaken- 
ing and  a new  activism  within  the  ranks  of 
medicine,  according  to  Russell  B.  Roth,  president 
of  the  AMA,  who  gave  his  final  report  to  the 
House  Sunday,  June  23. 

This  rise  in  political  activism — generated  by 
various  federal  and  other  third-party  health  care 
proposals — comes  none  too  soon.  Dr.  Roth  said, 
citing  the  rising  health-care  activism  among 
politicians. 

Health  care  “offers  unique  attractions”  to 
politicians  who,  with  minimal  risk,  can  crusade 
for  the  avowed  “right”  of  every  American  to 
health  care,  he  added.  Because  while  politicians 
are  blamed  for  blunders  in  most  national  and 
foreign  affairs,  “it’s  the  doctors,  the  hospitals  and 
the  insurance  companies  who  catch  all  the  heat 
for  problems  in  the  health  care  field,”  Dr.  Roth 
pointed  out. 

Yet  both  the  public  and  the  politicians  are 
unable  to  differentiate  between  good  medicine 
and  “the  fakes,  the  phonies  and  the  frauds  on  the 
fringe  of  medicine,”  he  said. 

Dr.  Roth  cited  as  “a  curious  exercise  in  funda- 
mental ignorance”  the  inclusion  by  some  states 
of  chiropractic  services  under  Medicaid,  one 
state’s  legalization  of  acupuncture,  and  federal 
legislators  who  favor  rigid  quality  controls  over 
physicians  and  osteopaths  but  agree  to  pay  for 
chiropractic  services  in  the  same  piece  of  legisla- 
tion. 

It  is  against  this  background,  he  said,  that 
Congress  now  wrestles  with  various  NHI  pro- 
posals, a fact  that  could  make  1974  a banner  year 
for  the  politically  ambitious.  But  Dr.  Roth  warned 
physicians  against  total  preoccupation  with  pro- 
posed health  legislation,  citing  problems  which 
confront  the  profession  from  within  its  own  ranks. 

Just  as  he  did  a year  ago  in  his  inaugural  ad- 
dress, Dr.  Roth  expressed  concern  over  the  lack 
of  a unifying  theme  of  action  in  medicine.  While 
the  profession  has  been  “prodded  into  activity,” 
he  said,  it  is  “at  the  moment  an  uncoordinated 
activity  with  much  thrashing  and  flailing  about 
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and  a tendency  to  charge  off  in  diverse  direc- 
tions . . 

In  fact,  the  need  for  a unified  defense  of  pro- 
fessional freedoms  may  be  the  greatest  challenge 
facing  medicine’s  leadership,  Dr.  Roth  said.  The 
AMA  is  moving  to  meet  this  challenge,  he  said. 
Referring  to  the  AMA’s  long-range  planning  pro- 
gram, Dr.  Roth  concluded  that: 

“As  yet  there  is  nothing  at  which  to  point  with 
pride;  but  there  is  a plan  emerging  which  bids 
fair  to  keep  the  AMA  as  the  one  great  responsible 
1 organization  in  defense  of  the  principles  of  medi- 
i cal  practice  which  we  would  like  to  bequeath  to 
I our  successors.” 

Summary  of  Actions  of  the  House  of  Delegates 

Because  of  the  wide-ranging  nature  of  the 
actions  taken  by  the  House  of  Delegates,  and  for 
the  sake  of  clarity,  this  summary  will  be  divided 
into  five  subject  areas  with  appropriate  sub-head- 
ings as  follows: 

Physicians  and  the  Government;  Physicians 
and  Hospitals  and  Medical  Schools;  Physicians 
and  the  Public;  Association  and  Internal  Matters 
of  the  House;  and  Miscellaneous.  (Note:  The  items 
mentioned  under  each  subject  are  not  all-inclu- 
sive, but  include  only  the  more  significant  actions 
taken). 

Physicians  and  the  Government 

PSRO’s — Speculation  over  possible  changes  in 
PSRO  policy  by  the  House  dominated  the  atten- 
tion of  those  attending  the  convention,  including 
the  media. 

During  its  day-long  hearing  on  Monday,  June 
24,  Reference  Committee  A considered  two  reports 
and  25  resolutions  bearing  on  the  issue,  and  esti- 
mated that  64  speakers  addressed  themselves  to 
PSRO. 

But  on  Wednesday,  the  Delegates — cognizant 
of  the  hours  of  debate  devoted  to  PSRO  at  Ana- 
heim last  December  and  in  New  York  City  last 
June — overwhelmingly  voted  (202  to  24)  to 
terminate  debate  after  a few  minutes. 

Then  the  House  adopted  a substitute  resolution 
on  PSRO  proposed  by  the  reference  committee, 
whose  members  emphasized  that  the  resolution 
provides  the  association  with  a “clear-cut,  defini- 
tive position  which  cannot  be  misunderstood  by 
anyone  inside  or  outside  this  House  of  Delegates.” 
The  resolution: 

— Instructs  the  Board  of  Trustees  to  seek  con- 
structive amendments  to  the  PSRO  program, 
particularly  in  potentially  dangerous  areas  such 
as  confidentiality,  malpractice,  development  of 
norms,  quality  of  care,  and  the  authority  of  the 
Secretary  of  HEW. 

— Directs  the  AMA  to  continue  efforts  to 
achieve  legislation  which  allows  the  profession  to 
perform  peer  review  according  to  established 


medical  philosophy  and  the  best  interests  of  the 
patient. 

— Emphasizes  that  state  associations  which 
elect  non-compliance  with  PSRO  are  not  pre- 
vented from  doing  so  by  the  new  policy,  but  urges 
such  associations  to  develop  effective  non-PSRO 
review  programs  embodying  the  principles  en- 
dorsed by  the  profession  as  constructive  PSRO 
alternatives. 

The  new  policy  also  provides  that  in  the  event 
that  the  PSRO  program  does,  in  fact,  adversely 
affect  patient  care  or  conflict  with  AMA  policy, 
then  “the  Board  of  Trustees  (will)  be  instructed 
to  use  all  legal  and  legislative  means  to  rectify 
these  shortcomings.” 

Extension  of  Policy  on  National  Health  In- 
surance— Two  statements  on  national  health  in- 
surance were  adopted  after  lengthy  debate.  One 
calls  on  the  Board  of  Trustees  to  cooperate  with 
state  associations  “to  attempt  to  devise  mechan- 
isms mutually  acceptable  to  the  private  medical 
and  insurance  communities  which  will  ensure  the 
provision  of  health  insurance  coverage  through 
the  purchase  of  private  health  insurance,  and  to 
seek  means  to  secure  favorable  Congressional  and 
public  support  for  their  adoption.” 

During  discussion,  it  was  pointed  out  that  the 
addition  to  the  NHI  policy  does  not  affect  AMA 
support  for  Medicredit,  but  is  intended  to  stimu- 
late new  health  insurance  mechanisms.  The  second 
resolution  calls  on  the  AMA  and  component 
associations  to  work  to  detach  “any  national  health 
insurance  program  from  the  controlling  intrusions 
of  existing  PSRO  laws  and  regulations.” 

Support  for  Drug  Industry,  Action  on  FDA — 

The  House  adopted  two  resolutions  bearing  on 
drugs.  One  directs  the  AMA  to  continue  its  sup- 
port of  the  pharmaceutical  industry  in  efforts  to 
develop  and  market  pharmaceutical  products 
meeting  proper  standards  of  safety  and  efficacy. 
The  other  resolution  directs  the  AMA  to  “exert 
all  efforts  to  amend  or  repeal  the  Kefauver- 
Harris”  drug  amendments  of  1962,  which  gave  the 
FDA  broad  new  powers  in  drug  manufacturing 
and  marketing,  and  which  critics  of  the  FDA  con- 
tend has  tended  to  stifle  the  developing  and 
marketing  of  new  drugs  in  the  United  States. 

Oppose  “Public  Utility”  Medicine — The  House 
went  on  record  as  being  opposed  to  certain  bills 
in  Congress  which  would  replace  the  federal 
“Health  Professions  Educational  Assistance  Act” 
which  expired  June  30.  Under  the  bills,  compre- 
hensive health  planning  programs  would  be  re- 
placed with  public  utility  type  bodies  which  would 
control  certain  aspects  of  health  education  and 
health  care  delivery,  and  medical  licensure.  An 
amended  resolution  adopted  by  the  House  directs 
the  Board  of  Trustees  to  mobilize  AMA  member- 
ship in  opposition  to  offensive  sections  of  the  pro- 
posed legislation,  and  take  strong  actions  on  other 
fronts. 
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In  other  actions  affecting  physicians  and  the 
government,  and  other  third  parties,  the  House: 

— Directs  the  AMA  to  seek  an  extension  of 
from  30  to  90  days  to  respond  to  proposed  health 
regulations  printed  in  the  Federal  Register,  and 
that  government  agencies  using  the  Federal 
Register  for  rule-promulgating  purposes  be  urged 
to  hold  public  hearings  on  the  merits  of  proposed 
legislation. 

— Calls  on  the  AMA  to  oppose  the  concept  of 
claims  rejection  on  the  basis  of  “diagnostic  ad- 
mission” or  “lack  of  medical  necessity”  without 
prior  physician  notification,  and  to  recommend 
a peer  review  mechanism  be  established  inde- 
pendent of  the  third-party  carrier  to  review  claim 
conflicts  with  such  mechanisms  to  be  established 
by  existing  medical  foundations,  medical  societies 
or  other  independent  peer  review  organizations. 

— Requests  the  AMA  to  work  with  third  parties 
to  secure  increased  acceptance  of  the  AMA  uni- 
form health  insurance  claim  form,  and  urges  state 
associations  to  encourage  acceptance  of  the  form 
by  insurance  commissioners,  and,  if  necessary, 
through  state  legislation. 

— Urges  continued  AMA  efforts  to  prevent 
future  imposition  of  government  fee  controls,  and 
opposes  the  mandatory  imposition  of  a “Health- 
card”  as  the  payment  mechanism  under  the  Ad- 
ministration’s national  health  insurance  plan,  and 
instead,  reaffirmed  the  right  of  the  physician  to 
bill  patients  directly. 

Physicians  and  the  Public: 

Confidentiality  of  Patient  Records — The  House 
adopted  two  reports  bearing  on  confidentiality  of 
medical  records.  Report  I of  the  Council  on  Medi- 
cal Servuce  describes  a wide-ranging  series  of 
proposals  to  enable  the  medical  profession  and  in- 
surance companies  to  “maintain  the  confidentiality 
and  security  of  patient  information.”  Report  S of 
the  Board  of  Trustees  notes  that  the  Council  on 
Legislation  is  developing  model  legislation  as  a 
guide  to  possible  state  legislation  to  preserve  con- 
fidentiality, and  that  a model  bill  should  be  ready 
for  consideration  by  the  House  at  the  1974  Clinical 
Session  in  Portland,  Oregon. 

Health  Insurance  for  Migrant  Workers — Dele- 
gates supported  in  principle  a report  from  the 
Council  on  Medical  Service  for  the  development 
of  a nationwide  health  insurance  program  for 
migrant  workers.  The  report  drew  some  concern 
about  safeguards  for  the  medical  records  of 
migrants.  The  report  was  referred  to  the  Board 
of  Trustees  for  development  of  appropriate 
legislation. 

Transport  of  Radioactive  Material  via  Air- 
lines— The  House  put  the  AMA  on  record  as 
recommending  that  the  shipment  of  radioactive 
materials  for  medical  use  via  airlines  be  shipped 
“under  strictly  enforced,  existing  federal  regula- 
tions which  guarantee  the  actual  low  potential 


hazard”  of  such  materials  to  passengers  and  crews, 
and  directed  that  the  recommendation  be  pre- 
sented to  appropriate  federal  agencies  for  imple- 
mentation. 

In  other  actions  affecting  physicians  and  the 
public,  the  House  directed  that: 

— The  new  national  blood  policy  be  privately 
implemented  through  the  appropriate  organization 
of  the  AMA,  state  and  county  medical  societies 
and  their  committees  on  transfusion. 

- — The  AMA  continue  to  inform  the  public  and 
the  profession  of  the  potential  problems  and  risks 
in  permitting  the  non-physician  substitution  of 
drugs  of  choice  prescribed  by  physicians,  and  that 
state  associations  support  this  position  before  state 
legislatures  considering  laws  which  would  allow 
drug  substitutions. 

— The  AMA  endorse  use  of  the  condom  as  one 
of  the  effective  methods  of  venereal  disease  con- 
trol. 

Physicians  and  Hospitals  and  Medical  Schools: 

Report  on  Physician-Hospital  Relations,  1974 — 

The  House  adopted  the  104-page  “Report  on 
Physician-Hospital  Relations,  1974,”  compiled  by 
the  Council  on  Medical  Service  and  its  Committee 
on  Private  Practice.  An  update  of  an  earlier  report 
made  in  1964,  the  1974  version  contains  14  specific 
recommendations  to  cope  with  problems  develop- 
ing between  some  hospitals  and  their  medical 
staffs.  Among  other  things,  the  recommendations 
are  aimed  at  protecting  medical  staffs  against  uni- 
lateral action  by  hospital  governing  boards  rela- 
tive to  staff  bylaws,  rules  and  regulations. 

Students,  Interns  & Residents — Two  informa- 
tional reports  dealing  with  possible  guidelines  for 
housestaffs  in  developing  contracts  in  institutions 
in  which  they  serve  generated  considerable  dis- 
cussion before  Reference  Committee  C.  Among 
those  testifying  were  medical  students,  residents, 
faculty  members,  hospital  directors  and  members 
of  the  AMA’s  Board  of  Trustees  and  Council  on 
Medical  Service.  Because  of  the  importance  and 
the  complexity  of  the  issues  involved,  the  two 
reports,  plus  a revised  report  submitted  by  the 
Intern  and  Resident  Business  Session  during  the 
convention,  were  referred  to  the  Board  of  Trustees 
for  further  study  and  consultation  with  appropri- 
ate groups.  Delegates  directed  the  Board  to  report 
back  at  the  1974  Clinical  Session. 

The  House  adopted  a resolution  calling  for  the 
AMA,  through  appropriate  committees  and  coun- 
cils, to  assure  due  process  for  medical  students, 
and  requested  a further  report  at  the  next  Clinical 
Session. 

Another  resolution  proposing  guidelines  for 
“Fair,  Professional  Relationships  between  Train- 
ing Institutions  and  House  Officers”  (intended  for 
inclusion  in  the  essentials  of  approved  internships 
and  residencies)  was  referred  for  further  study 
and  report  back  at  the  Clinical  Session. 
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The  House  adopted  a resolution  calling  on  the 
AMA  to  encourage — and  urging  medical  schools 
to  implement — a series  of  lecture  programs  for 
students  on  the  socio-economic  aspects  of  medi- 
cine. 

New  Liaison  Committee  on  Medical  Education 

— Delegates  adopted  Board  of  Trustees  Report  I 
calling  for  the  establishment  of  a new  Liaison 
Committee  on  Continuing  Medical  Education. 
Structure  and  duties  of  the  new  committee  have 
been  worked  out  by  AMA  representatives  and 
those  representing  the  American  Board  of  Medical 
Specialties,  the  American  Hospital  Association, 
the  Association  of  Medical  Specialties,  and  the 
Council  of  Medical  Specialty  Societies. 

In  other  actions,  the  House: 

— Supported  a moratorium  on  the  licensure  of 
allied  health  occupations  until  the  end  of  1975. 

— Adopted  a report  containing  “Essentials  of 
an  Accredited  Educational  Program  for  the 
Surgeon’s  Assistant.” 

• — And  reaffirmed  the  AMA’s  opposition  to 
blanket  pre-admission  certification  of  hospital 
patients  by  governmental  or  hospital  edict. 

— Adopted  a resolution  urging  the  AMA  to 
support  the  development  of  preceptor  programs 
in  primary  patient  care  to  stimulate  the  produc- 
tion of  more  primary  care  physicians. 

Association  and  Internal  Matters  of  the  House 

Specialty  Representation  in  the  House;  In  re- 
sponse to  proposals  to  increase  speciality  repre- 
sentation in  the  House,  the  Reference  Committee 
on  Constitution  & Bylaws  reported  extensive 
testimony,  and  urged  “all  concerned  parties  to 
increase  communication,  cooperation  and  liaison” 
to  resolve  the  complex  question. 

The  House  adopted  the  reference  committee 
report,  and  referred  report  H of  the  Board  of 
Trustees  containing  proposed  modifications  for 
specialty  representation  in  the  House  to  the  Coun- 
cil on  Constitution  and  Bylaws  for  inclusion  in 
its  continuing  study. 

Malpractice  Problems:  A resolution  calling  on 
the  AMA  and  constituent  societies  to  “institute  a 
nationwide  public  education  program  to  inform 
the  public”  of  malpractice  problems,  and  for  the 
AMA  to  “spearhead  state  and  federal  legislation” 
to  correct  malpractice  inequities,  was  referred  to 
the  Board  of  Trustees  and  its  Committee  on  In- 
surance for  report  back  at  the  1974  Clinical 
Session. 


Membership  Opinion  Polls:  The  House  con- 
curred in  recommendations  to  reconstitute  the 
Committee  on  Membership  Opinion  Polls  as  a 
Special  Committee  of  the  House,  and  authorized 
future  polls  of  membership  opinion  subject  to 
approval  of  the  Board  of  Trustees. 

In  other  internal  matters,  the  House: 

— Requested  changes  in  the  constitution  and 
bylaws  to  permit  additional  scientific  sessions  on 
a regional  basis  (to  supplement  the  programs  at 
the  annual  and  clinical  sessions)  so  the  House 
can  take  affirmative  action  on  the  proposal  at  the 
1974  Clinical  Session. 

— Instructed  the  Board  of  Trustees  to  distribute 
to  each  delegate,  alternate  delegate,  and  constit- 
uent state  association  a summary  of  actions  taken 
at  each  meeting  of  the  Board. 

Miscellaneous  Actions  of  the  House: 

In  miscellaneous  actions,  the  House: 

— Adopted  a resolution  to  amend  the  bylaws 
to  make  past  AMA  vice-presidents  ex-officio 
members  of  the  House  (without  voting  privileges). 

— Rejected  the  establishment  of  a nominating 
committee  for  councils  of  the  House. 

— Changed  the  name  of  the  Section  on  Plastic 
and  Reconstructive  Surgery  to  the  “Section 
on  Plastic,  Reconstructive,  and  Maxillofacial 
Surgery.” 

— Stipulated  that  Board  reports  nominating 
members  of  the  Council  on  Medical  Education 
contain  a breakdown  of  current  members’  status 
to  ensure  a proper  balance  between  fulltime 
educators  and  private  practitioners. 

— Rejected  a resolution  which  called  upon  the 
AMA  to  encourage  individual  states  to  carry  out 
referenda  on  the  question  of  prohibiting  the  sale 
of  handguns,  but  the  House  reaffirmed  the  1973 
policy  that  the  AMA  “urge  the  enforcement  of 
strict  penalties  for  the  use  of  firearms  in  the  com- 
mission of  a crime.” 

— Rejected  a proposal  that  AMA  delegates  be 
chosen  by  popular  election  within  their  respective 
state  medical  associations. 

— Adopted  a substitute  resolution  calling  upon 
the  AMA  to  recognize  “brain  death”  as  one  of  the 
various  criteria  by  which  death  may  be  medically 
diagnosed. 

Ray  G.  Witham,  M.D. 

John  M.  Wood,  M.D. 

Robert  E.  McCurdy,  M.D. 
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Rocky  Mountain  Professional  Consultants,  Inc. 


The  Quality  Name  in  Management  Counseling  to  the  Professions 

Impartial  consultation  in  all  phases  of: 

1.  Practice  Administration 

2.  Personal  Financial  Planning 

3.  Professional  Corporations 

If  it  is  EXPERT  counseling  you  seek- 
call  upon  the  most  experienced  consultants  in  this  region. 

ROCKY  MOUNTAIN  PROFESSIONAL  CONSULTANTS,  INC. 

Roger  L.  Rusley,  President  10403  West  Colfax  Avenue 

Donald  L.  Ankerholz,  Senior  Consultant  Denver,  Colorado  80215 

303)  233-4131 


CENTRALLY  LOCATED 


For  tlie  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 
Space  is  available.  Ask  for 

REPUBLIC  BUILDING  CORPORATION  illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

announces  two  interdepartmental 
five-day,  comprehensive  refresher  courses 

PRIMARY  CARE  OCTOBER  7-11,  1974 

FOR  FAMILY  AND  GENERAL  PRACTITIONERS,  GENERAL  INTERNISTS 

AND  GENERAL  PEDIATRICIANS 

Designed  as  a review  of  the  principles  and  procedures  involved  in  the  management  of  patients  with  problems 
commonly  encountered  in  primary  care,  the  program  includes  a morning  lecture  series  and  afternoon  elective  prob- 
lem-solving sessions,  seminars,  and  demonstrations.  Tuition  for  the  course  is  $235,  with  registration  required  no 
later  than  October  4. 

General  lectures  will  cover  the  following  topics:  birth  control,  when  and  how  to  transfuse,  motor  vehicle  injuries, 
prevention  of  heart  attack,  pre-CCU  management  of  heart  attack,  rehabilitation  after  heart  attack,  urinary  tract  in- 
fections, nutritional  anemia,  management  of  rheumatoid  and  osteoarthritis,  headache,  depression,  sleep  disorders, 
new  antibiotics,  office  management  of  diabetes,  hypertension,  comprehensive  approach  to  primary  care. 

Elective  sessions  will  include:  behavior  modification:  obesity,  smoking,  alcoholism;  bones  and  joints:  neck  and 
arm  pain,  low  back  and  leg  pain,  bursitis  and  tendonitis,  athletic  injuries;  medical  emergencies:  resuscitation,  ar- 
rhythmias, drug  ingestion,  coma;  allergy:  hay  fever,  asthma,  eczema  and  urticaria;  problem-oriented  records:  the  de- 
fined data  base,  construction  of  the  problem  list,  workshop;  trauma:  hand  injuries,  face  injuries,  head  and  spine 
injuries,  chest  injuries;  dermatology:  contact  dermatitis,  bacterial  and  viral  infections,  fungal  infections,  dermatoses; 
acid-base:  acidosis,  alkalosis,  mixed  problems;  genetics  and  child  health:  general  review  and  cytogenetics,  genetic 
counseling  and  prenatal  diagnosis;  immunization,  school  problems. 

Faculty  for  this  course  will  consist  of  thirty-five  physicians  of  the  Stanford  University  School  of  Medicine. 

INTENSIVE  CARE  OCTOBER  28-NOVEMBER  1,  1974 

FOR  ALL  PHYSICIANS  INVOLVED  IN  THE  CARE  OF  THE  CRITICALLY  ILL 

OR  INJURED  PATIENT 

This  course  will  review  in  detail  the  current  status  of  management  principles  and  procedures  applicable  to  criti- 
cally ill  and  critically  injured  persons.  Topics  of  general  interest  will  be  covered  in  morning  lectures,  with  the  after- 
noon program  offering  a choice  of  problem-solving  sessions  and  seminars  and  demonstrations  in  specialized  topics. 
Thirty  Stanford  University  School  of  Medicine  faculty  members  will  participate. 

General  lectures  will  cover:  hemodynamic  monitoring,  antiarrhythmic  drugs,  surgery  for  ischemic  heart  disease, 
respiratory  failure:  pathophysiology-manifestations  and  management,  the  practical  use  of  ventilators,  clotting  mecha- 
nisms, common  bleeding  problems:  congenital-acquired,  diabetic  ketoacidosis  and  hyperosmolar  coma,  lactic  aci- 
dosis, neurological  emergencies,  thromboembolism,  drainage  of  the  urinary  tract. 

Elective  sessions  will  include:  EKG  problems:  acute  myocardial  infarction,  tachyarrhythmias,  bradyarrhythmias, 
changes  in  severe  illness;  blood  gas  and  acid-base  problems:  respiratory  acidosis  and  alkalosis,  metabolic  acidosis, 
metabolic  alkalosis,  oxygen  transport;  salt  and  water  problems:  water,  sodium,  potassium,  miscellaneous  syndromes; 
acute  myocardial  infarction:  cardiogenic  shock,  arrhythmias,  emergency  surgery,  acute  rehabilitation  in  CCU;  ICU 
methods:  resuscitation,  protecting  the  brain  after  arrest,  central  venous  pressure  and  arterial  catheters,  pacemakers; 
trauma:  injuries  to  the  face,  injuries  to  the  chest,  injuries  to  the  head  and  spine;  neonatal  crises:  neonatal  asphyxia, 
respiratory  distress  syndrome,  sepsis,  metabolic  crises  in  the  newborn;  ICU  management  problems:  use  of  blood 
components,  acute  renal  failure,  antibiotics  in  septic  crises,  hyperalimentation. 

Tuition  for  this  course  is  $225,  with  registration  required  no  later  than  October  25.  Early  registration  is  advisable 
as  this  course  has  been  oversubscribed  in  previous  years. 


Clip  and  mail  to:  OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

Stanford  University  School  of  Medicine,  Room  Ml 21  • Stanford,  California  94305 

PRIMARY  CARE  October  7-11,  1974 

Please  enroll  me  ($235  check  enclosed)  Please  send  brochure  

INTENSIVE  CARE  October  28-November  1,  1974 

Please  enroll  me  ($225  check  enclosed)  Please  send  brochure  

NAME Specialty 

Last  First  (please  print) 

ADDRESS ZIP  


(Checks  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE) 


NOW  LEASING 


Medical-Dental  Offices.  Across  from  new  Southglenn  Shopping  Center. 
Arapahoe  Road  at  South  Vine  Street.  Provision  for  all  needs. 

6G50  So.  Vine  St. 

For  information  contact  Perry  & Butler  Mr.  Purvis  at  757-7471  or  344-9875,  Eves 


At  First  Trust  Corporation 

KEOGH  COUNTS 


Van  Hummell  Building  • Tel.  303-744-2944 
444  Sherman  St.  • Denver,  Colorado  80203 
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llniversity  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

PATHOLOGY  IN  GYNECOLOGY 
AND  OBSTETRICS 

The  Stanley  Hotel,  Estes  Park,  Colorado 
August  24-29,  1974 

Contact;  Office  of  Postgraduate  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 


American  Association  of  Medical  Assistants 

ANNUAL  NATIONAL  CONVENTION 

Denver  Hilton,  Denver,  Colorado 
September  24-29,  1974 

Contact:  Mrs.  Kathryn  Strainer,  President. 


Association  for  Practitioners  in 
Infection  Control 

INFECTION  CONTROL  CONFERENCE 
National  Jewish  Hospital,  Denver 
October  10-11,  1974 

Contact:  F.  Marc  LaForce,  MD,  Chief,  Infec- 
tious Disease,  Veterans  Administration  Hospital, 
1055  Clermont  Street,  Denver,  Colorado  80220. 


Beth  Israel  Hospital 

ASPEN  MUSHROOM  CONFERENCE 

Snowmass-at-Aspen,  Colorado 
August  26-30,  1974 

Contact:  Barbara  Silvastain,  Beth  Israel  Hos- 
pital, W.  17th  Avenue  and  Lowell  Boulevard,  Den- 
ver, Colorado  80204. 


EIGHTEENTH  ANNUAL  WESTERN 
INDUSTRIAL  HEALTH  CONFERENCE 

Hilton  Hotel,  Los  Angeles,  California 
October  10-12,  1974 

Contact:  B.  H.  Bravinder,  Executive  Secretary, 
P.O.  Box  201,  Alamo,  California  94507. 


Fitzsiinons  Army  Medical  Center 

27TH  ANNUAL  SYMPOSIUM  ON 
PULMONARY  DISEASE 

Fitzsimons  Army  Medical  Center 
Denver,  Colorado 
September  9-13,  1974 

Contact:  Roald  A.  Nelson,  MD,  Program  Direc- 
tor, Fitzsimons  Army  Medical  Center,  Denver, 
Colorado. 

Montana  Medical  Association 

1974  ANNUAL  MEETING 

Holiday  Inn,  Bozeman,  Montana 
September  12-14,  1974 

Contact:  G.  Brian  Zins,  2021  Eleventh  Avenue, 
Suite  12,  Bozeman,  Montana  59601. 


Third  World  Congress 

COLLEGIUM  INTERNATIONALE 
CHIRURGIAE  DIGESTIVAE 

Regency  Hyatt,  Chicago,  Illinois 
October  10-14,  1974 

Contact:  University  of  Illinois  Department  of 
Surgery,  P.O.  Box  6998,  Chicago,  Illinois  60680. 


ELECTROCARDIOGRAPHIC  INTERPRETATION 
FOR  THE  CLINICIAN 

Presbyterian  Hospital  Center 
Albuquerque,  New  Mexico 

October  17-19,  1974 

Contact:  Barry  William  Ramo,  MD,  201  Cedar, 
S.E.,  Suite  604,  Albuquerque,  New  Mexico  87106. 


Lovelace  Foundation  for 
Medical  Education  and  Research 

NEW  CONCEPTS  IN  GASTROENTEROLOGY 

Lovelace  Center  for  the  Health  Sciences 
5200  Gibson  Blvd.,  S.E. 

Albuquerque,  New  Mexico  87108 

September  20-21,  1974 


Civil  Aviation  Medical  Association 
ANNUAL  SCIENTIFIC  SEMINAR 
Antlers  Hotel,  Colorado  Springs,  Colorado 
October  21-23,  1974 

Contact:  LeRoy  A.  Wolevar,  MD,  4200  West 
Charleston  Blvd.,  Las  Vegas,  Nevada  89102. 
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PUBLICATION 

PRINTING... 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

EDITORIAL  ASSISTANCE  • BINDING 
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Publishers  Press,  Inc./ 
Monilor  Publicalions 

2177  W,  7th  DENVER  892-0166 


$78.00 

value! 


f 

You're  treated  like  a royal  pair! 

. . .on  our  mini-vacation  weekend 
special.  You  both  deserve  it.  Get 
away  from  your  problems  and  the 
energy  shortage,  and  let  us  pamper 
you  for  a change.  . . 

* Your  own  private  suite  with  its 
lanai  balcony  for  2 full  days  and 
nights. 

* Breakfast  in  bed  (or  in  the  Hunt 
Room)  Saturday  and  Sunday. 

* Your  first  cocktail  each  evening, 
Friday  and  Saturday,  while  enjoying 
entertainment  in  the  Cork  Room. 

* Sightsee  Denver,  shop 
nearby  downtown,  enjoy  color 
TV  in  your  private  suite. 

* All  this,  plus  a surprise 
gift. 

A real  bargain, 
these  days. 


for 

two 


Rondomycin 

(methac^line  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN,  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  ad|ustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  Interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) , 

Renal  toxicity:  rise  in  BUN , apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q 1 d.  for  a total  of  5.4  grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children-3to6  mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

Iffi  WALLACE  LABORATORIES 

CRANBURY  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


RondomvGin  300.e 

[metjhacifcline  HCI] 


Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


At  First  Trust  Corporation 


KEOGH  COUNTS 


Van  Hummell  Building  • Tel.  303-744-2944 
444  Sherman  St.  • Denver,  Colorado  80203 


ir  A Disability  Closed  the  Door  on  Your  Practice... 
Would  it  also  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day. 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury. 

Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members. 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Group  rates,  helps  see  to  it  that  your  family  will  have 
something  to  fall  back  on  should  you  become  sick  or  hurt 
and  unable  to  work  because  of  a covered  sickness  or 
accident. 

ACT  NOW!  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need.  There's 
no  obligation. 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge.  CO  80033 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 


Carl  Roderick 
2627  West  10th  Street 
Greeley,  CO  80631 


Tony  Occhiuto 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  CO  80932 


3^mflha.xL/ 

People  ifou  can  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE:  OMAHA.  NEBRASKA 


Colorado  Medical  Society  Insurance  Program 
Please  send  me  full  details  on  the  Disability  Income 
Protection  Plan  available  to  me  as  a member. 

NAME 

ADDRESS 

CITY STATE ZIP 


U!4. 
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WANT  ADS 


PHYSICIANS  WANTED.  Two  men  to  join  nine-man  multi- 
specialty group  in  scenic  Glenwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact:  Dr.  Orrie  Clemens  or  Dr.  G.  Thomas 
Morton,  Glenwood  Medical  Associates,  1905  Blake,  Glenwood 
Springs,  Colorado  81601,  or  call  (303  ) 945-5441.  374-4-TFB 


DOCTORS— LICENSED  TO  PRACTICE  MEDICINE  in  Colo- 
rado needed  fulltime  for  plasma  center.  RN  on  duty  to  as- 
sist. Retired  doctors  considered.  No  age  limit.  Salary  open, 
please  reply  to  Box  674-4-TFB,  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Ave.,  Denver,  Colo.  80218.  674-4-TFB 


H’r'-H-RTtSF.  I^'OR  LEASE:  Ideal  location  on  West 
84th  Ave.  just  off  1-25  in  Thornton,  Colorado.  Complete 
facilities  available,  including  space  for  medical  and  dental 
suites  and  pharmacy.  All  with  individual  climate  control.  In- 
cludes all  utilities  and  services.  Near  hospitals,  shopping  cen- 
ters, and  lodging.  Competitive  lease  rates  available.  For  com- 
plete information  on  rates  and  amenities,  call  or  write  Jack 
Jolly  or  Preston  Adams,  Moore  Realty  Co.,  300  Speer  Boule- 
vard, Denver,  Colorado  80203.  Call  (303)  733-5511.  674-10-3B 


garden-level  office  and  medical  building.  Prime 
Lakewood,  Colorado  location.  Main  building  of  6,800  square 
feet  plu.s  separate  three-unit  apartment  conversion  on  same 
site.  Main  building  has  monthly  gross  income  of  $2,585. 
Masonry-veneer  construction.  Air  conditioned.  Parking  for 
100  cars.  Up  to  3,400  square  feet  available  on  lease  terms. 
Priced  at  $185,000.  Terms  negotiable.  Contact  Rich  Richison, 
Moore  Realty  Co.,  300  Speer  Boulevard,  Denver,  Colorado 
80203.  CaU  (303)  733-5511.  674-9-3B 


MEDICAL  OFFICE  SPACE  AVAILABLE  in  Professional  Arts 
Building,  1245  East  Colfax  Avenue,  Denver,  located  close  to 
Midtown  Hospital  Area.  Predominantly  medical  building  at 
attractive  rates.  Contact:  Mr.  E.  Crust.  Richter/Robb  & Co., 
(303)  831-7888.  674-8-TFB 


PROFESSIONAL  SPACE  in  heart  of  Applewood,  Colorado. 

2050  Youngfield  Street,  Lakewood.  Exceptional  opportunity 
for  medical  doctors.  2200  sq.  ft.  partitioned  for  consultation, 
reception,  and  examination  rooms.  Plumbing  in  most  rooms. 
Air-conditioned.  Write  or  phone:  L.  B.  Arnold,  2001  Willow 
Court,  Lakewood,  Colorado  80215,  or  Call:  (303)  237-3358. 

774-8-3B 


FULLY  FURNISHED  CONDOMINIUM  UNIT  in  older  section 
of  Southeast  Denver,  with  silver  and  linen  provided.  Three 
bedrooms,  three  baths,  living  and  dining  rooms,  and  recrea- 
tion room.  Double  garage.  $275  per  month.  9-month  lease. 
Write:  Mrs.  A.  W.  Denny,  2288  South  Sherman  Street,  Den- 
ver, Colorado  80210.  874-2-lB 


DENVER,  southwest  suburb  of  100,000  needs  M.D.  internists, 
gynecologists,  and  family  practitioners.  New  air-conditioned 
professional  building,  ready  with  radiologist,  dermatologist, 
dentists,  pharmacy,  and  approved  automated  clinical  labora- 
tory run  by  biochemist  and  pathologist.  Twenty  minutes  from 
three  hospitals.  Near,  but  not  in,  two  shopping  centers.  Ideal 
for  a small  group.  Colorado  licensing  by  reciprocity  in  most 
cases.  Active  county  medical  society.  For  information  con- 
tact: Ralph  Harrison,  1880  So.  Pierce  St.,  Suite  #4.  Lake- 
wood,  Colorado  80226,  or  Call:  (303)  934-2166.  874-3-lB 


COLORADO  MOUNTAIN  PROPERTY:  Beautiful  two-acre 
building  sites  near  Buena  Vista,  Colorado,  with  uninter- 
rupted view  of  the  magnificent  Collegiate  Mountain  Range. 
County-maintained  roads  are  in.  Two  lakes.  CaU  (3031  534- 
2379,  or  write:  Harvard  Ranch  Estates,  Buena  Vista,  Colorado 
81211.  This  is  really  a beautiful  area.  874-5-3B 


EXCELLENT  OPPORTUNITIES  in  prime  location  in  North- 
glenn (Suburb  of  Denver).  Low  medical  population.  Mod- 
erate rentals.  Specialists  needed.  Building  designed  with  ad- 
vanced ecological  concepts  for  fuel  conservation.  Call  Dr.  John 
Fischer:  (303)  452-2766.  574-2-3B 


NEW  AND  USED  IHEDICAL  EQUIPMENT,  including  X-ray. 

Bought,  sold,  leased,  repaired.  Used,  and  obsolete  medical 
equipment  accepted  as  trade-ins.  Plaza  Medical,  Inc.,  7683  E. 
Jefferson  Drive,  Denver,  Colorado  80110.  Call:  (303)  771-6210. 

574-3-3B 


PEDIATRICIAN  NEEDED  to  share  established  practice  in 
Boulder,  Colorado.  Call  M.  Gehres,  M.D.  collect  at  (303) 
443-8880.  574-6-TF 


FOR  SALE:  Following  sets  of  vols.  — loose  leaf  — kept  up- 
to-date  until  the  last  2 or  3 years;  Gynecology  and  Ob- 
stetrics, 6 vols.;  Davis  and  Carter;  Lewis’  Practice  of  Surgery, 
12  vols.;  Tice.  Practice  of  Medicine,  10  vols.;  Brenneman, 
Practice  of  Pediatrics.  3 large  or  6 small  vols.;  Stereoscopica 
Atlas  of  Human  Anatomy,  Sec.  VI,  Pelvis,  2 vols.;  Sec.  V, 
Abdomen,  2 vols.;  Sec.  Ill,  Upper  Extremity,  1 vol.  Contact: 
Dr.  Helen  Maytum.  3163  So.  Columbine  St.,  Denver,  Colorado 
80210.  Call;  (303)  756-2656.  774-1-2 


GENERAL  PRACTITIONER  to  join  3 GPs  and  1 General 
Surgeon.  Individual  practice,  rotating  night  and  wneVorid 
coverage.  Luxurious  office  available  in  new.  modern  building. 
New  60-bed  hospital.  Town  of  6,000,  drawing  area  of  15,000. 
Write:  K.  D.  Austin.  M.D.,  520  Main  Street,  Goodland,  Kansas 
67735,  or  call:  (913)  899-3633,  774-2-3B 


OPHTHALMOLOGISTS,  PEDIATRICIANS,  AND  FAMILY 
PHYSICIANS  — Who  ever  heard  of  Lamar,  Colorado?  Peo- 
ple who  like  good  life,  open  space,  fresh  air  and  golf  without 
a tee  time.  Referrals,  support  and  cooperative  professional 
climate  assured.  Building  new  $2  million  hospital.  Contact' 
Keith  F.  Krausnick,  M.D.,  200  South  5th  Street,  Lamar  Colo- 
rado 81052,  Phone:  (303)  336-9051,  or  Ray  Holmes,  Hospital 
Administrator,  Prowers  Medical  Center,  Lamar,  Colorado 
81052,  or  phone  (303)  336-4343.  774-3-3B 


PHYSICIANS — -WORLDWIDE — Spain,  Japan,  Hawaii,  Maine, 
Florida,  California — other  areas.  General  Practitioner  or 
Specialists  rieeded.  Practice  primary  health  care.  No  over- 
head. Continuing/graduate  medical  education.  Research. 
Thirty  days  paid  annual  vacation.  Comfortable  salary  Con- 
tact: LCDR  A.  E.  PIATT,  MSC.  USN,  Medical  Programs 
Officer,  Navy  Recruiting  Area  SIX,  6910  Pacific  Street,  Suite 
100,  Omaha,  NE  68106,  or  Call:  (800)  841-8000  tool-free. 

774-4-2B 


EMERGENCY  ROOM  PHYSICIAN  WANTED  for  320  bed 
JCAH  accredited  general  hospital.  In  process  of  reorganizing 
emergency  room  services.  Excellent  salary  and  fringe  bene- 
fits. Contact:  Administrator,  Memorial  Hospital  of  Natrona 
County,  Casper,  Wyoming  82601.  774-5-TFB 


DIRECTOR  FOR  STUDENT  HEALTH  CENTER,  Utah  State 
University,  starting  January  1,  1975.  Need  licensed  prac- 
ticing medic  with  interest  in  students  and  student  health 
needs.  Salary:  $20,000-22.000.  Position  responsible  to  Vice 
President  for  Student  Affairs.  Apply  to:  Claude  J.  Burten- 
shaw.  Vice  President  for  Student  Affairs,  Utah  State  Uni- 
versity, Logan,  Utah  84322.  Equal  Opportunity  Employer. 

874-7-lB 


INTERNSHIP  sought  by  PHYSICIAN- ASSIST  ANT  trainee. 

With  or  without  possible  future  employment  with  GP.  pre- 
ferring rural-small  town  practice.  August.  Salary  unneces- 
sary. References  available.  Sponsored  by  St.  Cloud  State 
College  P-A  Program.  Write:  Gary  Krane,  Ph.D.,  396  2nd 
Avenue,  St.  Cloud,  Minn.  56301.  874-8-lB 


PHYSICIAN.  Breckenridge,  Colorado.  Family  practice.  Ideal 
office  available.  Have  the  best  of  both  worlds,  lucrative 
practice  (no  competition)  and  skiing  in  Colorado's  third 
largest  ski  area.  Dillon  Reservoir  for  four  seasons  recreation. 
Owner  will  help  with  initial  lease.  Contact:  Mike  Flanagan, 
Hovey-Billings  Real  Estate.  (303l  758-4321  or  (303)  756-7442. 

874-9-lB 


INTERNIST/HEMATOLOGIST,  board  eligible.  Age  31.  Seeks 
full-time  position  in  internal  medicine  and/or  hematology 
in  Denver  area  with  small  or  large  group.  Available  July 
’75.  Write  Box  874-10-lB,  Rocky  Mountain  Medical  Journal, 
1601  East  19th  Avenue,  Denver,  Colorado  80218.  874-10-lB 


LOCUM  TENENS — Any  week  but  last  week  of  September. 

Write  H.  Wayne  Currey,  M.D,,  7 No.  Cascade,  Montrose, 
Colorado  81401,  or  call  (303)  249-6566.  874-4-lB 
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Triaminic"  Expectorant  Triaminic^  Expectorant 

with  Codeine  @ 


Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance. 


The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 
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Newton  Optical 

ARTIFICIAL  EYES 

Company 

Catering  to 

Medical  Profession  Patronage 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 

In  business  since  1906. 

1 

Write  or  ohone  for  full  details. 

309  lAth  Street  f \ Telephone 

Denver  80202  534-8714 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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how  to  civilize  the 


give  pain  killers?... prescribe  freq 


give  pain  killers  only? 

They  relieve  pain  but  may  cause  patient  drug 
dependency  and  unnecessary  sedation. 

prescribe  frequent  eating  only? 

Frequent  feeding  helps  buffer  acid,  but  caloric, 
digestive,  and  social  considerations  make 
frequent  eating  both  difficult  and  impractical. 

use  antacids  only? 

Antacids,  like  food,  help  neutralize 
or  buffer  stomach  acidity.  Their 
action  is  short,  usually  lasting 
only  1 to  134  hours  (given  four 
hours  after  a meal)."  Some 
patients  may  require 
antacids  every  half  hour. 


When  you  add  Pro-Banthine*  you 

^ brand  of  ii  !•  i 

propantheline  bromide 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  vwth  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiratior'i 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  this] 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenced] 
by  elderly  mdes  with  prostatic  hypertrophy,  such  patients  should  be|  : 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerative| 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  mayj  ' 


cannibal  stomach 


add  Pro-Banthine 

Helps  to  relieve  pain  without  risk  of  patient  drug 
dependency. 


add  Pro-Banthine 

Pro-Banthine  slows  intestinal  motility  to 
enhance  and  prolong  the  action  of 
antacids.  The  action  of  Pro-Banthine 
lasts  4 to  6 hours. 


*Fordtran,  J.  S.,  and  Collyns,  J.  A.  H.:  Antacid 
Pharmacology  in  Duodenal  Ulcer:  Effect  of 
Antacids  on  Postcibal  Gastric  Acidity  and 
Peptic  Activity,  New  England  J.  Med. 
274:921-927  (April  28)  1966. 


add  Pro-Banthine 


Reduces  gastric  secretory  volume  and  total 
resting  and  free  acid  without  the  caloric, 
digestive,  and  social  problems  occasioned  by 
uent  eating. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  ill.  60680 


SEARLE 


usually  get  better  patient  response. 


jccur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
adverse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
nsomnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
ion,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dosage  for  adult 
orzil  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
quent adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
made. 

Pro-Banthine  R A.  — Each  tablet  of  Pro-Banthine  RA.  (propantheline 
bromide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-BanthTne  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and.  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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Citabria  provides  a range  of  aircraft  from  the  lowest  priced  plane  in  current 
production  (Standard  Citabria)  to  the  National  Aerobatic  Team  Decathlon. 
An  entire  line  capable  of  aerobatics. 

For  economical  125  MPH  7.5  GPH  transportation 
Fun  flying,  sport,  or  serious  aerobatics,  or  even  as  spray  plane 

THE  ALL  STAR  LINEUP  OF  CHAMPIONS 

Difficult  to  Beat 

Learn  to  fly,  or  teach  your  son  — very  economically. 

See  it  all  at  the  foot  of  the  Rockies  — Boulder  Municipal  Airport,  main  terminal 

AARDVARK  AERO  ASSOCIATES,  INC. 

CALL;  (303)  442-3131 


AEROBICS  OR  AEROBATICS 

>'V  ^ 

things  haven't  changed  much — girls  or  airplanes!  ^ 

i 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows; 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


I According  to  her  major 
ymptoms,  she  is  a psychoneu- 
otic  patient  with  severe 
nxiety.  But  according  to  the 
lescription  she  gives  of  her 
eelings,  part  of  the  problem 
lay  sound  like  depression. 

7his  is  because  her  problem, 
Ithough  primarily  one  of  ex- 
essive  anxiety,  is  often  accom- 
)anied  by  depressive  symptom- 
.tology.  Valium  (diazepam) 
an  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
oms  associated  with  it  are  also 
iften  relieved. 

There  are  other  advan- 
ages  in  using  Valium  for  the 
nanagement  of  psychoneu- 
otic  anxiety  with  secondary 
lepressive  symptoms:  the 
)sychotherapeutic  effect  of 
/alium  is  pronounced  and 
apid.  This  means  that  im- 
)rovement  is  usually  apparent 
n the  patient  within  a few 
lays  rather  than  in  a week  or 


2-mg,  5-mg,  10-mg  tablets 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  BW,  et  al:  Dis  Nerv 
5y^ri0:675-679,  Oct  1969. 

2.  Hollister  LE,  et  cil:  Arch  Gen 
Psychiatry  24:273-27H,  Mar  1971. 

3.  Claghorn  J : Psxchosomatics 
;;:438-441,  Sept-Oct  1970. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


;urveillance  because  of  their  predisposi- 
ion  to  habituation  and  dependence.  In 
jregnancy,  lactation  or  women  of  child- 
)earing  age,  weigh  potential  benefit 
igainst  possible  hazard. 

’recautions:  If  combined  with  other  psy- 
ihotropics  or  anticonvulsants,  consider 
larefully  pharmacology  of  agents  em- 
Jloyed;  drugs  such  as  phenothiazines, 
larcotics,  barbiturates,  MAO  inhibitors 
ind  other  antidepressants  may  potentiate 
ts  action.  Usual  precautions  indicated  in 
)atients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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To  the  Editor: 

Two  letters  to  the  Editor,  July  1974  and 
August  1974  generally  agree  that  tobacco  can  pro- 
duce cancer  of  the  lung,  but  neither  of  the  letters 
or  general  cancer  literature  show  how  tobacco 
actually  does  this.  I tried  to  show  this  in  the 
Rocky  Mountain  Medical  Journal  October  1971, 
but  the  subject  has  largely  been  ignored.  How- 
ever, the  Surgeon-general  thought  it  important 
enough  to  place  it  in  the  National  Clearinghouse 
for  Smoking  and  Health  and  there  have  been 
some  other  favorable  comments. 


To  repeat  briefly,  nicotine  is  a strong  vasocon- 
strictor all  over  the  body,  and  especially  active  on 
mucous  membranes.  The  surface  of  bronchial 
membranes  is  dried,  the  cilia  are  lost,  and  the  sur- 
face cells  lose  their  columnar  goblet  cells  and 
become  squamous  like.  The  basal  cells  continue 
to  multiply  but  they  can  never  reach  the  surface 
to  become  normal  goblet  cells.  By  pressure  they 
break  through  the  basement  membrane  and  then 
are  cancer  cells.  These  changes  are  illustrated  in 
“Progress  Against  Cancer  1970”,  but  there  has  not 
been  general  recognition  of  this  etiology,  and  the 
search  goes  on.  The  hopeful  part  of  this  theory  is 
that  prevention  of  lung  cancer  can  be  helped  by 
steps  to  combat  the  dehydration  of  mucous  mem- 
branes in  smokers.  A few  reprints  are  available 
for  those  interested  in  following  up  the  study. 


Harvey  S.  Rusk,  M.D. 
131  Colorado  Avenue 
Pueblo,  Colorado  81004 


Cordial  Invitation 

We,  Mexican  MDs,  are  glad  to  invite  our  American  colleagues  to  a joint 
venture  at  a Hotel-Club  in  Mazatlan,  Sinaloa,  Mexico 

The  “Asociacion  de  Medicos  Mexicanos,  A.C.”  is  carrying  on  a project  named  “Ammaczatlan,” 
based  on  the  construction  of  a Hotel-Club  in  Mazatlan.  We  actually  have  a lot  on  the  beach, 
located  between  the  Camino  Real  and  the  Holiday  Inn  hotels. 

Our  Hotel-Club  will  have  40  air-conditioned  apartments  with  two  bedrooms,  living-dining  room. 


bathroom  and  kitchenette. 

There  will  be  a swimming  pool,  splash  pool, 
garden  and  a parking  lot. 

Our  shareholders  will  be  able  to  reside  there 
as  many  days  as  shares  they  own — paying  only 
the  service-maintenance  fee,  which,  according 
to  an  economic  study  made,  will  be  about  $14 
a day. 

The  price  of  the  share  ($110)  is  established  by 
its  nominal  value  ($100)  and  a premium  ($10) 
for  organization  expenses.  Until  the  shares  sub- 
scription is  completed,  the  share  nominal  will 
be  deposited  in  the  joint  savings  account  which 
our  Association  has  in  Financiera  Comermex 
and  it  will  accumulate  8.374%  annual  interest, 
with  capitalization  every  three  months.  If  the 
promotion  should  fail,  the  shareholders’  money, 
plus  the  accumulated  interest,  will  be  returned 
to  them. 


We  request  from  our  American  colleagues  who  may  be 
interested  in  this  joint  venture  to  fill  out  the  coupon  below 
and  send  it  back  to  us. 


Asociacion  de  Medicos  Mexicanos,  A.C. 

Leandro  Valle  No.  93  Nte. 

Torreon,  Coah. 

Mexico. 

1 am  interested  in  the  “Ammaczatlan”  Hotel-Club  project. 
Please  send  illustrated  pamphlet  to: 

(PLEASE  PRINT) 

NAME 

ADDRESS 

C I T Y STAT  E Z I P 

Signature 


for  September  1974 
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Dialt^e 


“I  may  be  prejudiced,  but  I ■ 
very  much  in  favor  of  the  detail  nj 
I meet.  Most  of  them  are  knowleci 
able  about  the  drugs  they  promo 
and  can  be  a great  help  in  acquai| 
ing  me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most 
the  men  who  visit  me  regularly  ar' 
they  in  turn  have  become  aware  C. 
my  particular  interests  and  the  n 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  mu 
as  possible  to  the  areas  of  interes' 
to  me.  Since  I usually  see  the  sarr 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealiij 
with  health  problems  in  this  coun 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence  , 

My  contact  with  representa-i 
tives  and  salesmen  of  the  pharma 
ceutical  industry  is  the  type  of  coi 
tact  that  people  in  a medical  centl 
research  people,  and  academic 
people  have  and  that’s  in  all  likelil 
on  a somewhat  different  level  fror 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I persoi 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edi 
cational  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  filrr 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  thi| 


Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  larger  teaching  facilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
sentinga  one-sided  picture  of  his 
product,  and  by  encouragingthe 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 
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is  usually  maintained  with 
fewer  nighttime  awakenings 


• • • 


a consistent  benefit  of 


Dalmane 

(flurazepam  HCI)  proved  by  a 

17-night  clinical  study  in  the  sleep  research 
laboratory  evaluating  effectiveness  in 
insomnia  patients' 

Eight  patients  received  no  medication  on  nights  1-4;  Dalmane  (flurazepam  HCI) 
or  placebo  on  nights  5-9;  crossover  capsule,  nights  10-14;  and  no  medication, 
nights  15-17.  While  placebo  had  no  significant  effect  on  sleep  maintenance, 
Dalmane  reduced  nighttime  awakenings  by  55. 1%  when  given  on  nights  5-9, 
43.7%  on  nights  10-14.  When  four  control  subjects  received  placebo  on  the 
10  “drug”  nights,  awakenings  increased  11.5%  over  baseline. ^ 


Average  Number  of  Awakenings 
and  Minutes  of  Wake  Time 
(4  Studies,  16  Subjects)  2-5 


34.61 

min 


Number  of  Wake  Time 

Awakenings 

(Decreased  31.3%)  (Decreased  52.6%) 


B Baseline  (no  medication) 

CH  Dalmanetflurazepam  HCI)  30  mg 


confirmed  by  clinical  studies 
in  four  geographically  separated 
sleep  research  laboratories'^  ^ 

Using  a 14-night  protocol,  involving  eight  insomniac 
and  eight  normal  subjects,  four  studies  confirmed 
the  sleep-maintaining  effectiveness  of  Dalmane 
(flurazepam  HCl)  and  the  reproducibility  of  this 
response.  On  average,  one  30-mg  capsule  reduced 
number  of  awakenings  by  31.3%  and  wake  time  by 
52.6%.  In  all  these  studies,  Dalmane  induced  sleep 
rapidly,  on  average  within  17  minutes;  reduced 
nighttime  awakenings;  and  provided,  on  average, 

7 to  8 hours  of  sleep  without  repeating  dosage.^-^ 

Dalmane  (flurazepam  HCl) 
induces  and  maintains  sleep, 
with  relative  safety 


Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively  infrequent. 
While  dizziness,  drowsiness,  lightheadedness  and  the  like  have  been  noted  most  often, 
particularly  in  the  elderly  and  debilitated,  physicians  should  be  aware  of  the  possibility 
of  more  serious  reactions,  as  noted  in  the  Complete  Product  Information. 


Before  prescribing  Dalmane  (flurazepam  HCl),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
[insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCl.  ,, 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness. talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCl. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCl) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule /i.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


REFERENCES:  1.  Kales  J,  et  al:  Clin  Pharmacol  Ther  ;2:691-697,  Jul-Aug,  1971 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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This  year,  the  AM  A will  help 
John  Vivian  and  15  million 
other  Americans  take  a little 


(better  care  of  their  health 


Better  than  anyone,  you  know  that  good  health  depends, 
to  a great  extent,  on  good  health  practices.  So  you 
provide  your  patients  with  the  kind  of  sound  informa- 
tion they  need  to  take  better  care  of  themselves. 

The  AM  A does  the  same  thing  for  millions  of  other 
Americans.  Every  year,  it  distributes  15  to  20  million 
pieces  of  health  literature  to  schools,  colleges, 
health  agencies  and  the  public.  Some  1300  different 
publications  are  currently  in  circulation,  with  the 
topics  ranging  from  arthritis  to  drug  abuse  to  sex 
education  and  hypertension. 

These  educational  materials  provide  the  public  with 
1 sound,  authoritative  information  about  illness,  personal 
, health  problems  and  ways  to  take  better  care  of 
their  health. 

Physicians  often  ask  what  the  AMA  really  does. 

This  is  just  one  of  its  many  activities  — all 
made  possible  by  the  physicians  who  support  the 
AMA  through  their  membership.  Find  out  more  about 
the  AMA,  how  it  serves  the  public,  how  it  serves 
the  profession.  Just  send  us  the  completed  coupon. 


r Join  us. 

I We  can  do  much  more  together. 

Dept.  D W 

I American  Medical  Association 
535  N.  Dearborn  St. 

I Chicago,  III.  60610 

I Please  send  me  more  information  on 
the  AMA  and  AMA  membership. 

I Name 

[ Address 

I City/State/Zip 

I I 
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Your  fieuest 
neighbor 
nriQyBe\bur 
Best  FrierKl. 


Or  so  it'll  seem  with  your 
community  mental  health 
center.  It’s  a new  type 
of  facility,  run  by  people 
in  your  area  with  initial 
help  from  the  Federal 
government. 

The  nice  thing  about  it  is 
that  you  don’t  have  to  go 
far  to  get  help  for  emo- 
tional problems  when  it’s 
needed.  Help  like  inpa- 
tient and  outpatient  care, 
hospitalization,  emer- 
gency service,  and  public 
education  and  consulta- 
tion. So  far.  there  are  359 
such  centers  operating 
throughout  the  country. 
The  goal  is  1,500  by  1980. 

Promoting  them  is  the 
National  Association  for 
Mental  Health  — the 
only  nationwide  citizens’ 
organization  to  do  so 

Your  mental  health  asso- 
ciation is  striving  to 
make  a difference  in  the 
quality  of  services  pro- 
vided by  these  centers. 

Join  and  Support 
Your  Mental  Health 
Association 

Citizens  Who  Do 
Make  A Difference 


The  Indian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucose!  Hence  they 
must  obtain  their  vitamin  C from  exogenous  sources. 


iMiC  Scrapbook 
of  Vitamin  Facts  8.  Fallacies 


De  Joinville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  ' cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food'.  The  disease  he 
described  was  probably  scurvy. 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking! 


Available  on  your 
prescription  or 
recommendation 


AUBEEiMlC 


High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


AlIbCB^withC 

MULTIVITAMINS 


KiDOTiavin  iv—w  — 

Pyndoiine  hydrochloride  (B<)S  mg  * 
Niecmamide  50  mg  SOW 

Icium  pef»fother»ate  10  mg 

corbicac'd  (Vilamm  C)  300  mg  1000^ 


30  CAPSULES 


.\.ll.  Robins  Company.  Richmond,  Va.  2.1220 
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[ROBINS 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

C23%  alcohoO No,  2 Extentab 

hyoscyamine  sulfate  0 1037  mg.  0.1037  mg.  0.31 11  mg. 

atropine  sulfate  0.01 94  mg.  0.0194  mg.  0.0582  mg 

hyoscine  hydrobromide  0.0065  mg.  0.0065  mg.  0.0195  mg. 

phenobarbital  C^gr.)l6  2mg  CM  gr.]  32.4  mg  C%gr.!)48  6mg 

(warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  ordryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications; 
Glaucoma:  renal  or  hepatic  disease;  obstructive  uropathy  Cfor  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy):  or 
hypersensitivity  to  any  of  the  ingredients. 

/I'HDOBINS  A H Robins  Company  Richmond.  Virginia  23220 


Your  work  is  waiting. 


This  is  a familiar  scene  for  hundreds  of 
successful  doctors  in  the  Rocky  Mountain  area. 
Long  after-hours  trying  to  bring  their  personal 
finances  under  control.  And  here  are  some 
of  the  disturbing  reasons  why: 

We’ve  found  doctors  forced  to  continue 
long  past  the  time  they've  chosen  to  retire, 
because  they  need  every  bit  of  their  income. 

We've  found  doctors  so  highly  leveraged, 
so  crippled  by  acute  cash  flow  difficulties, 
that  they  continue  in  debt  long  after  their 
earning  power  is  at  its  greatest. 

We've  even  found  doctors  who  have  earned 
$50,000  or  more,  year  after  year,  and  yet  are 
unable  to  afford  their  children's  education. 

Well  finally  there  is  a comfortable,  sound  way 
to  avoid  these  and  other  needless  financial  binds. - 
United  Bank: of  Denver’s  Comprehensive  Financial 
Planning  service.  A highly  personal  blueprint 
for  financial  success— and  peace  of  mind. 


Comprehensive  Financial  Planning  is  a single 
plan— a road  map  for  the  specific  ways  and  means 
for  you  to  achieve  your  personal  financial  goals. 
‘Based  completely  on  your  goals,  your  life-style, 
and  your  spending  habits.  Here  are  just  a few 
of  the  items  your  plan  will  include: 

• a statement  of  estimated  income  and  expenses. 

• cash  flow  and  net  worth  analysis. 

• income  tax  reporting  methods  and  ways  of 
reducing  income  tax  liability. 

• review  of  life,  disability,  health,  and 
liability  insurance. 

• capital  needs  analysis  and  projections. 

• investment  reviews. 

• a list  of  recommendations,  with  time  schedule. 

• and,  most  important,  you  receive  assistance 
in  implementing  your  plan. 

Comprehensive  Financial  Planning  can  work 
for  you.  To  find  out  more,  give  us  a call.  We  look 
forward  to  meeting  with  you,  on  your  time  schedule. 

And  from  nowon,  when  you  come  home— your 
time  can  be  your  own. 


United  Bank  of  Denver 

National  Association. 

Comprehensive  Financial  Planning.  1 740  Broadway.  Phone  861 -881 1 . 
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Wocet-N  100 


DARVON 

COMPOUND-65 


100  mg  propoxyphene  napsylate 
and  6^  mg.  acetaminophen 


w m§.  pfopoxyph^Te  hydrochloride.  227  ftiQ 
162  mg  pheracetn  and  32.4  mg 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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A 

iv  medical  liability  insurance  problem 
which  had  been  brewing  for  several  years 
reached  boiling  proportions  in  New  Mexico 
in  1971.  During  the  latter  part  of  1970  and 
into  1971  the  State  Medical  Society  accum- 
ulated documented  ev- 
idence that,  in  a state 
badly  in  need  of  addi- 
tional medical  serv- 
ices, several  dozen 
physicians  were  unable  to  enter  the  state  be- 
cause of  inability  to  obtain  medical  liability 
insurance.  The  situation  became  a crisis 
when  a number  of  physicians  in  high  risk 
categories  of  specialization  were  threatened 
with  cancellation  of  their  insurance  with  no 
alternative  carriers  available.  Indeed,  the 
threat  to  the  anesthesiology  staff  at  St. 
Joseph’s  Hospital  in  Albuquerque  was  so 
great  as  to  suggest  closure  of  surgery  in  this 
hospital. 

In  1970,  the  state  Society  president,  Dr. 
Harry  Ellis,  in  his  inaugural  address,  recog- 
nizing the  seriousness  of  the  New  Mexico 
malpractice  situation,  pledged  a full  scale  ef- 
fort to  solve  this  problem.  The  challenge  feU 
to  the  Society’s  Insurance  Committee,  which, 
during  the  ensuing  six  months  explored 
every  possible  solution  from  writing  thirteen 
major  insurance  companies  as  possible  un- 
derwriters for  a state-sponsored  insurance 
program  to  detailed  examination  of  the  pos- 
sibility of  establishing  our  own  insurance 
company.  The  result  was  extraordinarily 
frustrating  since  all  possibilities  proved  not 
to  be  feasible. 

Then,  in  February  of  1971,  Mr.  Ralph 
Marshall,  our  Executive  Director,  heard 
about  Arizona’s  medical  liability  insurance 
program  underwritten  by  the  Travelers  In- 
surance Company.  We  held  a series  of  fruit- 
ful meetings  with  The  Travelers  culminating 
in  a program  that  went  into  effect  in  April 
of  1971.  The  program  included  experience 
rating  of  premiums  after  accumulation  of 
sufficient  premium-claims  data,  guaranteed 
insurability  if  participation  figures  were  met 


(75  per  cent  of  the  State  Society’s  members 
enrolled  by  the  third  year) , excess  layer 
coverage  to  $1,300,000  and  competitive  premi- 
ums. The  program  has  been  enormously 
successful  with  a loss  ratio  so  low  that  a 15 
per  cent  premium  decrease  became  effective 
in  April  of  1974.  Additionally,  a 20  per  cent 
partnership  surcharge  was  deleted  in  1972,  a 
new  five-year  guarantee  written  in  1974,  and 
additional  benefits  have  been  added. 

The  etiology  of  our  success  is  not  entirely 
clear.  It  appears  to  be  a combination  of  an 
effective  statewide  medical  legal  panel,  an 
aggressive  program  of  continuing  medical 
education  operating  throughout  the  State,  a 
bit  of  luck,  but  perhaps  most  importantly  the 
cooperation  of  the  members  of  our  Society 
in  joining  the  program,  even  at  times  to  their 
own  financial  disadvantage.  Now,  the  major- 
ity of  enrollees  in  this  program  save  consid- 
erably more  in  medical  liability  insurance 
premium  than  the  cost  of  their  State  Society 
dues.  Our  program  clearly  represents  the 
benefits  derived  from  physicians  working  to- 
gether in  many  areas  for  our  common  good. 

U.  G.  Hodgin,  Jr.,  MD 

President 

New  Mexico  Medical  Society 

A 

A \ LL  SCIENTIFIC  AND  BUSINESS  endeavors  are 
generating  an  increasing  amount  of  informa- 
tion. In  medicine  this  burgeoning  volume  in- 
cludes not  only  the  professionally  related 
data  published  in  medical  journals,  but  also 
an  increasing  amount 
of  socio-economic  ma- 
terial from  a wide  va- 
riety of  sources.  As  a 
result  physicians  are 
currently  faced  with  two  difficult  tasks — the 
separation  of  revelant  from  non-relevant  in- 
formation, and  the  assimilation  of  the  former 
into  the  knowledge  structure  of  one’s  per- 
sonal medical  practice. 

Historically  physicians  and  medical  or- 
ganizations have  preferred  to  obtain  their 
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professional  and  business  information  in  a 
piecemeal  fashion.  Each  general  and  spe- 
cialty society,  each  scientific  discipline  and 
sub-discipline,  has  its  own  journal  or  group 
of  journals.  Because  of  pressures  of  time  and 
work  the  physician’s  information  input  is 
practically  limited  to  the  literature  of  his 
area  of  practice.  However,  there  is  at  least 
an  equal  amount  of  useful  information  in  the 
remaining  larger  fraction  of  the  medical  lit- 
erature. Unfortunately  the  retrieval  problem 
in  the  latter  instance  is  insurmountable.  The 
ability  of  the  practicing  physician  to  identify 
and  retrieve  medical  information  is  deteri- 
orating— and  so  is  his  desire. 

Few  physicians  would  disagree  that  the 
primary  purpose  of  disseminating  medical 
data  is  to  improve  medical  care.  The  purpose 
of  any  medically-related  communication 
clearly  should  be  to  influence  another’s  de- 
cision-making process  with  regard  to  the  pro- 
vision of  some  type  of  medical  service.  Ad- 
mittedly, there  are  other  motivations  for  the 
publication  of  medical  data.  University  med- 
ical communities  put  an  undue  premium  on 
publication.  A specialty  society  does  not  feel 
appropriately  attired  without  a journal  to 
advertise  its  existence.  Prominent  physicians 
publish  excessively  to  maintain  their  posi- 
tion, often  co-authoring  substandard  efforts 
by  colleagues  or  trainees.  Such  aberrations 
clearly  add  to  the  mounting  problem. 

As  a consequence,  doctors,  individually 
and  in  organizations,  must  examine  the  pres- 
ent non-system  of  medical  information  re- 
lease and  retrieval  and  make  the  necessary 
adjustments. 

In  business  and  industrial  management, 
in  the  last  10  years,  with  the  realization  of 
the  tremendous  expansion  of  knowledge  re- 
quired for  superior  performance,  there  arose 
apprehension  about  the  ability  of  an  individ- 
ual to  handle  all  the  required  data  in  a con- 
stantly effective  manner.  There  was  univer- 
sal appreciation  that  more  pertinent  facts 
needed  to  be  identified,  compiled,  and  made 
available  for  timely  retrieval  than  could  be 
carried  about  in  one’s  head.  This  realization, 
coupled  with  the  existence  of  electronic  data 
processing  capability,  led  to  the  establish- 
ment of  computerized  information  systems 
as  a viable  alternative  to  letting  the  whole 


thing  slip  through  the  fingers.  In  addition, 
the  system  was  designed  to  be  not  only  a 
place  where  information  was  stored,  but  also 
a system  that  actively  supplied  persons  at  all 
levels  of  the  organization  with  the  informa- 
tion needed  for  optimal  performance  of  their 
tasks. 

It  is  obvious  that  medicine  is  not  cur- 
rently in  position  to  undertake  a similar  en- 
deavor. However,  it  has  been  clearly  shown 
by  the  business  sector  that  this  type  of  in- 
formation processing  is  a viable  long-term 
solution,  and  if  physicians  are  to  remain  up- 
to-date  in  a cost-effective  manner  a similar 
approach  appears  imperative.  The  locus  of 
the  impetus  for  such  reform,  however,  has 
not  become  apparent. 

Some  short-range  attempts  at  solving 
the  time-information  discrepancy  have  oc- 
curred, but  will  not  be  sufficient  for  the  fu- 
ture expansion  of  the  information  base.  Such 
efforts  include  the  publication  of  abstracts 
from  other  journals  in  JAMA  and  some  spe- 
cialty journals,  the  subscription  abstracting 
services.  Medical  Digest,  and  the  recent  trend 
toward  the  inclusion  of  review  articles  and 
essays  as  exemplified  by  JAMA  and  Hospital 
Practice.  This  trend  contains  a danger,  how- 
ever, in  that  the  expert  reviewer  or  essayist 
is  also  faced  with  the  information  explosion 
and  may  produce  an  output  biased  in  favor 
of  non-current  or  personally  favored  infor- 
mation. 

In  spite  of  this  caveat,  more  journals 
should  consider  utilizing  this  expedient  for 
communicating  knowledge,  perhaps  identify- 
ing an  “information  ombudsman”  whose  re- 
sponsibility would  be  the  periodic  genera- 
tion of  a review  and  analysis  of  the  output 
of  a broad  spectrum  of  medical  literature. 
The  periodicity  should  be  short  and  the  posi- 
tion adequately  funded  in  order  to  obtain  the 
most  timely  communication.  Perhaps  this 
Journal,  as  an  aid  to  reducing  the  impact  of 
the  information  explosion  on  its  regional 
audience,  could  take  such  a step.  The  long- 
range  problem  remains  unsolved,  but  in  the 
interim  this  tactic  could  be  used  profitably  to 
improve  the  practice  of  medicine  in  this  re- 
gion. 

Jon  D.  Shoop,  MD 

Albuquerque 
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The  surgeon  versus  Nature 


George  B.  Markle,  FV,  MD,  Carlsbad 


Man  is  the  only  animal  that  doesn’t  know 
how  to  care  for  its  own  wounds.  Among 
lesser  creatures  of  the  earth  and  sea,  prod- 
igies of  healing  are  known  to  take  place 
after  the  most  grievous  injuries — and  all 
this  without  benefit  of  doctors.  Indeed  in 
olden  days  (and  sometimes  even  today)  lay 
people  were,  with  justification,  frankly  skep- 
tical that  doctors  did  any  good  at  all. 

Yes,  we  have  made  some  progress  since 
the  Middle  Ages  when  obviously  traumatic 
treatments  were  applied  by  our  surgical 
forebears.  Ambrose  Pare  did  put  a stop  to 
the  barbarous  practice  of  pouring  boiling  oil 
into  war  wounds,  but  we  must  remember 
that  this  was  not  brought  about  because 
Pare  understood  what  he  was  doing — he 
simply  ran  out  of  boiling  oil  and  had  to 
make  do  without  it.  Today,  especially  in 
treatment  of  minor  wounds,  we  are  still 
guilty  of  gross  misunderstanding  of  the  prin- 
ciples of  natural  healing,  and  through  our 
misguided  ministration  we  aggravate  the 
trauma  rather  than  helping  nature.  Pare  fre- 
quently said,  “I  treated  the  wound,  and  God 
healed  it.”  We  should  say  the  same  thing 
today.  We  do  not  heal  anything,  but  we 
think,  often  incorrectly,  that  what  we  have 
done  has  helped  the  natural  process. 

Animals  with  lacerations,  sometimes 
serious,  seldom  get  septicemia  or  gangrene. 
It  has  been  suggested  that  because  the  an- 
imal constantly  licks  his  wound,  the  good  re- 
sult can  be  attributed  to  the  fact  that  bac- 
teria and  the  poisons  elaborated  in  the  pus 
are  swallowed  and  somehow  cause  the  de- 
velopment of  immunity  to  the  bacteria  and 


their  toxic  products.  Now  this  is  a very 
fanciful  theory,  but  we  should  not  dismiss 
the  observation  that  animal  wounds  are 
cleaner  looking  and  often  do  heal  without 
clinical  infection. 

What  do  we  know  about  natural  defenses 
against  infection  in  wounds?  Our  knowledge 
is  considerable.  Fresh  bleeding  helps  to 
wash  out  gross  contamination.  Hyperemia 
develops  and  liquid  exudates  pour  from  raw 
surfaces.  Phagocytes  and  serum  antibodies 
destroy  bacteria,  and  there  is  lysis  and 
phagocytosis  of  dea'd  tissue.  Fibrin  not  only 
forms  a scaffold  on  which  to  build  new  tis- 
sue, it  also  forms  a mechanical  barrier  to 
invasion  of  bacteria  and  the  purulent  exudate 
that  has  been  elaborated.  Much  more  has 
been  learned  and  will  be  learned  about  de- 
fenses at  the  cellular  level.  But  with  this 
knowledge  we  can  see  why  a dog,  for  exam- 
ple, does  so  well  by  simply  licking  his 
wound.  He  is  keeping  it  open  so  the  purulent 
exudates  (and  fibrinolytic  enzymes  in  some 
cases)  can  drain  out.  He  is  taking  off  crusts 
that  trap  such  infected  material,  and  he  is 
debriding  bits  of  necrotic  tissue.  He  also 
eliminates  sites  for  anaerobic  bacteria  to 
grow. 

Now  we  really  do  know  that  all  these 
principles  are  good,  but  we  tend  not  to  fol- 
low through  with  them  logically.  We  irrigate 
and  debride  dirty  wounds  primarily,  then 
we  close  them  up  tightly,  adding,  often  un- 
necessarily, a lot  of  foreign  material  in  the 
form  of  ties  and  sutures.  Of  if  we  take  a les- 
son from  military  surgeons,  and  leave  the 
wound  open,  we  are  apt  to  seal  off  the 
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wound  with  bulky  dressings  sometimes 
smeared  heavily  with  water-insoluble  oint- 
ments whose  anti-bacterial  action  is  out- 
weighed by  the  mechanical  entrapment  they 
produce. 

If  we  primarily  close  an  operative  wound, 
made  under  sterile  conditions,  and  if  our 
ties,  sutures  and  trauma  do  not  create  much 
necrosis,  we  generally  get  away  with  it. 
Likewise  a traumatic  wound  can  often  be 
closed  primarily  if  our  debridement  is  good 
and  we  do  not  add  to  the  insult  by  over- 
enthusiasm with  suture  and  tie.  However,  to 
tightly  close  a wound  known  to  have  been 
contaminated,  as  for  example  after  a colon 
resection,  is  to  court  disaster.  A subcutaneous 
drain  in  such  wounds  usually  serves  well, 
although  many  surgeons  leave  the  wound 
open  for  a number  of  days — and  this  is  good 
thinking,  in  line  with  the  natural  philosophy 
of  wound  care. 

In  management  of  superficial  wounds  such 
as  abrasions  and  burns  we  see  the  most 
flagrant  disregard  for  these  principles  of  na- 
ture. There  seems  to  be  a compulsion  on  the 
part  of  patient  and  doctor  alike  to  cover 
these  wounds  with  ointments  and  occlusive 
dressings  which  seal  the  bacteria  in  a warm, 
dark,  moist  environment  where  they  grow 
the  best,  and  where  their  toxins  and  pro- 
tolytic  enzymes  will  be  concentrated  to  de- 
stroy viable  tissues.  We  used  to  do  this 
routinely  in  bums,  changing  pus-soaked 
dressings  infrequently,  and  then  were 
amazed  to  see  areas  that  we  were  sure  were 
onlv  second  degree  turn  into  third  degree. 
Many  doctors  still  diagnose  deep  second 
degree  burns  as  third  degree,  simply  be- 
cause, in  their  experience,  they  became  such 
under  treatment.  If  we  are  getting  away 
from  these  errors  in  bums,  now  treating  by 
open  air  and  whirlpool  baths,  why  not  do 
the  same  for  abrasions?  Topical  agents  such 
as  silver  nitrate  solutions  and  sulfonamide 
ointments  are  proven  adjuncts,  but  probably 
the  soaking  and  frequent  changing  of  wet 
dressings,  in  the  first  instance,  and  all  the 
bathing  of  the  wound,  in  the  second,  does 
more  for  the  wound  than  the  medication. 
Remember  the  dirty  purulent  burns  that  we 
used  to  see,  and  still  see  occasionally?  We 
used  to  soak  them  continuously  for  a few 


days  in  order  to  get  them  ready  for  grafting. 
Such  soaks  had  to  be  changed  frequently  or 
we  would  see  them  turn  green  from  pyocya- 
neous  infection. 

In  nature,  without  meddling  by  doctors, 
a superficial  second  degree  burn  weeps  for 
a day  or  two  to  clean  itself,  then,  exposed  to 
air,  forms  a thin  dry  crust  and  heals  with- 
out infection.  This  requires  no  antibiotics. 
Keep  it  sealed  off,  moist  with  stagnant  pus 
however,  and  all  the  antibiotics  at  our  dis- 
posal can  do  little.  Often  in  an  ambulatory 
patient  a dressing  on  a superficial  abrasion 
or  burn  is  practical  and  convenient,  but  it  is 
best  to  apply  only  a light  absorbent  dressing 
and  only  a little  water  soluble  medication,  if 
any,  and  let  it  dry.  If  the  dressing  “sticks” 
on  subsequent  dressing  changes  it  can  easily 
be  teased  off  or  soaked  off.  The  newer  “ouch- 
less”  dressings  with  the  shiny  surface  that 
absorbs  poorly,  macerates  the  wound  and 
seals  in  the  infected  material,  are  to  be  de- 
plored. When  a superficial  wound  is  dry 
therefore,  we  should  let  it  alone.  Baths  or 
showers  should  not  be  contraindicated,  but 
encouraged. 

If  a deep  wound  is  left  open,  it  must  really 
be  allowed  to  drain  freely  and  this  can  be 
encouraged  by  frequent  changes  of  wet 
dressings  or  irrigations.  If  the  wound  is 
clean  enough  to  close  primarily  and  subse- 
quently becomes  infected,  it  is  because  there 
were  bacteria  in  that  wound,  and  a sub- 
strate on  which  to  grow,  when  it  was  closed, 
not  because  of  breaks  in  technic  by  the  poor 
nurses  on  the  floor.  It  really  matters  little 
whether  a dry  dressing  on  a dry  closed 
wound  is  sterile  or  not,  or  whether  the  nurse 
or  doctor  washes  or  gloves  before  examining 
this  wound.  Germs  won’t  penetrate  such  a 
dry  closed  wound.  Many  of  our  precautions 
are  ridiculous.  Many  surgeons  don’t  even 
use  dressings  for  these  wounds — they  do  just 
as  well. 

Some  wounds,  such  as  in  hemorrhoidec- 
tomy, are  grossly  contaminated  ten  minutes 
after  a “sterile”  operation,  yet,  even  though 
many  surgeons  nowadays  close  these  wounds, 
there  is  rarely  any  trouble  with  infections. 
Frequent  sitz  baths  and  absence  of  occlusive 
dressings  allow  the  natural  process  of  wash- 
ing away  exudates  and  secretions,  and  the 
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wounds  heal  kindly.  Air  dries  the  perianal 
skin  so  it  is  not  macerated  and  doesn’t  itch. 

When  one  bears  in  mind  Nature’s  own 
mechanisms  and  defenses  against  bacterial 
invasion,  bacteriology  and  antibiotics  as- 
sume a secondary  role.  They  become  of  im- 
portance to  the  surgeon  when,  because  of  the 
nature  of  the  surgical  invasion,  the  wound 
can’t  be  left  open  or  perfectly  drained.  Of 
course,  we  cannot  advocate  that  patients  lick 


their  wounds  like  a dog  or  a cat,  but  we  can 
go  further  towards  Nature’s  way  by  fre- 
quently cleaning  open  wounds  and  irrigating 
them  mechanically,  by  providing  the  best 
drainage  possible  for  infected  wounds,  by 
ceasing  to  fight  Nature  with  occlusive  pack- 
ings, dressings,  and  ointments,  and  by  avoid- 
ing the  iatrogenic  necrosis  caused  by  sutures, 
ties  and  trauma. 

Let  us  learn  from  the  animals.  • 


Prostaglandin  treatment  of 

psoriatic  skin 


Clinical  observations 


Kent  F.  Jacobs,  MD,  and 
Maryce  M.  Jacobs,  PbD,  Albuquerque* 


In  1930  Kurzrok  and  Like  showed  that  fresh 
human  semen  could  either  contract  or  relax 
the  human  uterus.^  A few  years  later  Von 
Euler^  and  Goldblatt^  independently  con- 
firmed this  observation.  Von  Euler  demon- 
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ton, Texas  77025.  Address  reprint  requests  to  Suite  822, 
First  National  Tower,  Las  Cruces,  New  Mexico  88001  (Dr. 
Kent  Jacobs). 


strated  that  smooth  muscle  stimulating  ac- 
tivity was  present  not  only  in  human,  but 
also  in  sheep,  monkey,  and  goat  seminal 
fluid.  Furthermore,  he  attributed  the  stim- 
ulating activity  to  a lipid-soluble  fraction 
which  he  named  “prostaglandin”.  Some  years 
later  Bergstrom  and  others  initiated  the  iso- 
lation and  purification  of  the  prostaglan- 
dins.^’® To  date  the  number  of  naturally  oc- 
curring prostaglandins  has  risen  to  sixteen. 
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They  are  all  unsaturated  hydroxy  fatty  acid 
derivatives  of  C^o  polyenoic  acids  and  have 
been  classified  in  four  series,  prostaglandins 
E,  F,  A,  and  B.  Although  in  very  low  concen- 
tration (1/xg/  gm  wet  weight)  prostaglandins 
have  been  detected  in  most  human  and  non- 
human tissues.®'” 

In  1972  Kumar  and  Solomon  reviewed  the 
chemistry,  biochemistry,  and  pharmacology 
of  prostaglandins  as  they  relate  to  skin.*^ 
Prostaglandins  are  present  in  many  tissues 
and  elicit  a wide  spectrum  of  physiologic  ef- 
fects. Most  pertinent  to  our  study  are  those 
effects  implicating  various  transport  phe- 
nomena. It  has  been  observed  that  prostag- 
landin E-2  and  prostaglandin  F-2o^  (PGE-2, 
PGF-2oc)  levels  are  decreased  three  to  four 
fold  in  involv'ed  psoriatic  epidermis  as  op- 
posed to  uninvolved  epidermis.’’ 

In  light  of  these  data  we  set  out  to  test  the 
hypothesis  that  topical  application  of  either 
PGE-1,  PGE-2,  or  PGF-lcc  might  penetrate 
the  scaling  epidermal  layer  and  perhaps  re- 
plenish the  lowered  prostaglandin  level  and 
hence  cause  improvement  of  involv’ed  psori- 
atic skin.  The  data  reported  below  suggests 
that  PGE-1  does  in  fact  lead  to  improvement 
of  psoriatic  skin. 

Materials  and  Methods 

Three  human  subjects  were  studied,  two 
males  aged  15  and  45  years,  and  one  female 
43  years  of  age.  All  received  PGF-]o^  for  53 
days,  PGE-2  for  27  days  and  PGE-1  for  three 
months.  As  designated  in  Tables  1 to  3 each 
of  the  prostaglandins  was  dissolved  in  either 
Alpha  Keri  bath  oil  (Westwood  Pharmaceu- 
ticals, Inc.)  or  propylene  glycol.  Twice  daily 
for  the  designated  number  of  days,  involved 
psoriatic  skin  was  subjected  to  topical  ap- 
plication of  either  0.02  rng  PGF-lo^  , 0.04  mg 
PGE-1,  or  0.04  mg  PGE-2.  Control  experi- 
ments were  performed  on  each  subject  by 
treating  contralateral  psoriatic  plaques  in 
each  patient  with  topical  applications  twice 
daily  of  either  Alpha  Keri  bath  oil  or  propy- 
lene glycol  containing  no  prostaglandin.  To 
aid  objective  reporting  it  was  not  known 
until  the  end  of  the  experiment  what  was 
being  applied  to  any  given  lesion.  On  the 
dates  designated  in  Tables  1 to  2 each  pa- 


TABLE  I 

EFFECT  OF  PROSTAGLANDIN  ON  INVOLVED  PSORIATIC  SKIN  OF 


93- 

•YEAR-OLD 

FEMALE  PATIENT 

V.B. 

Date  of 
Eval uat i on 

Pros  tagland i n 

Grading  of  Involved  Skin 
Untreated''  T reated'*' 

Blood 

Pressure 

8-2')-73 

0.02 

mg 

PGF-1 

9+ 

9+ 

128/76 

9-11-73 

0.02 

mg 

PGF-1  ^ 

A+ 

h* 

126/79 

9-17-73 

0.02 

mg 

PGF-1  ^ 

A+ 

9+ 

128/79 

10-16-73 

0.09 

mg 

PGE-2 

9+ 

k + 

128/75 

10-26-73 

0.09 

mg 

PGE-2 

9+ 

9+ 

125/75 

11-12-73 

0.09 

mg 

PGE-i 

9+ 

it  + 

125/75 

12-10-73 

0.09 

mg 

PGE-l 

9+ 

1 + 

125/75 

1-11-79 

0.09 

mg 

PGE-1 

9+ 

2+ 

125/75 

1-26-79 

0.09 

mg 

PGE-1 

9+ 

1 + 

125/75 

2-  9-79 

0.09 

mg 

PGE-1 

9+ 

1 + 

125/75 

*TopicaI  application  of  Alpha  Keri  Bath  Oil  only 

+Topical  application  of  Alpha  Keri  Bath  Oil  plus  Prostaglandin 


tient  was  evaluated  as  to  the  state  of  the 
psoriatic  progression. 

Treated  and  untreated  psoriatic  plaques 
were  evaluated  on  the  dates  indicated  in  the 
Tables,  the  degree  of  improvement  was 
graded  from  4 + to  1 -f  according  to  the  fol- 
lowing criteria: 

4+  0.025  cm.  mica-like  scaling,  pruri- 

tus, marginal  severe  erythema,  cracking 
3-f-  = scaling,  pruritus,  erythema,  no 
cracking 

2-h  = thin  scale,  no  pruritus,  erythema, 
no  cracking 
1 -!-  = erythema  only 

Results 

A 43-year-old  female,  V B,  was  treated 
sequentially  with  PGF-lo'  , PGE-2  and 
PGE-1  dissolved  in  Alpha  Keri  bath  oil.  In 
Table  1 it  is  clear  that  PGF-lo’  and  PGE-2 
showed  no  effect.  Subsequent  PGE-1  treat- 
ment caused  improvement  from  4-1-  to  1 + 
within  28  days  of  treatment  when  compared 
to  psoriatic  plaques  treated  with  Alpha  Keri 
bath  oil  alone.  Blood  pressure  remained 
stable.  The  temporary  increase  from  a 1 -f 
to  2 -f  evaluation  during  PGE-1  treatment 
reflected  typical  worsening  in  response  to 
death  of  a brother.  Continued  PGE-1  treat- 
ment returned  the  patient  to  the  1 -f  state. 

A 15-year-old  male,  F C,  was  subjected  to 
PGF-lo:  , PGE-2,  then  PGE-1  dissolved  in 
propylene  glycol.  The  propylene  glycol  con- 
trol alone  (Table  2)  caused  improvement 
from  4-t-  to  3-1-  as  did  solvent  plus  PGF-loc  . 
Subsequent  treatment  with  solvent  supple- 
mented with  PGE-2  also  caused  improvement 
of  the  psoriatic  plaques  from  3 -t-  to  2 + . 
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TABLE  2 


TABLE  3 


EFFECT  OF  PROSTAGLANDIN  ON  INVOLVED  PSORIATIC  SKIN  OF 
15-YEAR-OLD  MALE  PATIENT  F,C. 


Date  of 

Eval uat ion 

Prostag  1 and  1 n 

Grad  1 ng  of 
Untreated* 

Involved  Skin 
Treated"*" 

Blood 

Pressure 

8-2i.-73 

0.02 

mg 

PGF-l  .7C 

6+ 

6+ 

120/60 

9-n-73 

0.02 

mg 

PGF-1  oC 

3+ 

6+ 

120/60 

9-17-73 

0.02 

mg 

PGF-l 

3+ 

3+ 

120/60 

10-16-73 

0.06 

mg 

PGE-2 

3+ 

3+ 

120/60 

10-26-73 

0.06 

mg 

PGE-2 

2+ 

2+ 

120/60 

n-12-73 

0.06 

mg 

PGE-l 

2+ 

2+ 

120/60 

12-10-73 

0.06 

mg 

PGE-1 

2+ 

1 + 

120/60 

1-1 1-76 

0.06 

mg 

PGE-1 

2+ 

1 + 

120/60 

1-26-76 

0.06 

mg 

PGE-1 

2+ 

1 + 

120/60 

2-  6-76 

0.06 

mg 

PGE-1 

2+ 

1 + 

120/60 

*Topical  application  of  Propylene  Glycol  alone 

'^’Topical  application  of  Propylene  Glycol  plus  Prostaglandin 


Treatment,  however,  with  PGE-1  elicited  and 
sustained  a 1 -f  response — a greater  improve- 
ment than  observed  with  solvent  alone.  Blood 
pressure  remained  stable. 

A 45-year-old  male,  A G,  received  suc- 
cessive treatment  of  PGE-1=^  , PGE-2,  and 
PGE-1  with  the  Alpha  Keri  bath  oil  solvent 
alone  as  a control.  According  to  the  data  in 
Table  3,  PGF-lo^  (relative  to  the  control 
lacking  PGF-1°^ ) showed  questionable  im- 
provement from  4+  to  3 in  the  plaque 
evaluation.  On  subsequent  treatment  with 
PGE-2  no  improvement  in  the  involved  skin 
was  observed  either  in  the  control  or  the  con- 
trol plus  PGE-2.  In  fact  slight  regression 
from  3 -f-  to  4 -I-  was  noted  on  treatment  with 
this  prostaglandin.  Subsequent  administra- 
tion administration  of  PGE-1  caused  gradual 
improvement  from  4 -f-  to  1 -h . In  this  patient 
the  blood  pressure  varied  on  1-26-74  reflect- 
ing the  stress  of  starting  a new  business; 
however,  no  regression  in  the  psoriatic  skin 
condition  was  observed. 

Discussion 

In  the  three  patients  studied,  PGE-1 
caused  improvement  of  psoriatic  lesions  from 
4-1-  to  1 + , each  patient  showed  decreased 
scaling  and  thinning  of  the  plaque.  The  exist- 
ence of  erythema  is  consistent  with  the  va- 
sodilator effects  due  to  histamine  release  in 
response  to  prostaglandins. No  systemic 
symptoms  such  as  diarrhea,  cramping,  or  sig- 
nificant fluctuation  in  blood  pressure  were 
observed  in  response  to  the  topical  applica- 
tion of  either  PGF-l®^  , PGE-2,  or  PGE-1. 
In  all  experiments  the  solvent  control  (Alpha 


EFFECT  OF  PROSTAGLANDIN  ON  INVOLVED  PSORIATIC  SKIN  OF 
IlS-YEAR-OLO  HALE  PATIENT  A.G. 


Date  of 

Eva  1 uat I on 

Prostaglandin 

Grading  of 
Untreated* 

Involved  Skin 
Treated"*^ 

B 1 ood 
Pressure 

8-26-73 

0.02 

mg 

PGF-l  ,/C 

A+ 

6+ 

160/85 

9-11-73 

0.02 

mg 

PGF-l 

6+ 

k + 

160/88 

9-17-73 

0.02 

mg 

PGF-l  ,/C 

6+ 

6+ 

160/80 

10-16-73 

0.06 

mg 

PGE-2 

A+ 

3+ 

168/75 

10-26-73 

0.06 

mg 

PGE-2 

6+ 

6+ 

160/80 

11-12-73 

0.06 

mg 

PGE-1 

6+ 

6+ 

160/80 

12-10-73 

0.06 

mg 

PGE-1 

6+ 

2+ 

160/75 

1-11-76 

0.06 

mg 

PGE-1 

6+ 

2+ 

1 65/80 

1-26-76 

0.06 

mg 

PGE-1 

6+ 

1 + 

160/88 

2-  6-76 

0.06 

mg 

PGE-I 

3+ 

1 + 

160/80 

*Topical  application  of  Alpha  Keri  Bath  Oil  alone 

+Toplcal  application  of  Alpha  Keri  Bath  Oil  plus  Prostaglandin 


Keri  bath  oil  or  propylene  glycol)  confirmed 
that  the  active  ingredient  was  the  prostag- 
landin, PGE-1). 

Although  applied  topically,  the  presumed 
effectiveness  of  the  PGE-1  might  be  attrib- 
uted to  its  penetration  of  the  scaling  epider- 
mis as  demonstrated  by  Horton. The  resid- 
ual erythema  following  clearing  of  the  psori- 
atic plaque  supports  Horton’s  report  that  the 
PGE-1  vasodilator  activity  is  due  to  increased 
capillary  permeability.  Whether  or  not  these 
studies  directly  relate  to  our  clinical  findings, 
PGE-1  applied  topically  apparently  perme- 
ates the  epidermis  and  possibly  replenishes 
decreased  prostaglandin  levels  in  the  psori- 
atic plaques.  Following  these  observations 
of  improvement  of  psoriatic  plaques  treated 
with  PGE-1,  we  now  intend  to  enlarge  our 
sample  size,  and  perhaps  to  survey  the  re- 
mainder of  the  16  prostaglandins  as  to  their 
relative  effectiveness  in  treatment  of  psori- 
atic lesions. 


Summory 

The  effects  of  prostaglandin  E-1,  prosta- 
glandin E-2,  and  prostaglandin  F-l«^  (PGE-1, 
PGE-2,  PGF-1=^  ) on  involved  skin  of  three 
psoriatic  patients  are  presented.  Each  pro- 
staglandin was  solubilized  in  either  Alpha 
Keri  bath  oil  or  propylene  glycol.  Applica- 
tion of  PGF-l®:'  for  53  days  and  PGE-2  for 
27  days  revealed  no  significant  change  in  the 
involved  skin.  In  contrast,  PGE-1  treatment 
elicited  dramatic  and  distinct  alterations  in 
the  treated  psoriatic  skin  and  there  was  de- 
creased scaling  and  thinning  of  the  plaque 
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following  treatment  for  28  days.  Only  ery- 
thema remained,  and  this  continued  during 
topical  applications  of  PGE-1  for  an  addi- 
tional two  months.  Treatment  of  involved 
skin  with  Alpha  Keri  bath  oil  or  propylene 
glycol  alone  served  as  the  controls  for  assess- 
ing the  effect  of  prostaglandins  on  psoriatic 
skin. 


Our  observations  to  date  suggest  PGF-l®^ 
and  PGE-2  are  ineffective  at  the  dosage 
levels  tested,  while  PGE-1  is  effective,  caus- 
ing marked  improvement  of  psoriatic  skin.  • 
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ORF* 


Confusion  ivith  cutaneous  anthrax 


The  clinical  occurrence  and  appearance 
of  orf  pustule  may  be  confused  ivith 
cutaneous  anthrax. 

Orf  is  a zoonotic  dermatosis  periodically 
seen  in  humans  who  handle  ovine  livestock. 
The  causative  organism  is  a member  of  the 
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poxvirus  group  and  is  transmitted  through 
abrasive  contact  with  mucocutaneous  sur- 
faces of  infected  sheep  and  goats.^  A typical 
pustular  lesion  develops  at  the  sites  of  serial 
inoculation,  which  is  most  common  on  the 
hands,  forearms  and  face.  Clinical  evaluation 
of  the  mature  orf  lesion  may  be  confused 
initially  with  cutaneous  anthrax.-  This  report 
is  intended  to  inform  physicians  in  sheep- 
raising areas  of  the  potential  for  such  con- 
fusion. 
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CASE  REPORT 

A 19-year-old  white  male  student  majoring  in 
animal  science  at  New  Mexico  State  University 
sustained  a minor  abrasion  to  the  distal  left  volar 
forearm  during  contact  with  the  head  of  an  ap- 
parently healthy  ram  sheep.  He  was  seen  as  an 
outpatient  16  days  later  complaining  of  a mildly 
pruritic  pustule  which  had  gradually  developed 
over  the  site  of  the  abrasion.  On  physical  exam- 
ination he  was  afebrile  and  had  normal  vital 
signs.  The  lesion  in  question  was  1.5  cm  diameter 
X 0.5  cm  raised,  firm  nodular  pustule  with  a cen- 
tral eschar.  A tender  2x3  cm  lymph  node  was 
palpated  in  the  ipsilateral  axilla.  All  other  phys- 
ical findings  were  normal.  Past  history  revealed 
a possible  penicillin  allergy.  On  admission  the 
WBC  was  7,000  with  a normal  differential. 

The  patient  was  placed  in  isolation  for  diag- 
nostic evaluation  and  treatment  of  possible  cutane- 
ous anthrax.  Removal  of  the  pustule  eschar  re- 
vealed only  a thin  serous  exudate.  Microscopic 
examination  of  the  gram-stained  fluid  showed 
scattered  PMN  and  mononuclear  leucocytes.  No 
organisms  or  inclusions  were  seen.  Duplicate  cul- 
tures of  the  lesion  and  blood  cultures  were  ob- 
tained. Treatment  was  initiated  with  oral  tetracy- 
cline HCl,  500  mg.  q6h.  The  lesion  was  lightly 
dressed  to  control  fomite  transmission.  Antibiotic 
treatment  was  discontinued  and  the  lesion  resolved 
without  complication  in  three  weeks. 

Cultures  of  the  pustule  failed  to  grow  Bacillis 
anthracis  after  seven  days  and  blood  cultures  were 
negative.  No  cases  of  anthrax  were  reported  in 
the  University  sheep  herd.  Convalescent  serum 
was  screened  by  the  New  Mexico  State  Health 
Laboratory  and  by  the  Center  for  Disease  Control, 
Atlanta,  Ga.  Complement-fixation  antibody  titer 


of  1:8  was  reported  and  was  considered  diagnostic 
for  exposure  to  orf. 

Comment 

The  pathogenesis  and  transmission  of  orf 
has  been  well  described  by  Leavell,  et  al'^  and 
Wesphal.^  A typical  lesion  progresses  through 
chracteristic  stages  over  a period  of  seven  to 
eight  weeks.  During  the  intermediate  stages 
(14  to  28  days)  the  pustular  lesion  has  a 
weeping  vesicular  surface  which  may  en- 
crust, forming  a thin  eschar.  Systemic  man- 
ifestations are  usually  mild  or  absent. 

Cutaneous  anthrax  may  present  a similar 
clinical  appearance  of  a raised  pruritic  pus- 
tule with  clear  drainage  and  developing 
eschar.  Symptoms  may  also  be  mild  and  lim- 
ited to  regional  lymphadenitis.®  Physical 
similarity  of  orf  to  classically  described  cu- 
taneous anthrax  may  thus  lead  to  initial 
diagnostic  confusion.  The  incidence  of  both 
diseases  is  so  low  that  clinical  experience  in 
evaluating  the  cutaneous  lesions  is  rarely 
available.  Painless,  pruritic  pustular  lesions 
of  the  hands  and  forearms  in  persons  han- 
dling ovine  livestock  must  be  treated  as  pos- 
sible cutaneous  anthrax  pending  positive 
identification  of  the  organism.  Failure  to  re- 
cover B.  anthracis  from  the  suspected  lesion 
should  suggest  an  alternate  diagnosis  of 
orf.  • 


REFERENCES 

* Davis,  B.  D.,  et  al:  Microbiology,  New  York,  Harper  & Row  (1967)  Chapter  50,  pp.  1274. 

2 CDC  Weekly  Report,  Cases  of  Specified  and  Notifiable  Diseases.  Morbidity  and  Mortality, 
22:  12,  1973,  108. 

3 Leavell,  U.  W.,  Jr,,  McNamara,  M.  J.,  Muelling,  R.,  Tailbert,  W.  M.,  and  Dalton,  A.  J. : Orf- 
Report  of  19  Human  Cases  with  Clinical  and  Pathological  Observations.  JAMA  204:  109-116, 
1968. 

■»  Wesphal,  H.  O.:  Human  to  Human  Transmission  of  Orf.  Cutis  11:  202-205,  1973. 

5 Brachman,  P.  S.,  Infectious  Diseases,  Hoeprich,  P.  D.  (ed.)  New  York,  Harper  and  Row  (1972) 
pp.  759-761. 


for  September  1974 


511 


Clear-cell  adenocarcinoma 
of  the  vagina 


Reconstruction  after  radical  surgery 


Melvin  D.  Bivens,  MD,  and 
Edward  A.  Zimmermann,  MD,  Albuquerque 


Case  report  and  discussion  of  an 
increasingly  identified  neoplastic  disease 
in  young  females. 


Herbst,  et  AL,hN  1972,  reported  91  cases  of 
vaginal  and  cervical  adenocarcinoma  pre- 
dominately of  the  clear-cell  type  in  females 
from  eight  to  25  years  of  age  from  the  re- 
cently established  Registry  of  Clear-Cell 
Adenocarcinoma  of  the  Genital  Tract  in 
Young  Females.  The  mothers  of  the  majority 
of  patients’  with  this  malignancy  received 
diethylstilbestrol  or  related  drugs  during 
their  pregnancies,  for  threatened  abortion. 
They  suggest  that  all  young  women,  and  es- 
pecially teen-age  postmenarchal  females, 
who  were  exposed  prenatally  to  such  drugs 
be  considered  suspects,  even  though  the 
lesion  is  rare. 

Investigators  of  the  Boston  Collaborative 
Drug  Surveillance  Program  estimate  that  be- 
tween 1960  and  1970  in  the  United  States, 
approximately  110,000  to  160,000  girls  were 
born  of  pregnancies  during  which  stilbestrol 
was  prescribed.  While  it  is  highly  probable 
that  stilbestrol  was  even  more  widely  used 
for  the  support  of  high-risk  pregnancies  dur- 
ing the  1950-1960  era,  no  valid  statistics  are 
available  relating  to  such  patients  or  their 
off-spring. 

*Dr.  Bivens  is  Chairman,  Department  of  Obstetrics  and 
Gynecology.  Lovelace  Clinic,  and  Clinical  Associate  Pro- 
fessor of  Obstetrics  and  Gynecology,  University  of  New 
Mexico  School  of  Medicine.  Dr.  Zimmermann  is  Professor, 
Obstetrics  and  Gynecology,  Chief,  Department  of  Oncol- 
ogy, University  of  New  Mexico  School  of  Medicine. 


Physicians  hardly  need  be  reminded  to 
carefully  examine  all  young  females  with  ab- 
normal vaginal  discharge  or  bleeding  because 
foreign  bodies  and  infections  are  not  rare. 
Awareness  of  the  possibility  of  this  neoplas- 
tic disease  encountered  with  increasing  fre- 
quency, with  the  same  symptomatology, 
should  alert  the  physician  to  be  even  more 
discerning  and  meticulous  during  visualiza- 
tion and  palpation  of  the  vagina.  This  case 
is  presented  not  only  to  call  attention  to 
clear-cell  adenocarcinoma  of  the  vagina  in 
a young  married  woman,  but  also  to  detail 
the  difficulty  encountered  in  reconstructing 
a new  and  functional  vagina  after  treatment 
by  radical  surgery. 

CASE  REPORT 

HISTORY:  In  September  1972,  a 19-year-old 
female  presented  for  an  annual  physical  examina- 
tion and  for  prescription  for  oral  contraceptive 
tablets.  She  had  been  married  one  year  and  had 
no  complaints  regarding  her  physical  health  or 
her  marriage  relationship.  Her  previous  examina- 
tion and  Papanicolaou  smear  tests  were  normal. 

DIAGNOSIS:  On  speculum  examination  of  the 
vagina,  two  small  clear  cysts  about  3 mm  in  di- 
ameter were  noted  on  the  anterior  vaginal  wall 
less  than  3 cm  from  the  cervix  in  the  midline. 
They  appeared  to  be  slightly  elevated  above  the 
mucosal  surface,  but  there  was  no  edema  or  dis- 
coloration. The  Papanicolaou  smear  taken  from 
both  the  cervix  and  the  vaginal  lesion  were  re- 
ported negative.  The  patient  was  informed  of  the 
presence  of  the  small  cysts  and  requested  to  re- 
turn within  two  months  for  re-examination.  Be- 
cause of  headaches,  she  voluntarily  discontinued 
her  birth  control  pills  and  resumed  her  normal 
menstrual  cycles.  At  the  return  visit  the  two 
sm.all  cysts  had  enlarged,  forming  an  elevated 
lesion  almost  1 cm  in  diameter,  filled  with  a 
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Fig.  1.  Survey  photomicrograph  of  the  vaginal 
lesion  shovong  the  multi-ductilar  pattern  with 
variable  cystic  manifestations  and  accumulation 
of  secretions.  H and  E stain.  Magnification  x35. 

clear  substance.  There  was  some  thickening  of 
the  mucosa  around  the  lesion,  which  was  best  de- 
scribed as  firm  and  granular  to  palpation. 

Biopsies  were  taken  with  a cervical  biopsy  for- 
cep  in  the  office,  but  obviously  failed  to  get  deep 
into  the  lesion  since  the  pathology  was  reported 
merely  as  focal  metaplasia  and  dysplasia  of  the 
vagina.  The  patient  was  admitted  to  the  hospital 
for  more  adequate  excision  under  general  anes- 
thesia. The  lesion  at  this  time  had  enlarged  to  al- 
most 2 cm  in  diameter,  but  did  not  reach  the 
cervix,  and  an  area  of  induration  and  redness 
surrounded  it.  The  patient  did  describe  some  mild 
dyspareunia  but  gave  no  history  of  abnormal 
bleeding  from  the  vagina. 

The  lesion  was  excised  with  an  elliptical  in- 
cision and  the  pathologist  reported  adenocarci- 
noma of  the  vagina,  mesonephric  clear-cell  type. 
The  pathology  report  was  confirmed  by  Dr. 
Herbst,  and  the  case  was  added  to  the  newly  es- 
tablished Tumor  Registry.  The  tumor  was  re- 
ported as  extending  to  all  edges  of  the  excised 
specimen. 

FAMILY  HISTORY:  The  patient’s  mother  was 
born  in  1926.  Her  first  pregnancy  terminated  at 
four  and  one-half  months  by  spontaneous  abor- 
tion in  1942.  In  1948  her  second  pregnancy  termi- 
nated in  a term  delivery  without  any  antepartum 
bleeding.  A seven  pound,  14  ounce  boy  was  de- 
livered without  complication.  The  third  preg- 
nancy terminated  in  a spontaneous  abortion  at 
three  and  one-half  months.  A curettage  of  the 
uterus  was  performed.  In  1952  her  fourth  preg- 
nancy progressed  normally  through  the  third 
month,  but  then  she  began  to  have  vaginal  bleed- 
ing and  was  put  to  bed.  Her  physician  prescribed 
stilbestrol  5 mg  tablets  six  times  daily  (30  mg) 
from  the  12th  week  through  the  38th  week  be- 
cause of  intermittent  episodes  of  bleeding  and 
cramping.  Intramuscular  injections  of  progester- 


one were  administered  on  several  occasions  dur- 
ing the  last  two  months  of  the  pregnancy  for 
threatened  premature  labor.  While  not  on  abso- 
lute bed  rest  during  the  pregnancy,  she  was  on 
markedly  restricted  activity.  At  38  weeks,  after 
x-rays  of  the  fetus  and  assessment  that  fetal  age 
was  adequate,  the  hormone  therapy  was  discon- 
tinued. One  week  later,  labor  began  spontaneously 
and  a seven  pound,  12  ounce  female  infant  was 
born  without  complication.  This  baby  girl,  the 
subject  of  this  report,  grew  and  developed  nor- 
mally. Her  menarche  was  at  age  13  and  her 
cycles  were  regular  at  28  day  intervals  with  four 
to  five  days’  flow.  When  she  married  in  1971, 
Norlestrin,  1 mg,  was  utilized  for  birth  control. 
As  noted,  she  became  our  patient  in  September 
1972. 

The  mother  had  another  baby  in  1954  and  again 
was  given  stilbestrol  in  similar  dosage  for  bleed- 
ing and  cramping  from  the  12th  week  through 
the  37th  week.  A six  pound,  10  ounce  boy  was 
bom  and  he  has  developed  into  a healthy  young 
man  without  serious  illness.  To  date,  no  one  has 
reported  any  similar  neoplastic  carcinoma  in 
young  males  under  such  circumstances. 

PATHOLOGY:  The  cystic  specimen  removed 
from  the  upper  one-third  of  the  anterior  wall  of 
the  vagina  was  described  as  follows:  The  fibro- 
vascular  stroma  underneath  the  vaginal  mucosa 
is  densely  infiltrated  by  an  adenocarcinoma  gen- 
erally presenting  a tubular  pattern.  Numerous 
various-sized  tubules  are  lined  by  flat  cells,  large 
cells  with  clear  cytoplasm  or  “hobnail”  cells  with 
dense  eosinoph-ilic  cytoplasm.  Focally,  the  tumor 
has  a papillary  pattern  and  shows  a “glomerular” 
arrangement.  The  tubular  lumina  contain  granu- 
lar eosinophilic  material.  Atypical  mitoses  are 
present;  however,  they  were  uncommon.  The 
tumor  is  consistent  with  a clear-cell  adenocarci- 
noma of  the  vagina  with  extension  to  the  cut 
edges  of  the  specimen  (Figs.  1 and  2). 

TREATMENT:  Since  vaginal  adenosis  may  be 
multicentric,  a total  vaginectomy  and  amputation 
of  the  cervix  was  done  with  the  patient  in  lithot- 
omy position  and  the  specimen  was  subjected  to 
the  study  of  frozen  sections  as  the  operation  pro- 
ceeded. A pack  was  then  inserted  and  the  patient 
prepared  for  the  abdominal  surgery.  A radical 
Wertheim  hysterectomy,  bilateral  salpingo-oopho- 
rectomy  and  Taussig  radical  pelvic  lymph  node 
dissection  was  performed.  As  the  lymph  nodes 
were  removed,  they  were  submitted  for  frozen 
section.  No  carcinoma  being  found  on  frozen  sec- 
tions of  the  vagina  or  in  any  of  the  many  lymph 
nodes  removed,  the  bladder  was  spared.  The  pa- 
tient had  an  imeventful  postoperative  recovery. 
The  many  permanent  sections  of  all  tissues  re- 
moved revealed  no  evidence  of  residual  adenocar- 
cinoma. It  was  further  noted  that  no  ridges  or 
adenosis  of  the  vagina  were  detected. 

The  cavity  between  the  rectum  and  bladder 
was  kept  open  for  two  weeks  by  packing  with  a 
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Fig.  2.  Higher  magnification  of  the  malignant 
tumor  showing  the  overlying  intact  vaginal 
epithelium  beneath  which  is  the  complex  ductilar 
pattern  of  the  tumor.  Ductilar  epithelum  is  highly 
varied  but  often  shows  a “hob-nail”  appearance 
as  indicated.  H and  E stain.  Magnification  xl35. 

Furacin  gauze  pack  every  48  hours.  A pyrex  cyl- 
indric  obturator  was  used  to  keep  the  space  di- 
lated and  she  slept  with  it  in  place  every  night. 
After  27  days,  the  cavity  appeared  clean  and 
healthy,  but  was  constricting  in  all  directions. 

The  second  operation,  that  of  constructing  a 
new  vagina,  using  a split  thickness  skin  graft  over 
a plastic  obturator  was  accomplished  after  sep- 
arating the  tissues  both  by  blunt  and  sharp  dis- 
section. The  obturator  was  left  in  place  ten  days. 
It  was  estimated  that  about  70  per  cent  of  the 
graft  was  retained.  Thereafter  the  new  vagina 
was  dilated  daily  and  an  obturator  held  in  place 
during  the  night.  Intercourse  was  allowed  after 
three  weeks  and  was  reported  satisfactory  for 
both  the  patient  and  her  husband. 

She  was  examined  weekly,  and  beginning 
stenosis  was  noticed  in  the  apex  of  the  vagina 
where  the  graft  had  not  survived.  Furthermore, 
it  was  readily  apparent  the  scars  on  the  abdomen 
from  the  original  incision  as  well  as  the  donor 
skin  sites  on  the  buttocks  were  much  thicker  and 
hypertrophic  than  usual  (Fig.  3).  In  spite  of  ex- 
cellent patient  cooperation  by  energetic  dilatation 
and  frequent  coitus,  the  vaginal  capacity  lessened 
and  the  length  shortened  over  the  next  four 
weeks.  Sexual  relations  became  painful  and  un- 
satisfactory. The  vagina  contracted  to  be  only 
three  inches  in  length  and  narrow  at  the  apex. 

Accordingly,  a third  operation  was  performed 
using  a thicker  split  thickness  skin  graft  taken 
from  the  right  hip  and  thigh.  The  obturator  was 
constructed  of  an  inner  base  of  sponge  rubber 
with  a roll  of  polyethylene  foam  one-half  inch 
thick  wrapped  around  it  to  give  it  a firm  but  yet 
elastic  consistency.  This  appliance  was  covered 
then  with  an  ordinary  rubber  condom.  The  skin 


Fig.  3.  Hypertrophic  scar  on  hip  and  buttocks 
where  skin  was  taken  for  vagina. 


were  then  sutured  so  as  to  completely  envelop 
the  device  and  placed  around  it.  It  was  difficult 
to  create  the  new  space  because  of  the  scarring 
that  had  taken  place,  but  by  cutting  paravaginal 
tissue  laterally  and  using  blunt  dissection,  mainly 
in  the  midline,  a good  potential  cavity  was  cre- 
ated extending  superiorly  to  the  pelvic  perito- 
neum. The  new  graft  on  the  obturator  was  next 
inserted  and  left  undisturbed  for  one  week.  It 
was  then  removed  carefully  and  the  newly  re- 
constructed vagina  packed  with  Furacin  gauze. 
This  was  exchanged  for  a narrow  vaseline  gauze 
packing  every  day  for  another  week  and  the  di- 
latation with  firm  dilators  was  commenced.  The 
patient  slept  with  a pyrex  obturator  in  situ  and 
used  a larger  dilator  three  times  daily  for  an- 
other week.  At  least  a ninety  per  cent  take  of  the 
skin  graft  occurred  and  intercourse  was  again 
encouraged. 

The  depth  and  diameter  of  the  new  cavity  was 
retained.  The  donor  site  on  the  hip  was  treated 
with  cortisone  cream  in  an  attempt  to  reduce  itch- 
ing and  the  formation  of  a hypertrophic  scar.  It 
is  noteworthy  that  the  patient’s  mother  had  a 
propensity  to  Keloid  formation  and  had  required 
removal  of  a markedly  thickened  scar  from  her 
shoulder  area.  The  patient’s  first  donor  sites  and 
the  abdominal  incision  scar  were  thicker  than  nor- 
mal and  continued  to  itch  12  weeks  after  surgery. 
It  is  believed  that  this  tendency  to  hypertrophic 
scar  formation  was  largely  responsible  for  the 
necessity  for  a second  vaginal  construction  in  this 
patient. 
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After  three  months  of  satisfactory  sexual  re- 
lations, examination  of  the  new  vagina  revealed 
some  recurrent  stenosis  at  the  apex.  Under  gen- 
eral anesthesia  two  vertical  incisions  were  made 
on  the  lateral  walls  of  the  vagina  starting  at  the 
apex.  The  edges  were  undercut  with  the  scissors 
and  closed  in  a transverse  manner  to  open  up  the 
apex.  These  incisions  healed  and  the  depth  of  the 
vagina  was  preserved.  Injection  of  the  hyper- 
trophic scars  at  donor  sites  on  the  patient’s  hip 
with  hydrocortisone  solution  relieved  the  itching 
and  their  noticeable  red  color  is  receding. 

Discussion 

Primary  adenocarcinoma  of  the  vagina 
has  been  a controversial  subject  in  the  litera- 
ture for  many  years.  In  a report  from  the 
University  of  Michigan  in  1953^  only  three  of 
the  forty-six  cases  of  carcinoma  found  in  re- 
viewing the  records  from  1921  to  1951  were 
diagnosed  as  adenocarcinomas.  The  squamous 
cell  variety  is  far  more  common  because  nor- 
mally there  are  no  glands  in  the  vaginal  wall. 
Plaut  and  Dreyfus^  stated  in  1940  that  adeno- 
carcinoma of  the  vagina  originates  from 
glands  which  are  not  normally  present.  They 
postulated  that  the  Mullerian  epithelium 
which  takes  part  in  the  formation  of  the 
vaginal  cervical  plate  was  the  anlage  and 
responsible  for  the  finding  later.  Herbst,  in 
reporting  the  new  clear-cell  adenocarcinomas 
of  the  vagina,  states  that  “Adenosis  was  de- 
tected in  24  of  26  cases  of  vaginal  carcinoma 
in  which  adequate  vaginal  tissue  was  avail- 
able for  study.”  Transverse  vaginal  ridges 
were  found  in  three  cases  of  vaginal  carci- 
noma and  mesonephric  remnants  were  pres- 
ent in  two  cases.  Drs.  Silverberg  and  Di- 
GiorgP  report  two  cases  which  they  state  are 


identical  on  electron  microscopic  studies. 
One  patient  was  a 17-year-old  girl  who  had 
antecedent  maternal  history  of  DES  therapy 
during  the  pregnancy.  The  other  was  a 78- 
year-old  woman  who  had  no  DES  therapy. 
They  contend  that  vaginal  clear-cell  carci- 
noma is  Mullerian,  not  mesonephric  in  or- 
igin. So  currently  the  debate  goes  on  and  the 
question  of  origin  is  unresolved. 

It  is  hoped  that  the  description  of  the  di- 
agnosis, treatment,  and  construction  of  the 
new  vagina  in  this  young  patient  will  be 
helpful  to  others  with  a similar  problem.  A 
close  follow-up  of  the  patient,  and  hopefully 
a newborn  baby  for  adoption  by  this  couple, 
is  planned. 

Summary 

When  examining  teenage  females,  mar- 
ried or  unmarried,  the  physician  should 
search  for  clear-cell  adenocarcinoma  of  the 
vagina.  This  malignant  tumor  is  rare  but  is 
being  diagnosed  with  increasing  frequency. 
It  is  found  by  observation  rather  than  by 
Papanicolaou  smear. 

This  case  is  presented  to  focus  attention 
on  an  early  adenocarcinoma  of  the  vagina 
which  was  asymptomatic  in  a 19-year-old 
married  woman.  She  was  treated  by  radical 
surgery  and  had  an  artificial  vagina  con- 
structed. More  than  12  months  has  elapsed 
since  the  therapy  without  evidence  of  re- 
sidual carcinoma.  Hypertrophic  scars  formed 
on  her  hips  where  the  split  thickness  skin 
grafts  were  taken  and  stenosis  of  the  new 
vagina  caused  some  difficulty.  Pathogenesis, 
pathology,  and  therapy  are  discussed.  • 
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Methadone  treatment 
of  heroin  dependence 


Julius  L.  Wilson,  MD,  and  Arthur  Tenorio,  Santa  Fe 


The  methadone  maintenance  program 
probably  is  the  best  available  treatment 
for  the  heroin  addict,  and  it  achieves 
greater  gains  for  the  community  than 
do  other  plans. 


After  a decade  of  treatment  of  heroin  ad- 
dicts with  methadone,  it  is  time  to  evaluate 
the  results.  Since  Dole  and  Nyswanger  intro- 
duced the  method  in  1963  we  have  witnessed 
a wide  expansion  of  programs  of  this  type. 
A total  legal  ban  under  the  Harrison  Nar- 
cotic Act  of  1914,  having  failed  to  stop  the 
traffic  in  heroin,  this  country  was  faced 
with  a “heroin  epidemic”.  Treatment  by 
methadone,  available  to  all  addicts,  or  re- 
treats for  prolonged  psychologic  care,  avail- 
able to  relatively  few,  have  been  employed. 
The  drug  itself  has  been  put  under  ever 
stricter  regulation  by  the  federal  govern- 
ment as  thousands  of  addicts  have  gotten 
aboard  the  merry-go-round  of  methadone 
programs. 

The  medical  profession  is  still  undecided 
in  spite  of  the  many  papers  on  this  subject. 
The  following  questions  remain;  Is  metha- 
done treatment  simply  exchanging  one  drug 
dependency  for  another?  Has  anyone  ever 
“cured”  drug  dependency?  What  is  the  rela- 
tion, if  any,  between  “soft  drugs”,  such  as 
marijuana  and  barbiturates,  and  the  use  of 


heroin?  Is  heroin  addiction  itself  a crime 
rather  than  an  illness  to  be  treated  medi- 
cally? Unfortunately  the  addict,  like  the  al- 
coholic, is  apt  to  encounter  medical  prej- 
udices when  he  seeks  care  for  any  illness  or 
injury.  If  the  condition  is  demonstrably 
treatable,  the  medical  profession  must  face 
the  question:  at  which  point  will  we  involve 
ourselves  in  helping  to  formulate  a policy 
that  can  be  translated  into  laws? 

Treatment 

Several  years  of  experience  in  a metha- 
done maintenance  and  rehabilitation  pro- 
gram in  the  barrios  of  Santa  Fe  furnish  the 
basis  for  our  observations.  It  has  been  gen- 
erally conceded  that  the  programs  operated 
at  Lexington  and  Fort  Worth  by  the  federal 
government  for  many  years  failed  to  ac- 
complish more  than  a temporary  abstinence 
during  incabceration  of  heroin  addicts.  The 
lack  of  success  of  such  programs  made  it  im- 
perative that  a search  for  narcotic  blocking 
drugs  be  made.  This  exploration  led  to 
methadone.  As  originally  used,  methadone, 
in  large  daily  doses  of  100  mgm  or  more 
orally,  prevented  the  addict  from  obtaining 
any  pleasurable  reaction  to  heroin  self-ad- 
ministered intravenously.  This  one  effect 
made  it  possible  for  him  to  lead  a more  nor- 
mal life,  seeking  regular  employment,  and 
making  a clean  break  from  the  “drug  scene” 
so  closely  associated  with  the  underworld. 

By  1971  it  had  become  evident  that  such 
large  doses  of  methadone  were  not  necessary 
to  maintain  the  average  patient  in  normal 
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life  style.  Also,  each  individual’s  nervous 
system  and  reactions  to  drugs,  food,  nicotine, 
etc.  is  different.  This  medical  truism,  ex- 
pressed as  “No  two  patients  are  alike”,  is 
often  ignored  by  the  authors  of  regulations 
for  drug-abuse  programs.  Most  longtime, 
deeply  dependent  addicts  can  adjust  well  on 
from  40  to  60  mgm  of  methadone  adminis- 
tered daily  in  one  supervised  oral  dose.  The 
duration  of  effect  after  oral  administration, 
in  addition  to  the  legality  of  the  drug,  is  its 
chief  advantage  over  heroin  as  a treatment 
modality.  In  tailoring  the  dose  to  each  in- 
dividual entering  the  program,  the  deciding 
criterion  is  a fairly  accurate  determination 
of  how  long  it  is  “holding”  him  into  the  fol- 
lowing night  and  day.  A correct  dose  prevents 
the  craving  for  another  “fix”  and  delays 
withdrawal  symptoms  for  over  24  hours. 
Once  a patient  reaches  the  plateau  of  good 
maintenance  he  can  continue  on  it  for  an  in- 
definite period.  However,  unforeseen  factors 
of  a distressing  or  frustrating  nature  may 
disturb  the  patient’s  equilibrium  and  make 
an  increased  dosage  necessary. 

Rehabilitation 

The  rehabilitation  part  of  a methadone 
program  begins,  not  after  a period  of  treat- 
ment, but  as  soon  as  the  patient  arrives  at 
the  treatment  center  during  dispensing 
hours.  The  staff,  as  a group  and  as  individ- 
uals, extends  to  him  the  socio-psychologic 
support  needed  for  such  a radical  departure 
from  the  “drug  scene”  and  from  the  lonely 
pursuit  of  money  to  supply  his  habit.  It  is 
remarkable  to  see  obviously  ill,  shabby 
young  people  change  their  outward  appear- 
ance in  a matter  of  days,  then  find  a job,  a 
paycheck  regularly,  and  recover  their  self- 
respect.  This  is  the  most  important  step  in 
the  long  range  rehabilitation  process.  In  fact, 
a man  with  a trade,  who  finds  a steady  job, 
gets  a car  to  drive,  has  a family  to  support, 
and  is  on  level  methadone  maintenance,  is 
for  all  practical  purposes,  already  rehabil- 
itated. 

The  final  stage  of  maintenance,  a gradual 
reduction  in  methadone  dosage  spread  over 
several  months,  requires  strong  motivation 
on  the  part  of  the  patient.  He  must  ask  for 
it.  Such  a request  calls  for  a planned  sched- 


ule, set  up  and  carried  out  without  the  pa- 
tient knowing  the  actual  doses  he  receives. 
Experience  shows  that  about  one  fifth  of 
our  patients  can  achieve  complete  abstinence, 
often  with  the  help  of  prescribed  tranquil- 
lizers during  the  last  week,  when  on  very 
low  dosage,  and  the  first  weeks  of  no  metha- 
done. Couples  should  be  withdrawn  from 
methadone  simultaneously,  if  possible,  for 
mutual  support.  In  the  final  withdrawal,  as 
in  the  early  weeks  of  participation,  psycho- 
logic counseling  becomes  crucially  important. 
Some  individuals  go  through  the  methadone 
withdrawal  several  times,  and  if  it  fails  to 
endure,  may  stabilize  on  a lower  dose  in  an- 
other effort. 

Federal  regulations  forbid  the  enrollment 
of  a heroin  addict  with  a habit  of  less  than 
two  years  duration.  Therefore,  the  only  al- 
ternative open  to  a younger  and  more  re- 
cently addicted  applicant  for  care  is  detox- 
ification, defined  officially  as  withdrawal 
within  three  weeks.  Such  a program  is 
seldom  successful  except  temporarily  in  pa- 
tients awaiting  trial  or  jail  sentence.  Employ- 
ment and  other  personal  problems  cannot  be 
solved  in  such  a short  time,  nor  is  counseling 
of  use  in  these  patients.  Without  changes  in 
personal  habits,  home  environment,  and  com- 
panions, rapid  detoxification  has  no  lasting 
effect.  However,  after  it  has  been  tried  with- 
out success,  they  can  be  placed  on  methadone 
maintenance  with  psychotherapy,  continuing 
education  or  vocational  rehabilitation. 

In  spite  of  planned  efforts  to  provide  fe- 
male patients  with  education  and  contracep- 
tives, pregnancy  occurs  frequently.  On  a pro- 
gram of  decreasing  dosages  of  methadone  in 
the  latter  half  of  pregnancy  and  under  good 
obstetrical  care  it  is  possible  for  some  women 
to  be  taken  off  methadone  two  to  four  weeks 
before  delivery.  In  other  cases  the  patient 
may  object  strongly  to  the  lower  doses  or 
she  may  use  heroin,  as  shown  by  routine 
urine  tests.  It  has  been  our  experience  that 
good  prenatal  care,  with  treatment  of  po- 
tentially addicted  infants  in  the  hospital  for 
some  time  after  delivery,  results  in  healthy 
babies.  Prematurity  is  another  problem.  In- 
fant deaths  from  methadone  should  be  very 
rare.  All  women  patients  are  sent  to  a family 
planning  clinic  after  delivery. 
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Results 

Over  sixty  per  cent  of  patients  on  metha- 
done treatment  will  be  employed,  but  remain 
on  methadone  maintenance.  Between  fifteen 
per  cent  and  twenty  per  cent  have  the  will- 
power, motivation,  and  changed  way  of  liv- 
ing sufficient  to  get  off  drugs  completely. 
Another  twenty  per  cent  simply  drop  out  of 
the  program  the  first  difficult  weeks  or  end 
up  in  jail  or  in  the  penitentiary.  Ten  per 
cent  or  more  move  to  other  cities,  transfer- 
ring by  prearrangement  to  methadone  pro- 
grams there.  Compared  with  those  of  previ- 
ous programs  these  figures  are  a definite  im- 
provement. Methadone  maintenance,  with 
or  without  gradual  withdrawal,  seems  em- 
inently worthwhile  when  one  considers  the 
gains  made  by  the  individual  patient  and  the 
benefits  to  the  entire  community. 


Summary 

Methadone  programs  are  a holding  opera- 
tion, not  a cure.  Every  long-time  addict 
wants  to  get  off  heroin  and  with  good  psy- 
chologic counseling,  better  living  conditions 
at  home,  and  greater  maturity,  a higher  per 
cent  will  attain  in  time  complete  and  lasting 
abstinence.  Until  a better  drug  is  developed, 
i.e.  longer  lasting,  less  addictive,  and  more 
completely  blocking  heroin  dependence, 
methadone  remains  the  best  available  treat- 
ment. The  “heroin  epidemic”  itself,  perhaps 
only  a small  part  of  the  pill  and  capsule  cul- 
ture in  which  we  are  today  immersed,  shows 
signs  of  having  passed  its  peak.  We  must 
hold  onto  the  gains  already  made  and  learn 
to  treat  this  particular  illness  more  wisely 
and  more  effectively.  • 


General  Rose  Memorial  Hospital  Nasal  Symposium 

General  Rose  Memorial  Hospital  announces  the  third  annual  nasal  symposium 
February  6,  1975  through  February  12,  1975  at  the  Denver  Inn  and  the  Lodge  at 
Vail.  Five  days  will  be  held  at  Vail,  Colorado. 

The  general  theme  for  this  symposium  on  the  nose  is  an  approach  to  medical 
and  surgical  problems  that  are  commonly  seen  with  an  emphasis  on  treatment  of 
these  various  conditions  as  compared  to  diagnosis. 

The  featured  lecturer  will  be  Jack  Anderson,  MD,  from  New  Orleans,  La. 

For  information  and  application  write  to:  The  Division  of  Continuing  Medical 
Education,  General  Rose  Memorial  Hospital,  1050  Clermont,  Denver,  Colorado 
80220. 
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Polyorchism 


Case  report 


Gary  W.  Long,  MD,  Albuquerque 


Polyorchism  is  a rare  anomaly  of  embry- 
ologic  development.  The  finding  of  normal 
spermatogenesis  in  a supernumerary  testis  is 
even  more  unusual.  An  additional  case  with 
this  rare  combination  is  reported. 

CASE  REPORT 

A 45-year-old  farmer  was  admitted  for  eval- 
uation of  disabling  angina  pectoris  which  had  de- 
veloped progressively  over  the  two  year  period 
following  his  first  myocardial  infarct.  His  only 
complaint  referable  to  the  reproductive  system 
was  that  sexual  intercourse  precipitated  an  an- 
ginal attack.  There  was  no  complaint  of  any 
genital  abnormality  and  none  is  recorded  as  hav- 


Fig. 1.  Cut  surfaces  of  the  two  left  testes.  The 
testicular  and  epididymal  appendices  are  present 
on  the  superior  testis. 


ing  been  found  on  his  physical  examinations.  He 
had  fathered  three  children. 

Transfemoral  coronary  angiography  was  com- 
plicated by  femoral  artery  thrombosis  and  myo- 
cardial infarction,  the  latter  resulting  in  his  death 
two  days  later. 

Palpation  of  the  scrotum  at  autopsy  revealed 
both  testes  and  an  additional  firm,  ovoid  mass  in 
the  left  spermatic  cord.  Examination  of  the  scrotal 
contents  disclosed  three  testes.  The  right  testis 
measured  5.0  cm.  in  greatest  dimension;  the  su- 
perior and  inferior  left  testes  measured  2.0  and 
4.0  cm.  in  greatest  dimension  respectively.  The 
testicular  and  epididymal  appendices  were  present 
on  the  superior  left  testis  (Fig.  1);  an  epididymis 
coursed  inferiorly  to  join  with  the  epididymis  of 


Fig.  2.  Photomicrograph  of  superior  (supernumer- 
ary) left  testis  showing  active  spermatogenesis. 
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Fig.  3.  Photomicrograph  of  inferior  left  testis.  Foci 
of  atrophic  seminiferous  tubules,  as  illustrated  in 
the  lower  half  of  the  photograph,  were  occasion- 
ally found. 


the  larger,  inferior  testis.  Several  0.5  cm.  thin- 
walled  epididymal  cysts  filled  with  clear,  color- 
less fluid  were  found  at  the  junction  of  the  epid- 
idymes.  A single  vas  deferens  arose  from  the 
epididymis  of  the  inferior  testis.  Both  left  testes 
were  contained  within  the  same  sac  of  tunica 
vaginalis  but  each  had  an  individual  tunica  al- 
buginea. The  remainder  of  the  genital  anatomy 
was  normal. 

Histologic  examination  revealed  active  sper- 
matogenesis in  all  three  testes.  The  supernumer- 
ary left  testis  was  histologically  identical  to  the 
right  testis  (Fig.  2)  although  occasional  small  foci 
of  fibrosis  with  hyalinized  seminiferous  tubules 
were  found  in  the  inferior  left  testis  (Fig.  3).  The 
cysts  noted  grossly  were  lined  with  atrophic  epid- 
idymal epithelium. 

Comment 

Normal  spermatogenesis  is  unusual  in  as- 
sociation with  polyorchism.  It  has  been  de- 
scribed in  only  six  of  the  24  histologically 
confirmed  cases  previously  reported.'’^  The 
embryology  of  this  condition  has  been  pre- 
sented in  earlier  reports;®"®  however,  the 
anatomic  findings  of  this  case  indicate  in- 
complete division  of  the  genital  ridge  with- 
out concomitant  division  of  the  mesonephros. 

It  is  somewhat  surprising  that  a scrotal 
mass  as  readily  palpable  as  this  one  was  ap- 
parently never  discovered  by  the  patient.  It 
is  perhaps  more  interesting  to  speculate  on 
the  reason  why  it  was  not  discovered  during 
any  of  his  physical  examinations  associated 
with  two  hospital  admissions.  • 
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AS  YOU  LIKE  IT 


• • • 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexieo 


1.  “People  do  not  like  to  imagine  a world  whose 
rulers  ignore  law,  prosperity,  enriching  work,  in- 
dustry, credit,  etc.,  and  who  rule  with  utter  bru- 
tality. But  these  are  the  people  into  whose  hands 
the  world  is  being  driven  by  the  competition 
among  all  parties  for  the  participation  of  the 
masses  on  any  and  every  question.”  Trevor-Roper, 
H.  R.,  Historical  Essays,  Harper  & Row,  Publish- 
ers, 1966,  p.  276. 

2.  “For  the  individual,  as  I can  testify,  a brief 
grounding  in  semantics,  besides  making  philosophy 
unreadable,  makes  unreadable  most  political 
speeches,  classical  economic  theory,  after-dinner 
oratory,  diplomatic  notes,  newspaper  editorials, 
treatises  on  pedagogics  and  education,  expert  fi- 
nancial comment,  dissertations  on  money  and 
credit,  accounts  of  debates,  and  Great  Thoughts 
from  Great  Thinkers  in  general.  You  would  be 
surprised  at  the  amount  of  time  this  saves.”  Chase, 
Stuart,  The  Tyranny  of  Words,  The  New  College 
Omnibus,  Edited  by,  J.  F.  Fullington,  H.  B.  Reed, 
and  J.  N.  McCorkle,  Harcourt,  Brace  and  Com- 
pany, New  York,  1938,  p.  187. 

3.  “It  is  well  to  bear  in  mind  how  the  patient,  who 
is  often  in  severe  pain  [from  backache  and  sci- 
atica], struggles  to  attend  the  physiotherapy  de- 
partment for  traction  when  the  treatment  may  be 
no  more  effective  than  resting  quietly  at  home.” 
Physiotherapy  or  Psychotherapy?,  Lancet,  Decem- 
ber 29,  1973,  p.  1483. 

4.  “Why  am  I so  bent  on  conversation?  For  pleas- 
ure first,  pure  selfishness,  but  also  because  con- 
versation is  a school  for  thinkers  and  should  be 
a school  for  democrats.  When  one  finds  supposedly 
educated  people  arguing  heatedly  over  matters 
of  fact  and  shying  away  from  matters  of  opinion; 
when  one  sees  one’s  hosts  getting  nervous  at  a 
difference  of  views  regarding  politics  or  the  latest 
play;  when  one  is  formally  entertained  with  in- 
formation games  or  queries  cut  out  of  the  paper 
about  the  number  of  geese  in  a gaggle;  when  the 
dictionary  and  the  encyclopedia  are  regarded  as 


final  arbiters  of  judgment  and  not  as  fallible  re- 
positories of  fact;  when  intelligent  youth  is  ad- 
vised not  to  go  against  the  accepted  belief  in  any 
circle  because  it  will  startle,  shock,  and  offend — 
it  is  time  to  recognize,  first,  that  the  temper  of 
democratic  culture  is  tested  at  every  dinner  table 
and  in  every  living  room — just  as  much  as  at 
school,  in  the  pulpit,  or  on  the  platform;  and  sec- 
ond, that  by  this  test  and  despite  our  boasted 
freedom  of  opinion,  we  lack  men  and  women 
whose  minds  have  learned  to  move  easily  and 
fearlessly  in  the  perilous  jungle  of  ideas.”  Barzun, 
Jacques,  Teacher  in  America,  Little,  Brown  and 
Company,  Boston,  1945,  p.  274. 

5.  “No  one  can  know  all  the  facts  he  might  pos- 
sibly need,  though  many  students  confess  to  hav- 
ing this  Gargantuan  appetite  and  try  to  feed  it. 
But  the  scheme  is  unpractical:  life  is  too  short, 
memory  balks,  and  worst  of  all,  while  the  scholar 
turns  himself  into  a human  silo  for  grains  of 
knowledge,  thought  starves  in  the  midst  of 
plenty.”  Ibid,  p.  275. 

6.  “It  is  as  natural  and  as  right  for  a young  man 
to  be  imprudent  and  exaggerated,  to  live  in  swoops 
and  circles,  and  beat  about  his  cage  like  any  other 
wild  things  newly  captured,  as  it  is  for  old  men 
to  turn  gray,  or  mothers  to  love  their  offspring, 
or  heroes  to  die  for  something  worthier  than  their 
lives.”  Stevenson,  Robert  Louis,  Crabbed  Age  and 
Youth. 

7.  “The  occurence  of  attacks  in  the  period  follow- 
ing surgery  (postoperative  pseudogout)  is  now 
well  recognized.  . . . Occasionally,  there  is  a dra- 
matic response  to  colchicine.”  Primer  on  the  Rheu- 
matic Diseases,  Seventh  Edition,  The  Arthritis 
Foundation,  New  York,  pp.  104-105. 

8.  “When,  after  dinner,  the  physician  and  the  en- 
gineer meet,  only  to  find  that  the  physician  knows 
nothing  of  turbines  and  the  engineer  nothing  of 
serums,  they  can  communicate,  to  be  sure;  but 
their  communication  is  too  often  Yea,  Yea  and 
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Nay,  Nay;  and  when  it  is  more  than  that,  it  comes 
too  often  of  evil,  or  what  they  regard  as  such, 
taxes,  operations,  or  the  Dodgers.  Each  would  like 
to  make  contact  with  the  other,  for  they  are  both 
Americans  and  therefore  well  disposed;  but  they 
find  that  they  must  either  meet  on  ground  that 
is  hardly  worth  occupying  or  else  forego  meeting 
altogether.  The  great  uncrowded  spaces  where 
joint  exploration  is  always  a significant  adventure 
and  the  meeting  of  minds  an  excitement  and  de- 
light, the  spaces  of  religion  and  art  and  morals 
and  literature  and  speculation,  are  too  often  half- 
mythical  regions,  thought  of  (if  at  all)  with  a 
passing  wistfulness,  rather  than  solid  ground  to  be 
possessed  and  used.  This  is  an  area  that  educated 
men  should  own  in  common,  . . .”  Blanshard, 
Brand,  Education  as  Philosophy , Swarthmore  Col- 
lege Bulletin,  XLII,  No.  4,  July  1945. 

9.  “It  is  better  to  lose  health  like  a spendthrift 
than  to  waste  it  like  a miser.  It  is  better  to  live 
and  be  done  with  it,  than  to  die  daily  in  the  sick- 
room.” Stevenson,  Robert  Louis,  Acs  Triplex. 

10.  “And  even  if  death  catch  people,  like  an  open 
pitfall,  and  in  mid-career,  laying  out  vast  projects, 
and  planning  monstrous  foundations,  flushed  with 
hope,  and  their  mouths  full  of  boastful  language, 
they  should  be  at  once  tripped  up  and  silenced: 
is  there  not  something  brave  and  spirited  in  such 
a termination?  and  does  not  life  go  down  with  a 
better  grace,  foaming  in  full  body  over  a preci- 
pice, than  miserably  straggling  to  an  end  in  sandy 
deltas?  When  the  Greeks  made  their  fine  saying 
that  those  whom  the  gods  love  die  young,  I can- 
not help  believing  they  had  this  sort  of  death  also 
in  their  eye.”  Ibid,  p.  266. 

11.  “As  a result,  most  teachers  hold  to  their  ed- 
ucational beliefs  in  much  the  same  way  that  nicely 
brought-up  people  accept  their  religion  and  pol- 
itics— in  a way  that  contrives  to  be  both  vehement 
and  superficial.  I still  manage  to  be  surprised  by 
the  way  in  which  men  of  considerable  intelligence 
and  ability  in  their  daily  clinical  and  research 
work,  regress  when  they  move  from  laboratory 
to  classroom,  returning  to  pre-scientific  and  often 
to  pre-logical  thought.”  Simpson,  Michael  A.,  A 
Mythology  of  Medical  Education,  Lancet,  March 
9,  1974. 

12.  “For  it  is  another  myth  that  educational  proc- 
esses are  inherently  beneficial.  Learning  can  be 
facilitated,  or  unaffected,  or  actively  impeded  by 
teaching.  At  all  levels  of  education  one  of  the 
most  lastingly  damaging  effects  of  traditional 
schooling  is  that  it  so  often  teaches  a child  that 
he  cannot  understand  or  do  many  things.  Many 
pupils  leave  with  their  learning  gains  nearly  out- 
weighed by  the  accumulated  convictions  that  T 
can’t  do  math’  or  ‘I  can’t  paint’,  or  T’ll  never 
really  understand  immunoglobulins’.  . . . ‘Primum 
non  nocere’  is  a sound  principle,  which  should 


apply  to  classroom  as  much  as  to  clinic.”  Ibid,  p. 
399. 

13.  “The  psychological,  social,  and  political  illit- 
eracy of  so  many  doctors  has  helped  to  make  them 
constitute  part  of  the  health-care  problem,  rather 
than  part  of  its  solution.  Over  the  last  few  cen- 
turies, we  have  progressively  focused  on  under- 
standing man,  his  functions  and  malfunctions,  at 
ever  smaller  levels — the  system,  the  organ,  the 
cell,  and  the  molecule.  Now,  while  retaining  the 
great  advantages  these  perspectives  have  gained, 
we  must  move  conceptually  in  the  opposite  direc- 
tion, and  see  problems  in  the  wider  perspective — 
the  dyad,  the  family,  the  community,  and  beyond. 
While  doctors  have  been  becoming  more  and  more 
specialised,  their  patients  are  preversely  becom- 
ing less  so.”  Ibid,  p.  399. 

14.  “As  a subject  or  discipline  grows  and  matures, 
it,  first  becomes  bigger  and  more  complex  and 
even  chaotic  in  some  respects,  as  the  accumulation 
of  knowledge  outpaces  our  ability  to  conceptualise 
and  organize  it.  But  then  it  becomes  easier  and 
more  elegant,  as  the  underlying  dynamic  patterns 
of  its  inherent  organisation  become  clear.  Thus 
there  are  an  increasing  number  of  areas  in  med- 
icine reaching  a degree  of  maturity  such  that  the 
student  can  legitimately  start  at  or  near  the  end- 
point, and  grasp  the  essence  of  a subject,  to  the 
point  of  functional  mastery,  much  more  easily 
than  we  did,  who  had  to  learn  it  at  an  earlier 
stage  of  immature  disorgansation.”  Ibid,  p.  399. 

15.  “Measurement  in  education  is  bedevilled  by 
the  pursuit  of  false  precision  and  Pseudo-Accur- 
acy, based  on  our  cultural  bias  towards  believing 
that  something  expressed  in  numbers  must  be 
truer  than  something  expressed  in  words — the 
Numerate  Fallacy.”  Ibid,  p.  400. 

16.  “A  major  source  of  educational  error  lies  in 
our  belief  that  we  must  quantify  by  time  rather 
than  by  achievement.  We  insist  on  so  many  hours 
of  Anatomy,  so  many  weeks  of  Bacteriology.  This 
is  like  selling  butter  by  the  yard,  or  milk  by  the 
square  inch.  If  you  make  time  the  constant,  you 
unavoidably  make  achievement  the  variable.  By 
rigid  time  programming,  we  guarantee  that  each 
student  will  leave  a unit  differing  widely  from  his 
peers  in  the  amount  he  has  learned.”  Ibid,  p.  400. 

17.  “The  inaccuracies  of  the  various  examination 
techniques  in  common  use  are  now  quite  well- 
known,  yet  most  of  us,  when  examiners,  harbour 
the  stubborn  belief  that  in  our  hands,  at  least, 
these  very  imperfect  tools  are  transformed  into 
the  finest,  standardised  gold.  This  is  the  Myth  of 
the  Immaculate  Perception,  the  belief  that  we  at 
least  are  uniquely  discerning  in  the  measurements 
we  make.”  Ibid,  p.  400. 

18.  “It  is  too  often  assumed  that  one  maintains  or 
defends  educational  standards  by  setting  up  com- 
plex and  difficult  examinations,  preferably  with 
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high  failure-rate.  A public-health  equivalent  to 
this  concept  would  be  interesting.  We  would  in- 
stitute a public-health  screening  program,  so  ad- 
justing the  normal  values  that  a large  proportion 
of  the  population  would  fail  to  pass  as  fit.  We 
could  then  shake  our  heads,  sad,  but  confident  that 
we  had  raised  the  standards  of  public  health.” 
Ibid,  p.  400. 

19.  “It  is  easier  when  selecting  students  to  choose 
clonal  replicas  of  ourselves  than  to  develop  bet- 
ter methods  of  choosing  the  sort  of  people  we 
need.  It  is  easier  to  train  them  in  special  hospitals, 
by  hospital  specialists,  than  in  the  community.  It 
is  easier  to  train  them  to  want  to  be  surgeons 
than  anything  else.  It  is  easier,  clinically  and  ed- 
ucationally, to  investigate  the  irrelevant  with 
superb  methodology  than  to  investigate  the  rel- 


evant with  proper  methods.  We  have  generally 
chosen  such  highly  motivated  and  accomplished 
students  that  they  can  hardly  fail  to  become  rea- 
sonably adequate  doctors  despite  most  things  we 
do  to  them.  To  devise  a system  which  will  con- 
sistently and  significantly  enhance  the  student’s 
learning  and  create  the  sort  of  doctors  our  com- 
munity really  needs — that  is  the  real  challenge 
we  are  only  beginning  to  meet.  . . .”  Ibid,  p.  401. 

20.  . . we  still  consistently  overvalue  poor  re- 

search and  semi-literate  publication;  again,  partly, 
because  quantity,  in  number  of  publications,  is 
easier  to  measure  than  quality.  I am  reminded  of 
the  story  of  the  Centurions  who  stood  at  the  foot 
of  the  Cross.  One  said:  “I  hear  He  was  a great 
teacher.”  “Yes”,  said  the  other,  “but  He  never 
published  anything.”  Ibid,  p.  401. 


NOW  LEASING 

Opening  on  August  L 1974 


'Pujl?  yjQ^^T^i^pssiprpal  .Building 


Medical-Dental  Offices.  Across  from  new  Southglenn  Shopping  Center. 
Arapahoe  Road  at  South  Vine  Street.  Provision  for  all  needs. 

6G50  So.  Vine  St. 

For  information  contact  Perry  & Butler  Mr.  Purvis  at  757-7471  or  344-9875,  Eves 
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Prepared  by  Alan  E.  Lindsay,  MD,  Salt  Lake  City,  Utah 


THE  PATIENT;  A 60-year-old  woman  with 
long-standing  mitral  stenosis  and  atrial  fibrilla- 
tion intermittently  developed  the  rhythm  de- 
picted on  the  opposite  page  over  a period  of  one 
year.  When  not  having  this  tachycardia  she  had 
atrial  fibrillation.  Alterations  in  her  dose  of 
digitalis  did  not  seem  to  cause  the  episodic  ap- 
pearance and  disappearance  of  this  tachycardia, 
but  did  modify  the  AV  conduction  ratio  when 
the  tachycardia  was  present. 

THE  PROBLEMS:  Where  is  the  ectopic  atrial 
focus  located?  How  are  its  impulses  conducted  to 
the  ventricles? 

THE  ECTOPIC  FOCUS:  The  atrial  rate  is  200 
per  minute,  qualifying  the  rhythm  as  an  atrial 
tachycardia.  Had  she  been  on  quinidine  therapy, 
which  she  was  not,  “slowed  down”  atrial  flutter 
would  have  been  considered. 

Note  the  strange  polarity  of  the  P-waves.  They 
are  inverted  in  the  three  limb  leads  and  in  V6, 
and  are  upright  in  AVR  and  Vj.  The  P-wave  axis, 
directed  superiorly,  anteriorly,  and  to  the  right, 
suggests  that  the  atrial  focus  is  located  in  the  left 
atrium.*  Thus  we  may  diagnose  left  atrial  tachy- 
cardia. 

♦Mirowski,  M.  L. ; Left  Atrial  Rhythm.  Am  J Cardiol  17: 
203,  1966. 


THE  CONDUCTION  SEQUENCE:  AV  conduc- 
tion varies  from  3.T  to  2:1  with  an  “uneasy”  in- 
termediary type  of  group  beating  in  bigeminal 
sequences. 

We  believe  that  the  prevailing  AV  conduction 
ratio  is  2:1  and  that  all  other  conduction  sequences 
are  variants  superimposed  upon  this  basic  ratio. 
For  instance,  in  V^  3:1  AV  block  is  seen.  Generally, 
sustained  uneven  conduction  ratios  are  unusual 
and  we  prefer  to  postulate  a basic  2:1  block  with 
“leapfrog”  2:1  Wenckebach  sequences  from  alter- 
nate pairs  of  P-waves. 

Consider,  for  example,  the  strip  of  lead  II 
illustrated  below.  Bigeminal  pairing  immediately 
brings  Wenckebach  conduction  to  mind.  To  explain 
this  particular  instance,  however,  we  must  assume 
that  alternate  pairs  of  ectopic  P-waves  (labelled 
“a”  and  “b”)  take  turns  conducting  to  the  ven- 
tricles in  a Wenckebach  sequence.  For  want  of  a 
better  name  we  propose  “leapfrog  Wenckebach” 
as  a name  for  this  phenomenon. 

COMMENT:  This  curious  tachycardia  was  ap- 
parently not  due  to  digitalis  toxicity,  as  its  com- 
ings and  goings  bore  no  relationship  to  whether 
or  not  she  was  taking  digitalis.  That  it  supplanted 
a chronic  established  atrial  fibrillation  of  many 
years’  standing  is  a difficult  fact  to  explain. 
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The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  rel  iance  on  ALDOM  ET® 
(Methyidopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


I 
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the  more  physicians  rely 
on  this  unique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
allymaintained  with  nocardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyidopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

AUMMHET 

(METHYUMPA I MSD) 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 
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In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLOOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyidopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyidopa.  If  a 
positive  Coombs  test  develops  during  methyidopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyidopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyidopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not.  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyidopa,  the  drug  should  not  be  reinstituted. 
When  methyidopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yidopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SCOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyidopa.  If  caused 
by  methyidopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyi- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  xl^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyidopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyi- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyidopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
"black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyidopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyi- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyidopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme.  Division  of  Merck  & Co.,  live.. 
West  Point,  Pa.  19486 


“Required 
Reading” 
For Your 


Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  “High 
Blood  Pressure,”  a concise, 
pocket-sized  booklet  that 
defines  the  patient’s  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen- 
tative or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 
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COLORADO 

Regional  Health  Activities 

The  Colorado-Wyoming  Regional  Medical  Pro- 
gram (CWRMP)  has  received  more  than  $1.6  mil- 
lion in  federal  funds  to  initiate  and  support  a 
variety  of  health  care  projects  and  activities  in 
the  two-state  region. 

The  new  funds,  which  will  finance  CWRMP 
programs  through  June  1975,  bring  to  more  than 
$2.3  million  the  total  amount  of  the  U.S.  Depart- 
ment of  Health,  Education  and  Welfare  (HEW) 
monies  awarded  the  Denver-based  program  thus 
far  in  1974. 

Dr.  Thomas  A.  Nicholas,  CWRMP  executive 
director,  said  that  the  new  funds  will  permit  im- 
plementation of  eight  new  projects  aimed  at  im- 
proving the  quality  of  health  care  services  in  the 
two  states  and  continuation  of  three  major  on- 
going projects  as  well  as  a score  of  smaller  health 
related  projects,  activities  and  studies. 

Also  in  the  1974-75  budget  are  funds  to  con- 
tinue the  support  of  CWRMP’s  Grand  Junction 
office  and  several  projects  directed  to  health 
needs  on  Colorado’s  Western  Slope. 

Six  CWRMP  projects  for  the  coming  year  are 
specifically  related  to  the  development  of  im- 
proved emergency  medical  services  (EMS)  sys- 
tems in  the  two  states.  Dr.  Nicholas  pointed  out. 

New  projects  being  implemented  by  CWRMP 
during  the  current  fiscal  year  include: 

— A quality  control  program  for  diagnostic 
radiology  (x-ray)  facilities  in  regional  hospitals; 

— Programs  to  train  physicians  and  technicians 
in  the  use  of  diagnostic  ultrasound  and  to  initiate 
a regional  quality  control  program  to  assure 
proper  functioning  of  ultrasound  equipment; 

— A project  to  develop  an  automatic  confirma- 
tion system  for  regional  hospitals  involved  in  com- 
puterized electrocardiography; 

— An  educational  program  to  acquaint  health 
personnel  with  recent  developments  in  the  field 
of  genetic  diseases  in  order  to  assist  them  in 
counseling  and  treating  patients  with  hereditary 
disorders; 

— A mechanism  to  provide  local,  rapid  analysis 
of  kidney  stones  to  facilitate  diagnosis  and  evalua- 
tion of  patients; 

— The  creation  of  a Regional  Arthritis  Center 
for  treatment  of  patients  suffering  from  arthritic 
conditions. 

Ongoing  CWRMP  projects  to  be  continued 
through  June  1975  include: 


—Regional  Pediatric  Hemodialysis  Center, 
based  at  the  University  of  Colorado  Medical  Cen- 
ter, which  is  expected  to  be  self-supporting  from 
other  funding  sources  by  next  June; 

— Regional  Pediatric  Pulmonary  Disease  Cen- 
ter, also  at  UCMC; 

— A quality  control  program  for  regional  hos- 
pitals with  nuclear  medicine  capabilities. 

Dr.  Nicholas  said  that  the  $1.6  million  award 
is  the  largest  HEW  grant  to  CWRMP  since  the 
program  became  operational  in  1969.  He  added 
that  an  application  for  additional  funds  to  imple- 
ment still  more  projects  is  currently  under  review 
by  HEW  officials  in  Washington,  D.C. 


F.  A.  Mills,  MD,  Rawlins’  oldest  doctor,  cele- 
brated his  91st  birthday  August  15.  Dr.  Mills  has 
been  practicing  medicine  for  more  than  66  years 
and  was  graduated  with  the  second  class  from 
Kansas  State  University  in  1907.  After  practicing 
in  Kansas,  he  moved  to  Oklahoma  and  from  there 
to  Billings,  Montana.  He  started  a practice  in 
Powell  in  1918  and  spent  32  years  there.  In  1942, 
Dr.  Mills  took  over  the  practice  of  Dr.  Crandall 
in  Rawlins  and  practiced  until  his  retirement  in 
February,  1973.  His  life  endeavor  was,  “I  expect 
to  pass  through  this  world  but  once;  any  good, 
therefore,  that  I can  do  or  any  kindness  that  I 
can  show  to  any  fellow  being  let  me  do  it  now. 
Let  me  not  defer  nor  neglect  it,  for  I shall  not 
pass  this  way  again.”  His  wife  said  he  was  the 
first  doctor  to  use  penicillin  in  Wyoming. 

* 9):  * * * 

Dr.  Paul  A.  Saxon,  clinical  director  of  the  Wyo- 
ming State  Hospital,  Evanston,  is  on  the  staff  of 
consultants  of  Southwest  Counseling  Service.  A 
native  of  Maryland,  Dr.  Saxon  obtained  his  med- 
ical education  at  Loma  Linda  University  Medical 
School  in  California  and  completed  psychiatric 
residency  in  Columbus,  Ohio.  He  was  in  private 
practice  in  San  Bernadino,  California  from  1956 
to  1970  when  he  began  his  duties  at  the  state  hos- 
pital in  Evanston. 

ife  4:  ](e  4:  ;(( 

The  Wyoming  Neurological  and  Neurosurgical 
Society  has  recently  been  formed  to  serve  those 
interested  in  the  nervous  system.  Dr.  Philip  Gordy 
is  president.  Dr.  Gary  Sapiro,  vice-president  and 
Dr.  Malvin  Cole,  secretary. 
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Addendum  for  1974  Directory  of  Physicians  published  by  RMMJ 


The  following  listings  are  revisions  brought 
to  our  attention  since  release  of  our  Annual  Di- 
rectory. We  suggest  that  you  remove  this  page 
and  attach  to  your  Directory  for  reference. 

COLORADO 

ASPEN  ...  81  ill  ...  (Mr.  Sopris) 

Price,  Ligon;  604  W Main  St;  Box  Z;  925-3369; 
GP  (PP) 

AURORA  . . . 800  + zone  . . . (Adams  Counry-Aurora) 

Avner.  Sanford  E;  1450  S Havana  St;  755-5070;  A* 
(PP)  12 

Buckley,  Jerome  M;  1450  S Havana  St;  755-5070; 
A*  (PP)  12 

Esposito,  Salvatore  P;  9340  E Colfax  Ave;  366- 
3803;  GP  (PP)  10 

Norton,  Philip  H;  560  Geneva  St;  364-3376;  FP 
(PP)  10 

Pearlman,  David  S;  1450  S Havana  St;  755-5070; 
A (PP)  12 

COLORADO  SPRINGS  ...  809  + zone  ...  (El  Paso 
County) 

Ingram.  'William  L;  309  Elm  Circle;  473-7477;  P* 
(PP)  06 

Muench,  Laurence  W;  228  N Cascade;  473-5217; 
AN*  (PP)  03 

O'Donnell,  Francis  A;  2135  Southgate  Rd;  634- 
8828;  P*  (PP)  01 

COMMERCE  CITY  . . . 80022  . . . (Adams  County- 
Auroral 

Robertson,  John  L;  6401  E 72nd  Ave;  288-6845; 
FP  (PP) 

DENVER  . . . 802  zone  . . . (Adams  County  Aurora 
Society  Members) 

Ashkar,  Louis  N;  1834  Gilpin  St;  399-6777;  U* 
(PP)  18 

Battock,  Dennis  J;  3865  Cherry  Creek  N Dr;  388- 
0389;  CD-PDC*  (PP)  09 

Meltzer,  Gerald  E;  505  Republic  Bldg;  825-8800; 
OPH  (PP)  02 

DENVER  . . . 802  zone  . . . (Arapahoe  Society 
Members) 

Carson,  Richard  P;  6850  E Hampden  Ave;  757- 
5121;  IM  (PP)  22 

Geisterfer.  Dirk  J;  6740  E Hampden  Ave;  759- 
2713;  PS*  (PP)  22 

Jacobey,  John  A;  2465  S Downing  St;  777-4414; 
CDS  (PP)  10 

Jacobs,  Harold  S;  2465  S Downing  St;  744-6473; 
IM*  (PP)  10 

Jennings,  Jeffrey  M;  3865  Cherry  Creek  N Dr; 
399-0223;  IM*  (PP)  09 

Levy,  Irwin  B;  1660  S Albion  St;  756-0292;  P* 
(PP)  22 

Lowell,  David  H;  4701  E 9th  Ave;  388-5588;  GP 
(PP)  20  . . . (Not  DO) 

Peterson,  W Peter;  Porter  Hosp;  744-1955;  IM 
(PP)  10 

DENVER  ...  802  -h  zone  . . . (Clear  Creek  Valley 
Society  Members) 

Cedars,  Chester  M;  1930  S Federal  Blvd;  934-5729; 
GP  (PP)  19 

Hixon,  Walter  S;  2115  S Sheridan  Blvd;  985-4431; 
GP  (PP)  26 

Oppenheim,  Walter  H;  1660  S Albion  St;  758-8865; 
D*  (PP)  22 

Weston,  Eugene  L;  2045  Frankin  St;  893-5155;  TS 
(PP)  05 


ENGLEWOOD  ...  80110  ..  . (Arapahoe) 

Brittain,  Robert  S;  501  E Hampden  Ave;  761-0560, 
Ext  293;  GS*  (PP) 

Currier,  Laurence  M;  5600  S Syracuse  Circle;  770- 
4020;  P*  (PP) 

Magill,  Charles  D;  3601  S Clarkson  St;  761-0624; 
ORS*  (PP) 

Thomas,  Donn  D;  3535  S Lafayette  St;  761-1036; 
PS*  (PP) 

FORT  COLLINS  . . . 80521  . . . (Larimer  County) 

Magsamen,  B F;  1200  E Elizabeth;  493-0112;  ORS* 
(PP) 

Puls.  Gerald  E;  1212  E Elizabeth;  493-8118;  GP 
(PP) 

GLENWOOD  SPRINGS  . . . 8U01  . . . (Mt.  Sopris) 

Nutting,  Burtis  E;  PO  Box  100;  945-6293;  Ret. 

GRAND  JUNCTION  ...  81501  ...  (Mesa  County) 

James,  Lynn  A;  520  Patterson  Rd;  242-2136;  IM* 
(PP) 

Smith,  George  Paul;  520  Patterson  Rd;  242-2136; 
IM*  (PP) 

LAKEWOOD  . . 802  -r  zone  . . . (Clear  Creek  Valley) 

Behrns,  Robert  S;  1224  Wadsworth  Blvd;  237- 
8303;  P*  (PP)  15 

Ohmart,  G Donald;  1630  Carr  St;  238-4396;  OTO* 
(PP)  15 

Stedman,  Wilfred;  1630  Carr  St;  232-1111;  ORS* 
(PP)  15 

LITTLETON  . . . 801  -h  zone  . . . (Arapahoe) 

Siedentop,  Carrie  E;  2275  E Arapahoe  Rd;  794- 
3998;  FP  (PP)  22 

LONGMONT  . . . 80501  . . . (Boulder  County) 

Cletcher,  John  O Jr;  1331  Lindem  St;  776-1234; 
ORS*  (PP) 

NEDERLAND  . . . 80466  . . . (Boulder  County) 

Mizer,  Floyd  Robert;  PO  Box  662;  258-7316;  IM* 
(PP) 

PUEBLO  ...  810  -h  zone  . . . (Pueblo  County) 

Crosson,  David  L;  1925  E Orman;  564-0390;  ORS* 
(PP)  04 

STERLING  . . . 80751  . . . (Northeast) 

McKnight,  James  H;  1405  S 8th  Ave;  522-5720; 
GS*  (PP) 

WHEAT  RIDGE  . . . 80033  . . . (Clear  Creek  Valley) 

Rodriguez,  Jose  Luis;  4045  Wadsworth  Blvd;  421- 
2453;  PS*  (PP) 

Stephenson.  David  J;  8300  W 38th  Ave;  423-4200, 
Ext  235;  R* 

Wanderer,  Alan  A;  8350  W 38th  Ave;  423-7912; 
A*  (PP) 

MONTANA 

BOZEMAN  . . . 59715  . . . (Gallatin  County) 

Young,  Millington  O;  300  N Willson  Ave;  587- 
3982;  GS  (PP) 

HELENA  . . . 59601  . . . (Lewis  and  Clark) 

Whitesitt,  Robert  C;  1125  Missoula  Ave;  442-3300; 
OBG  (PP) 

NEW  MEXICO 

ALBU9UER9UE  ...  871  -)-  zone  . . . (Bernalillo) 

Habashy,  Shawky  N F;  7000  Cutler  NE;  298-5568; 
OBG*  (PP)  10 

Moon,  Norman  F;  10601  Lomas  Blvd  NE;  298-7683; 
ORS  (PP)  08 
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Rocky  Mountain  Medical  Journal 


Colorado 

Byron  E.  Pollock,  MD,  died  Saturday,  June  15, 
1974  at  Fitzsimons  Army  General  Hospital,  Den- 
ver. Born  October  19,  1910  in  Norton,  Texas,  and 
educated  in  the  public  schools  of  that  area,  he  re- 
ceived a BA  from  Hardin-Simmons  University  in 
1929  and  his  MD  from  Tulane  University  School  of 
Medicine  in  1936.  After  an  internship  at  William 
Beaumont  Army  Hospital  in  El  Paso,  he  went  on 
active  duty  in  the  Army,  postponing  further  grad- 
uate training  until  after  World  War  II. 

In  1948  he  became  a resident  in  internal  med- 
icine at  Oliver  General  Hospital,  Augusta,  Georgia. 
In  1949-50  he  was  Senior  Resident  in  Cardiology  at 
Letterman  General  Hospital  in  San  Francisco. 

During  his  years  with  the  U.S.  Army  he  served 
as  executive  officer  of  the  North  Sector  General 
Hospital,  Oahu,  Hawaii;  commanding  officer,  Med- 
ical Training  Battalion  at  Camp  Grand,  Illinois,  as 
surgeon  of  the  71st  Infantry  Division  and  XH 
Army  Corps,  and  as  acting  surgeon  of  the  Third 
Army.  He  was  chief  of  medical  service  at  Fitz- 
simons General  Hospital  at  the  time  of  his  retire- 
ment in  1960. 

He  contributed  substantially  to  the  care  of 
President  Eisenhower  when  he  had  his  heart  at- 
tack in  Denver  in  1955.  Doctor  Pollock  was  certi- 
fied by  the  American  Board  of  Internal  Medicine 
in  1948,  and  certified  in  Cardiovascular  Disease  in 
1951.  He  held  the  academic  rank  of  Assistant  Clin- 
ical Professor  of  Medicine  at  the  University  of 
Colorado  from  1958  until  his  death. 

In  I960  Doctor  Pollock  retired  from  the  Army, 
and  became  Chief  of  Medicine  at  Denver  General 
Hospital. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  Societies  and  of  the  American  Medical 
Association.  He  was  a Fellow  of  the  American 
College  of  Physicians  and  of  the  American  Col- 
lege of  Cardiology  and  a member  of  the  American 
College  of  Chest  Physicians.  He  was  awarded  the 
Bronze  Star  by  the  Army,  and  the  Army  Com- 
mendation. 

On  June  19,  1937  he  was  married  to  Maurine 
Guthrie  in  Guthrie,  Texas.  She  survives  him  as 
do  a son,  John  E.  of  Aurora,  Colorado,  and  a 
daughter,  Mrs.  Kay  Readle  of  Deer  Trail,  Colo- 
rado. Also  surviving  are  his  mother,  Mrs.  A.  E. 
Pollock,  Abilene,  Texas;  two  sisters,  Mrs.  Ruby 
Abbott  of  Abilene,  and  Mrs.  Ruth  Flynn  of  Den- 
ver City,  Texas,  and  five  grandchildren. 

Hi  * Hi  Ht  * 

Clifford  I.  Tripp,  MD,  died  Sunday,  May  26, 
1974  in  the  Sterling  Hospital  at  the  age  of  89  years. 
Born  October  5,  1884,  in  Lima,  Illinois,  he  started 


his  medical  career  by  entering  a medical  college 
in  Keokuk,  Iowa  in  1906.  He  transferred  later  to 
the  University  of  Denver  College  of  Medicine, 
from  which  he  received  his  M.D.  in  1910.  After 
an  internship  at  Mercy  Hospital,  Denver,  he  prac- 
ticed medicine  in  Coatsburg,  Illinois  for  13  years 
before  moving  to  Boulder,  Colorado. 

In  1926  he  opened  his  practice  in  Sterling 
where  in  addition  to  his  general  practice,  he  ad- 
ministered anesthetics  for  his  colleagues.  He  was 
held  in  high  esteem  both  by  lay  and  medical 
members  of  the  community.  Doctor  Tripp  was  a 
member  of  the  Northeast  Colorado  Medical  So- 
ciety, serving  as  its  president  in  1928,  and  again 
in  1941,  and  as  secretary  in  1945.  He  was  also  a 
member  of  the  Colorado  Medical  Society  and  the 
American  Medical  Association.  He  belonged  to  the 
First  Presbyterian  Church  of  Sterling  and  was  a 
Mason. 

On  June  1,  1912  he  married  Leona  B.  Bellport 
ui  Quincy,  Illinois.  Mrs.  Tripp  died  January  17, 
1970.  The  doctor  is  survived  by  three  daughters, 
Mrs.  Rachel  T.  Britton,  Mrs.  Leona  T.  Robinson, 
and  Mrs.  Rosemary  T.  Conklin,  and  a son,  Larry  C. 
Tripp. 

Utah 

Howard  Taylor  Anderson,  MD,  a Salt  Lake 
City  physician,  died  on  July  18,  1974,  at  the  age 
of  82. 

A native  of  Salt  Lake  City,  Doctor  Anderson 
received  his  BA  from  the  University  of  Utah  and 
his  MD  from  the  Harvard  Medical  School.  He  in- 
terned at  the  Roy  Victoria  Hospital  in  Montreal 
for  one  year  prior  to  commencing  practice  in 
Salt  Lake  in  1921. 

Doctor  Anderson  was  a member  of  the  Salt 
Lake  County  Medical  Society,  the  Utah  State  Med- 
ical Association,  and  the  American  Medical  Asso- 
ciation for  over  half  a century.  He  served  the  peo- 
ple of  Salt  Lake  City  for  almost  the  same  length 
of  time,  retiring  only  recently.  During  this  time 
he  was  also  active  with  the  Salt  Lake  Oratorio 
Society,  both  as  a performer  and  as  an  adminis- 
trator. 

Doctor  Anderson  is  survived  by  his  wife  and 
one  daughter,  Nanette  Shea  of  Pomona,  California. 
He  is  also  survived  by  three  grandchildren,  two 
brothers  and  three  sisters. 

* * ♦ ♦ ♦ 

Joseph  R.  Morrell,  MD,  an  Ogden  physician, 
died  on  July  5,  1974. 

A native  of  Logan,  Doctor  Morrell  attended 
the  Utah  Agricultural  College  and  Rush  Medical 
College  where  he  earned  his  M.D.  in  1904.  He  sub- 
sequently spent  a year  in  Vienna  and  interned  at 
Cook  County  Hospital  in  Chicago  before  begin- 
ning to  practice  in  Utah  in  1906.  He  temporarily 
retired  in  1945  due  to  illness  but  resumed  his  med- 
ical career  in  1956  as  Head  of  the  Medical  Dis- 
pensary at  the  Defense  Depot  in  Ogden.  He  re- 
tired again  in  1967,  after  having  served  the  people 
of  Utah  for  a total  of  61  years. 
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Doctor  Morrell  was  awarded  a distinguished 
service  award  by  Utah  State  University  in  1958 
and  received  various  citations  from  the  U.S.  Army 
for  outstanding  service.  He  was  a member  of  the 
Utah  State  Board  of  Health  and  the  Utah  State 
Board  of  Medical  Examiners  for  many  years  and 
was  Chairman  of  both  for  five  and  three  years  re- 
spectively. Doctor  Morrell  was  a member  of  the 
Weber  County  Medical  Society,  the  Utah  State 
Medical  Association,  and  the  American  Medical 
Association  from  19Q8  and  held  various  elective 
positions  with  these  organizations. 

Surviving  Doctor  Morrell  are  four  children: 
Joseph,  Jr.  of  San  Francisco,  David  of  Ogden, 
Jeannette  of  Provo,  and  Mrs.  Hugh  (Katherine) 
Garner  of  Salt  Lake  City.  He  is  also  survived  by 
six  grandchildren  and  a great-grandchild. 

« « :(e  4: 

Wilburn  J.  Wilson,  MD,  an  Ogden  physician, 
died  July  10,  1974,  at  the  age  of  69. 

Doctor  Wilson  was  a native  of  Logan.  In  1927, 
he  received  an  engineering  degree  from  Utah 
State  Agricultural  College,  and  in  1933,  he  was 
awarded  an  M.D.  from  Washington  University  in 
St.  Louis.  He  interned  at  Dee  Hospital  and  did 
postgraduate  work  in  surgery  at  Cook  County 
Hospital  in  Chicago.  Doctor  Wilson  began  practic- 
ing in  Ogden  in  1934;  he  retired  in  1973.  During 
this  period  he  was  a member  of  the  Weber  County 
Medical  Society,  the  Ogden  Surgical  Society,  the 
Utah  State  Medical  Association,  and  the  Amer- 
ican Medical  Association. 

Surviving  Doctor  Wilson  are  his  widow,  two 
sons  and  three  stepdaughters:  Wilbur  of  Houston, 
Texas;  Kenneth  of  Salt  Lake  City;  Mrs.  Joan  Mar- 
riott and  Mrs.  Eldon  (Linda)  Swainston,  both  of 
Ogden;  and  Mrs.  J.  H.  (Mary)  Thompson  of 
Granger.  He  is  also  survived  by  ten  grandchildren, 
one  great-grandchild,  three  brothers  and  a sister. 

Morgan  Scott  Coombs,  MD,  a Salt  Lake  City 
obstetrician  and  gynecologist,  died  of  cancer  June 
27,  1974. 

Doctor  Coombs  was  born  in  Payson,  Utah,  on 
August  10,  1900.  He  attended  high  school  and  nor- 
mal college  in  Alberta,  Canada.  He  was  a teacher 
and  principal  in  that  area  for  10  years  before  en- 
tering the  University  of  Utah  and  Northwestern 
University  from  where  he  received  his  M.D.  in 
1932. 

From  that  date  on  Doctor  Coombs  served  the 
people  of  Utah.  In  addition  to  his  private  prac- 
tice, he  was  a physician  for  the  Red  Cross,  the 
Department  of  Welfare,  and  the  Utah  State 
Prison.  He  was  a Past  President  of  the  Utah  State 
Obstetrical  and  Gynecological  Society,  a former 
Staff  President  of  Holy  Cross  Hospital,  and  an 
esteemed  member  of  the  Salt  Lake  County  Med- 
ical Society,  the  Utah  State  Medical  Association, 
and  the  American  Medical  Association. 


Prime 

West-  Central 
Area 


HE 
RALEIGH 
PROFESSIONAL 
BUILDING 


Expedite  office  efficiency  and  increase  patient 
influx.  Each  suite  contains  zone  controlled  air 
conditioning,  a private  water  closet  and  lava- 
tories in  each  consultation  room. 

A Unique  Building!  A full-service  pharmacy, 
pathological  and  radiological  laboratories, 
storage,  free  parking,  and  central  dictation 
service  are  unique  features  of  this  new  five  story 
building. 

Special  Allowance  Feature.  The  ideal  location, 
adjacent  to  hospital  facilities  in  the  heart  of  the 
expanding  west-central  area  is  a premium  fea- 
ture. And,  there’s  a special  construction  allow- 
ance for  interior  improvements. 


The  Raleigh  Professional  Building 

Raleigh  at  4200  West  Conejos  Place 
Denver,  Colorado 

(Immediately  south  of  St.  Anthony  Hospital) 


Thoughtfully  Managed  By 
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A Comprehensive  Therapeutic  Program 

for  the  G.I.  patient 


Enarax®  (oxyphencyclimine  HCI/hydrox- 
yzine  HCI)  Tablets,  as  adjunctive  therapy,  can 
help  relieve  a wide  range  of  gastrointestinal 
disorders— and  their  accompanying  anxiety* 
Without  cooperation  of  the  patient,  however, 
no  medicinal  regimen  can  succeed  entirely... 
an  understanding  of  the  condition,  the  factors 
involved  in  its  development,  and  the  proper 
approach  to  self-care  are  often  basic  to  suc- 
cessful therapy. 

To  help  save  some  of  your  valuable  time  in 
providing  this  background  information,  this 
specially  designed  G.I.  Patient  Relief  Kit  is 
available  on  request— a valuable  addition  to 
your  overall  therapeutic  program. 

In  addition  to  a complimentary  introductory 
prescription  for  Enarax  Tablets,  this  hand- 


some kit  contains  the  information  and  appro- 
priate stimuli  to  start  the  patient  on  a program 
of  proper  self-care: 

Patient  Information  Booklet,  “You  and  Your 
Digestive  System”— easy-to-swal low  advice 
on  how  to  take  care  of  the  gastrointestinal 
tract,  including  diet  information. 

Sanka®  brand  decaffeinated  coffee  sample 
packets  to  provide  an  alternative  to  regular 
coffee  with  caffeine  for  the  patient  who  insists 
on  drinking  coffee. 

Gelusil®  Liquid  to  help  relieve  heartburn, 
dyspepsia,  gas,  and  flatulence  between  meals. 

Money-saving  coupon  for  future  purchase. 

You  can  obtain  a quantity  of  these  kits  pack- 
aged for  easy  office  storage  by  filling  out  the 
attached  Prepaid  Business  Reply  Card. 


ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 

*Basecl  on  a review  of  this  drug  by  the 
National  Academyof  Sciences— National  Research  Council, 
F.D.A.  has  classified  this  indication  as  "possibly " effective. 

Please  see  following  page  for  prescribing  information, 
including  adverse  reactions,  contraindications  and  warnings. 


To  help  control 

G.I.  distress*/calm  psychic  tension* 

Enaraxtabiets 

(oxyphencyclimine  HCl/hydroxyzine  HCl) 

• Combination  provides  for  effective  1 2-hours  antispasmodic/anti- 
cholinergic  action  of  oxyphencyclimine  with  the  calming  action  of 
Atarax"  (hydroxyzine  HCl). 

• As  adjunctive  therapy,  helps  relieve  a wide  range  of  gastrointes- 
tinal disorders,  and  their  accompanying  anxiety— simultaneously. 
However,  it  should  be  used  with  caution  in  patients  with  ulcerative 
colitis. 

• Avoids  the  confusion  and  expense  of  two  medication  schedules. 

• Convenient  b.i.d.  dosage. 

• Individualized  therapy— Enarax"  5 (oxyphencyclimine  HCl 
5 mg. /hydroxyzine  HCl  25  mg.).  Enarax"  10  (oxyphencyclimine 
HCl  10  mg. /hydroxyzine  HCl  25  mg.). 

• Usually  well  tolerated;  drowsiness  or  blurred  vision  may  occur. 

SEE  REVERSE  FOR  FREE  OFFER 

PRESCRIBING  INFORMATION 

Composition 

Each  Enarax  5 tablet  contains: 

oxyphencyclimine  HCl  5 mg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Each  Enarax  10  tablet  contains: 

oxyphencyclimine  HCl  lOmg. 

hydroxyzine  HCl  N.F.  (Atarax)® 25  mg. 

Description.  Enarax  is  a combination  of  oxyphencyclimine  HCl  and 
hydroxyzine  HCl.  Oxyphencyclimine  HOI  is  a crystalline  substance  char- 
acterized by  the  chemical  formula:  (1-methyl-1 ,4,5,6  tetrahydro-2- 
pyrimidyl-methyl  alpha-cyclohexyl-alpha-phenylglycolate  hydrochloride). 

It  is  soluble  and  stable  in  aqueous  solutions. 

Hydroxyzine  HCl  is  designated  chemically  as  1-(p-chlorobenzhydryl)-4- 
(2-(2-hydroxyethoxy)-ethyl]  piperazine  dihydrochloride. 

Actions.  Oxyphencyclimine  HCl  provides  long  acting  suppression  of  gas- 
tric secretion  through  its  anticholinergic  action.  The  mechanism  of  this 
action  is  the  inhibition  of  acetylcholine  at  postganglionic  cholinergic 
sites  in  structures  innervated  by  postganglionic  parasympathetic  nerves 
and  on  smooth  muscle  not  so  innervated  but  responsive  to  acetylcholine. 

Hydroxyzine  HCl.  marketed  under  the  trade  name,  Atarax®,  has  been 
shown  clinically  to  be  an  effective  anti-anxiety  agent.  It  induces  a calm- 
ing effect  in  anxious,  tense  individuals  without  impairing  mental  alert- 
ness. It  is  not  a cortical  depressant,  but  its  action  may  be  due  to  a sup- 
pression of  activity  in  certain  key  regions  of  the  subcortical  area  of  the 
central  nervous  system. 


Contraindications.  Because  of  its  anticholinergic  activity,  Enarax  is  con- 
traindicated in  the  presence  of  glaucoma,  obstructive  uropathy  (i.e.  blad- 
der neck  obstruction  due  to  prostatic  hypertrophy),  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal  stenosis, 
etc.);  paralytic  ileus:  intestinal  atony  of  the  elderly  or  debilitated  patient: 
unstable  cardiovascular  status  in  acute  hemorrhage:  severe  ulcerative 
colitis:  toxic  megacolon  complicating  ulcerative  colitis:  myasthenia  gravis. 
Warnings.  Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  substantially 
above  the  human  therapeutic  range.  Clinical  data  in  human  beings  are 
inadequate  to  establish  safety  in  early  pregnancy.  Until  such  data  are 
available,  hydroxyzine-containing  drugs  are  not  advised  in  early  pregnancy. 

In  the  presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heatstroke  due  to  decreased  sweating). 

Diarrhea  may  be  an  early  symptom  of  incomplete  intestinal  obstruction, 
especially  in  patients  with  ileostomy  or  colostomy.  In  this  instance  treat- 
ment with  this  drug  would  be  inappropriate  and  possibly  harmful. 


^’Indications.  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective:  As  adjunctive  therapy  in  peptic  ulcer:  irri- 
table bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  coli- 
tis, functional  gastrointestinal  disorders):  functional  diarrhea:  drug 
Induced  diarrhea:  ulcerative  colitis,  and  urinary  bladder  spasm  and 
ureteral  spasm  (i.e.  smooth  muscle  spasm). 

Final  classification  of  these  less  than  effective  indications  re- 
quires further  investigation. 


Enarax  may  produce  drowsiness  or  blurred  vision.  In  this  event,  the 
patient  should  be  warned  not  to  engage  in  activities  requiring  mental 
alertness  such  as  operating  a motor  vehicle  or  other  machinery,  or  per- 
form hazardous  work  while  taking  this  drug. 

Precautions.  Anticholinergics  should  be  used  with  caution  in  patients  with: 
autonomic  neuropathy, 
hepatic  or  renal  disease, 

ulcerative  colitis— Large  doses  may  suppress  intestinal  motility  to  the 
point  of  producing  a paralytic  ileus  and  the  use  of  this  drug  may  precipi- 
tate or  aggravate  the  serious  complication  of  toxic  megacolon. 

hyperthyroidism,  coronary  heart  disease,  congestive  heart  failure,  car- 
diac arrhythmias,  hypertension  and  nonobstructing  prostatic  hypertrophy; 
hiatal  hernia  associated  with  reflux  esophagitis,  since  anticholinergic 
drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic  drugs  in  the  treat- 
ment of  gastric  ulcer  may  produce  a delay  in  gastric  emptying  time  and 
may  complicate  such  therapy  (antral  stasis). 

The  use  of  this  drug  in  the  presence  of  complication  of  biliary  tract 
disease  should  not  be  relied  upon. 

Tachycardia  should  be  thoroughly  investigated  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  increase  the  heart  rate. 

With  overdosage,  a curare-like  action  may  occur. 

Adverse  Reactions.  As  with  other  anticholinergics,  oxyphencyclimine  HCl 
produces  certain  effects  which  may  be  physiologic  or  toxic  depending 
upon  the  individual  patient's  response.  The  physician  must  delineate  these. 

Adverse  reactions  may  include  xerostomia;  urinary  hesitancy  and  re- 
tention; blurred  vision  and  tachycardia:  palpitations:  mydriasis,  dilatation 
of  the  pupil;  cycloplegia,  increased  ocular  tension;  loss  of  taste;  head- 
aches: nervousness;  drowsiness:  weakness:  dizziness;  insomnia;  nausea:  | 

vomiting;  impotence:  suppression  of  lactation;  constipation:  bloated 
feeling;  severe  allergic  reaction  or  drug  idiosyncrasies  including  ana-  I 

phylaxis,  urticaria  and  other  dermal  manifestation;  some  degree  of  men-  | 

tal  confusion  and/or  excitement  especially  in  elderly  persons. 

Decreased  sweating  is  another  adverse  reaction  that  may  occur.  It 
should  be  noted  that  adrenergic  innervation  of  the  eccrine  sweat  glands  | 

on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 

An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses 
of  drug  would  be  required,  and  this  would  produce  severe  side  effects  ' 

from  parasympathetic  paralysis.  i 

Side  effects  which  occasionally  occur  with  hydroxyzine  HCl  (Atarax)®  1 

are  drowsiness,  xerostomia,  and.  at  extremely  high  doses,  involuntary 
motor  activity,  all  of  which  may  be  controlled  by  reduction  of  the  dosage 
or  discontinuation  of  the  medication.  ' 

Dosage  and  Administration.  The  recommended  adult  dose  is  usually  one 
Enarax  5 or  one  Enarax  10  tablet  two  times  a day  or  three  times  a day, 
depending  on  individual  response.  Proper  diet  and  antacids  should  be 
used  where  indicated  as  concomitant  therapy.  The  safe  use  of  Enarax 
in  children  has  not  been  established;  therefore,  the  drug  should  not  be 
used  in  children. 

Drug  Interactions.  The  potentiating  action  of  hydroxyzine  must  be  con- 
sidered when  the  drug  is  used  in  combination  with  central  nervous  sys- 

ROGRIG<9 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017  j 
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How  Supplied.  Enarax  5 is  available  as 
white  scored  tablets  in  bottles  of  60. 
Enarax  10  is  available  as  black  and 
white  scored  tablets  in  bottles  of  60. 
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28th  ama  clinical  convention 

November  30-December  3,  1974/Portland,  Oregon/Memorial  Coliseum 


Scientific  General  Sessions  include  Human  Sexuality/Office  Treatment  of  Hyper- 
tension/Obesity/Total Parenteral  Nutrition  (TPN) 

Postgraduate  Courses  include  Tumor  Chemotherapy  Pulmonary  Function.  Blood 
Gases /Infectious  Diseases  and  Antibiotics  Basic  and  Advanced  Electrocardio- 
graphy/Pediatric Emergencies,  Office  Gynecology  Immunology 
Film  Symposia  include  outstanding  medical  teaching  films 

Scientific  Exhibits  include  Fractures/Live  Teaching  Clinics/Cardiopulmonary 
Resuscitation  (CPR)/Heart  Sound  Recognition 
Charter  Flights  are  being  planned  from  national  metropolitan  centers 


28th  AMA  Clinical  Convention 
November  30-December  3.  1974 
Memorial  Coliseum 
Portland,  Oregon 

Advance  Registration 


Please  return  to; 

Circulation  and  Records  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

General  Registration 

AMA  members  and  their  guests;  no  fee 

Non-member  physicians;  $25 

Guests  of  non-members  $5 

Medical  students,  interns,  and  residents;  no  fee 

To  receive  your  Advance  Registration  Card,  this  form  must  arrive  at  the  AMA  by 
Oct.  21,  1974.  (After  this  date,  please  register  at  the  Memorial  Coliseum  in  Port- 
land. Ore.)  Your  Advance  Registration  Card  will  be  sent  to  you  on  Nov.  4.  1974, 
unless  you  request  an  earlier  mailing  date. 

My  remittance  of  $ is  enclosed.  Make  check  or  money  order  payable  to 

the  American  Medical  Association.  Payment  must  accompany  registration. 

Please  print 


Name- 


(Each  physician  must  register  in  his  own  name). 


Office  Address, 


City /State /Zip  Code, 


I am  a member  of  the  AMA  through  the  following  State  Medical  Association  or 
government  service — 


Course  Registration  Overleaf- 


Special  Activities 


Postgraduate  Course  in  Public  Speaking  Saturday,  Nov.  30 — 9:00  AM-5:00  PM  and 
Sunday,  Dec.  1 — 9:00  AM-Noon  (Category  I Credit:  $75:  Course  Number  21)* 

Writing  for  Scientific  Journals/Saturday,  Nov.  30/9:00  AM-5:00  PM  ($50;  Course 
Number  22)  — Register  for  Course  Number  22  on  Coupon  Below. 

16th  National  Conference  on  the  Medical  Aspects  of  Sports/Saturday,  Nov.  30/ 
8:00  AM-6:30  PM  ($10,  includes  Luncheon  with  Jesse  Owens;  Activity  Num- 
ber 23)* 

Postgraduate  Course  on  How  to  Form  a Small  Medical  Group/Saturday,  Nov.  30/ 
8:30  AM-5:00  PM  (Category  II  Credit:  $45;  Course  Number  25)* 


*For  thorough  replies  to  all  questions  about  the  above  Special  Activities  and  i 
their  registration  information,  write  directly  to:  American  Medical  Association, 
535  N.  Dearborn  St.,  Chicago,  IL  60610. 


REGISTRATION  FORM  - COURSES 

Please  try  to  send  your  postgraduate  course  registration  coupon  below  to  us  b> 
October  21,  1974.  Your  tickets  and  registration  materials  will  be  sent  to  you 
on  November  4.  1974.  unless  you  request  an  earlier  mailing  date.  Course  ticketf 
requested  after  October  21,  1974,  will  not  be  mailed  to  you.  They  may  be  pickec 
up  at  the  Postgraduate  Course  Registration  Desk  in  the  Memorial  Coliseum.  Please 
use  the  corresponding  number  or  letter  designation  beside  each  course  to  indicate 
your  choices  for  each  day.  in  order  of  preference,  in  the  space  provided  below  the 
listing.  Try  to  avoid  choices  which  conflict  with  each  other.  If  the  minimun" 
course  registration  is  not  attained  for  your  1st  choice,  or  if  the  course  is  full,  one 
of  your  iiht  mate  choices  will  be  substituted.  Note:  All  medical  students,  interns 
and  residents  are  entitled  to  a 50%  discount  on  registration  fees. 


Sunday-Tuesday,  Dec.  1-3/7:30-9:00  AM  (4y2- 
hour,  3-day  course:  $30) 

1.  Pulmonary  Function,  Blood  Gases 

2.  Basic  Electrocardiography 

3.  Advanced  Electrocardiography 

4.  Immunology 

5.  Dermatology  for  Non-Dermatologists 

6.  Rheumatology 

Sunday-Tuesday,  Dec.  1-3  (Numbers  1-6) 

1st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 


Sunday,  Dec.  1/2:00-5:00  PM  (3-hour  course:  $20) 

7.  Anorectal  Problems 

8.  Office  Orthopedics 

9.  Thromboembolic  Disease 

10.  Physical  Examination 

11.  Gallstones 

12.  Office  Urology 

Sunday,  Dec.  1 (Numbers  7-12) 

1st  Choice  # : 2nd  Choice  # ; 3rd  Choice  # 


Monday-Tuesday,  Dec.  2-3  2:00-5:00  PM  (6  hours 
for  total  course;  3 hours  on  Monday,  3 hours  on 
Tuesday:  $40) 

13.  Fluid  and  Electrolyte  Balance 

14.  Infectious  Diseases  and  Antibiotics 

15.  Critical  Patients — Critical  Decisions 

16.  Tumor  Chemotherapy  (Monday,  Soft  Tu- 
mors; Tuesday,  Hard  Tumors) 

Monday-Tuesday,  Dec.  2-3  (Numbers  13-16) 

1st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 
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Monday,  Dec.  2 2:00-5:00  PM  (3-hour  course:  $20) 

17.  Pediatric  Emergencies 

18.  Gastrointestinal  Disorders 

Monday,  Dec.  2 (Numbers  17-18) 

1st  Choice  # ; 2nd  Choice  # — 


Tuesday,  Dec.  3 2:00-5:00  PM  (3-hour  course  $20) 

19.  Office  Gynecology 

20.  Management  of  Pain 

Tuesday,  Dec.  3 (Numbers  19-20) 

1st  Choice  # ; 2nd  Choice  # — 


Offered  Both  Saturday  & Sunday,  Nov.  30  & Dec. 
1/8:00  AM-12:30  PM  (4V2-hour  course:  $50) 

26.  Basic  Life  Support — Cardiopulmonary  Re- 
suscitation (Nov.  30) 

27.  Basic  Life  Support — Cardiopulmonary  Re- 
suscitation (Dec.  1) 

Monday-Tuesday,  Dec.  2-3/8:00  AM-Noon  & 
1:30-4:30  PM  on  Monday;  8:00  AM-11:00  AM 
on  Tuesday  (9-hour  course:  $65) 

28.  Advanced  Life  Support — Cardiopulmonary 

Resuscitation  (Prerequisite:  Basic  Life 
Support  Course)  (Dec.  2-3) 

Saturday,  Nov.  30/9:00  AM-5:00  PM  (1-day 
course:  $50) 

22.  Writing  for  Scientific  Journals 


THE 

BOOK  CORNER 


New  books  received  are  acknowledged  in  this 
section  and  such  acknowledgment  must  be  re- 
garded as  sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  be  made  for  review  in  the 
interests  of  our  readers  and  as  space  permits. 
Books  are  listed  with  advance  data  supplied  by 
publishers.  Prices  quoted  are  not  guaranteed.  For 
further  information,  address  queries  to  the  pub- 
lishers. Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

1974  Yearbook:  American  College  of  Surgeons.  Chicago.  Lake- 
side Press,  1974.  954  p.  Gift. 

American  Handbook  of  Psychiatry:  Arieti,  Silvano,  ed.  2nd 
ed.  New  York,  Basic  Books,  1974.  3 volumes.  $65.00. 

The  Management  of  Trauma:  Ballinger,  Walter  F.,  ed.  2nd  ed. 
Philadelphia,  Saunders.  1974.  795  p. 

Principles  of  Self-Damage:  Bergler,  Edmund.  New  York,  In- 
tercontinental Medical  Book  Corporation,  1974.  469  p.  Gift. 
Complex  Electrocardiography:  Brest,  Albert,  ed.  Cardiovas- 
cular Clinics.  Volume  5,  Number  3,  1973.  317  p. 

Planning  For  Cardiac  Care:  Clipson,  Colin  W.  and  Wehrer, 
Joseph  J.  Ann  Arbor,  Michigan,  Health  Administration  Press, 
1973.  407  p.  Gift. 

Escherichia  Coll  and  Man:  Cooke,  E.  Mary.  London,  Churchill 
Livingstone,  1974.  96  p.  Gift. 

Todd-Sanford  Clinical  Diagnosis  by  Laboratory  Methods: 
Davidsohn.  Israel  and  Henry,  John  B.,  eds.  15th  ed.  Philadel- 
phia, Saunders,  1974.  1443  p.  $28.00. 

Dorland’s  Illustrated  Medical  Dictionary:  25th  ed.  Philadel- 
phia. Saunders,  1974.  1748  p.  $21.50. 

Handbook  of  Poisoning:  Dreisbach,  Robert  H.  8th  ed.  Los 
Altos,  Calif.,  Lange,  1974.  517  p.  Gift. 

Recent  Advances  in  Clinical  Pathology:  Dyke,  S.  C.,  ed. 
Series  6.  London,  Churchill  Livingstone,  1973.  484  p.  $26.50. 
Surgical  Treatment  of  Coronary  Arteriosclerosis:  Favolaro, 
Rene  G.  Baltimore,  Williams  and  Wilkins,  1970.  132  p.  $14.50. 
Year  Book  of  Drug  Therapy,  1974:  Friend,  Dale  G..  ed.  Chi- 
cago, Year  Book  Medical  Publishers,  1974.  413  p. 

Embryology  For  Surgeons:  Gray,  Stephen  W.  and  Skandalakis, 
John  E.  Philadelphia,  Saunders,  1972.  918  p.  $36.00. 

The  Fundamentals  of  Radiological  Science:  Hale,  John, 
Springfield,  111.,  Thomas,  1974.  343  p.  $14.75. 

Industrial  Toxicology:  Hamilton,  Alice  and  Hardy,  Harriet  L. 
3rd  ed.  Acton,  Mass.,  Publishing  Sciences  Group,  Inc.,  1974. 
575  p.  $18.00. 

Anatomy  of  the  Coronary  Arteries:  James,  Thomas  N.  New 
York,  Harper  and  Row,  1972  . 211  p. 

Review  of  Medical  Microbiology:  Javetz,  Ernst,  et  al.  11th 
ed.  Los  Altos,  Calif.,  Lange,  1974.  528  p.  Gift. 

Framingham  Study,  18-Year  Follow-up:  Kannel,  William  B. 
and  Gordon,  Tavia,  eds.  Washington,  D.C.,  U.S.  G.P.O.,  1974. 
Gift. 

Medical  Genetics:  McKusick,  Victor  and  Clairborne,  Robert. 
New  York,  Hospital  Practice  Publishing,  1974.  300  p.  Gift. 
The  Hypertension  Handbook:  Merck,  Sharp  and  Dohme.  West 
Point,  Pa.,  1974.  Gift  from  St.  Luke’s  Library. 

Venom  Diseases:  Minton,  Sherman.  Springfield,  111.,  Thomas, 
1974  . 235  p.  Gift. 

The  Neurology  of  Gastrointestinal  Disease:  Pallis,  Christopher 
A.  and  Lewis,  Paul  D.  Philadelphia,  Saunders,  1974.  271  p. 
(Major  Problems  in  Neurology,  v.  3 1 

Environmental  Physiology:  Slonim,  N.  Balfour.  St.  Louis, 
Mosby,  1974.  573  p.  Gift  from  Dr.  Slonim. 

Pediatric  Respiratory  Therapy:  An  Introductory  Text:  Slo- 
nim. N.  Balfour,  et  al,  eds.  Monsey,  N.Y.,  Glenn  Educational 
Medical  Services,  Inc.,  1974.  203  p.  Gift  from  Dr.  Slonim. 
The  Uncertain  Miracle:  Hyperbaric  Oxygenation:  Trimble, 
Vance  H.  Garden  City,  N.Y.,  Doubleday,  1974.  236  p.  Gift. 
General  Pathology:  Walter,  J B.  and  Israel,  M.  S.  4th  ed, 
London,  Churchill  and  Livingstone,  1974.  681  p.  Gift. 
Urticaria:  Warin,  Robert  P.  and  Champion,  Robert  H.  Phila- 
delphia, Saunders,  1974.  173  p.  (Major  Problems  in  Derma- 
tology, vol.  1) 

The  Long  and  Paranasal  Sinuses:  Wasson,  William  W.,  et  al. 
Springfield,  111.,  Thomas,  1969.  343  p.  Gift. 

Textbook  of  Endocrinology:  Williams,  Robert  H.,  ed.  5th  ed. 
Philadelphia,  Saunders,  1974.  1138  p.  $28.00. 


Human  Rights  in  Health:  Wostenholme,  G.  E.  W..  et  al.  (Ciba 
Foundation  Symposium  23)  Amsterdam,  Elsevier.  1974.  304  p. 
Gift. 

Aromatic  Amino  Acids  in  the  Brain:  Wurtman,  R.  J.,  et  al. 
(Ciba  Foundation  Symposium  22)  Amsterdam,  Ehsevier,  1974. 
396  p.  Gift. 

Dr.  Harry  L.  Whitaker  has  continued  his  con- 
tribution of  the  Kiplinger  Letter  and  the  United 
Business  Review  this  year. 

The  library  has  received  two  current  NLM 
Literature  Searches.  The  subjects  are  “Acupunc- 
ture” and  “Nutrition  in  Trauma”. 

Book  Review 

Environmental  Physiology:  N.  B.  Slonim,  MD, 
Editor.  C.  V.  Mosby  Co.,  Publisher,  St.  Louis,  1974. 

Anyone  interested  in  environmental  “quality” 
— i.e.  the  life-supporting  (“biosterectic”)  or  noso- 
genic properties  of  our  surrounding  media — will 
welcome  the  publication  of  this  extremely  infor- 
mative volume.  Denverites,  in  particular,  should 
be  pleased  and  proud  to  know  that  this  significant 
contribution  to  the  science  of  the  environment  and 
to  physiology  in  general,  was  conceived  and  born 
in  their  midst. 

In  the  introduction,  the  editor  prepares  us  for 
the  rest  of  the  book  (a  true  overture  to  the  opus) 
not  only  by  thoughtfully  discussing  basic  concepts 
in  environmental  physiology,  but  also  by  “setting 
the  tone”  for  a lucid,  extremely  readable  and  stim- 
ulating presentation. 

The  chapters  literally  speak  for  themselves 
and  do  justice  to  their  inviting  titles:  from  Bio- 
rhythmicity  and  Biometeorology,  we  go  through 
a detailed  discussion  of  various  physical  (terrestial 
as  well  as  cosmic)  influences  and  on  to  a consid- 
eration of  chemical  influences  (carbon  dioxide, 
pollution)  to  end  with  a provocative  expose  of 
artificially  closed  ecological  systems  and  a visual- 
ization of  future  perspectives. 

The  list  of  authors  is  equally  impressive:  each 
contributor  is  a well  recognized  expert  in  his  par- 
ticular field  and,  in  most  instances,  the  originator 
of  many  of  the  data  presented.  Some  scientists, 
immersed  in  their  own  particular  field  of  study, 
such  as  immunology,  toxicology,  pharmacology, 
nutrition,  psychophysiology,  might  have  wanted 
to  see  their  own  disciplines  considered  in  more 
detail.  After  re-reading  the  introduction  however, 
and  visualizing  more  precisely  the  admittedly  ar- 
tificial boundaries  of  modern  science  (even  com- 
mon words  are  binding)  every  reader  must  be 
satisfied  that  the  text  fulfills  the  promises  of  the 
title  and  the  needs  of  all  workers  in  the  field. 

In  general.  Dr.  Slonim’s  Environmental  Phys- 
iology is  certain  to  offer  the  following:  (a)  the 
intellectual  stimulus  of  up-to-date  scientific  data, 
presented  both  in  depth  and  in  breadth;  (b)  prac- 
tically useful  information,  applicable  to  numerous 
situations  in  diverse  fields;  (c)  absolutely  neces- 
sary guidelines  for  further  research  and  produc- 
tive activity,  wherever  environmental  changes  are 


jor  September  1974 


537 


electively,  or  unavoidably,  taking  place;  (d)  the 
pleasure  of  reading  an  extremely  well  presented 
scientific  text  and  (e)  relevant,  well  selected  and 
up-to-date  references  and  a glossary. 

The  fifteen  chapters  of  this  book,  as  well  as 
the  appendix,  provide  the  reader  with  multidiscip- 
linary information.  They  will  contribute  greatly 
towards  better  interdisciplinary  communication 
and  research,  which  will  be  essential  if  the  an- 
ticipated progress,  so  positively  projected  by  the 
authors,  is  soon  to  become  a reality. 

Constantine  J.  Falliers,  MD 
Allergy  and  Asthma  Clinic,  P.C. 
Denver,  Colorado  80206 


Looking  for  a farm  with 

BIRD  HUNTING? 

we  have  located  several  farms  for  sale 
that  are  excellent  for  one  or  more  of  the 
following: 

DUCKS,  GEESE,  PHEASANTS,  DOVES 

many  of  these  are  Good  Buys 
without  the  hunting 

Call  or  write: 

Jqger  ^ Company,  Inc. 

Sutfp  1021 110  Cook  Street/ Denver,  Colorado  80206 
Telephone  f303)  321-7500 


PUBLICATION 
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NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOK  L ETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc./ 
Monitor  Pubiicalions 

2177  W.  7th  DENVER  892-0166 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensilivity  to  any  ol  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  alter  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  ellective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  ol  skelelal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  fissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  ol  lactatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nafion  before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolyfic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensilivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeulic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosmophilia 
Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  ol  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q i d.  for  a fotal  of  5 4 grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18 1o  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  tor  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days, 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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Rocky  Mountain  Medical  Journal 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomvcin  300.g 

[melihacvcline  HCI] 


Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


A summary  of  AMA,  medical  & health  news 

American  Medical  Association  535  North  Dearborn  Street /Chicago.  Illinois  60610/Phone  (312)  751-6000  TWX  910-221-0300 


Some  conclusions  on  acupuncture  were 
reached  by  the  AMA’s  delegation  to  China  after 
its  recent  visit.  The  delegation  said  that  acupunc- 
ture analgesia  merits  controlled  experimental  study 
and  that  clinical  studies  of  its  applicability  might 
best  be  carried  out  through  cooperative  ventures 
between  accomplished  Chinese  practitioners  and 
licensed  American  physicians,  dentists  and  re- 
search scientists.  Acupuncture  therapy  should  be 
regarded  as  the  practice  of  medicine  in  an  experi- 
mental phase,  permissible  only  in  qualified  investi- 
gational settings,  the  delegation  said.  It  added  that 
every  effort  should  be  made  to  guard  against  the 
conversion  of  acupuncture  into  a new  kind  of 
quackery  in  the  Western  world. 

More  than  $20  million  in  PSRO  contracts  was 
awarded  to  119  medical  care  foundations  and 
associations  in  38  states,  Puerto  Rico  and  the 
District  of  Columbia  by  HEW.  Eleven  conditionally 
operational  PSROs  were  awarded  more  than  $13 
million;  91  organizations  nationwide  received  plan- 
ning contracts  worth  more  than  $5.5  million;  and 
13  state-level  foundations  and  medical  societies 
intending  to  function  as  statewide  PSRO  support 
centers  received  about  $2  million.  $2.8  million  in 
contracts  for  training  programs  and  technical  work 
went  to  the  AMA,  American  Assn,  of  Foundations 
for  Medical  Care,  American  Nurses  Assn,  and 
American  Podiatry  Assn. 

16,689  physicians  received  their  first  license 
in  1973.  The  figure  represents  the  largest  increase 
recorded  in  any  one  year,  15%  higher  than  the 
14,476  reported  in  1972.  There  were  366,379  phy- 
sicians in  the  U.S.,  including  326,933  licensed  phy- 
sicians, at  the  end  of  1973. 

Mark  your  calendar  for  three  upcoming  ama 
meetings  in  Chicago  . . . The  34th  Annual  Congress 
on  Occupational  Health,  Sept.  9-10,  at  the  Marriott 
Motor  Hotel.  Direct  inquiries  to  Dept,  of  Environ- 
mental, Public  and  Occupational  Health,  AMA 
Headquarters  . . . The  4th  Biennial  Conference  on 
Continuing  Medical  Education  for  state  medical 
associations  and  specialty  societies,  Oct.  2-3,  at 
the  Drake  Hotel.  Contact  Dept,  of  Continuing  Medi- 
cal Education,  AMA  Headquarters  . . . The  2nd 
National  Congress  on  Health  Manpower,  Oct.  31- 
Nov.  2,  at  the  Palmer  House.  Contact  Dept,  of 
Health  Manpower,  AMA  Headquarters. 


Ethical  and  legal  questions  concerning  phy- 
sicians’ participation  in  weight-reduction  “clinics” 
that  advertise  the  use  of  human  chorionic  gonada- 
tropin  injections  are  being  raised.  The  widely  ad- 
vertised “fat  clinics”  which  use  HCG,  a substance 
made  from  the  urine  of  pregnant  women,  are  offer- 
ing physicians  large  sums  of  money  to  affiliate  with 
them.  The  AMA  and  the  FDA  have  both  said  that 
HCG  has  not  been  proven  useful  in  the  treatment 
of  obesity.  In  two  states,  California  and  Michigan, 
either  the  state  medical  society  or  the  attorney 
general  has  warned  physicians  of  the  ethical  ques- 
tions involved  in  affiliating  with  such  a clinic. 

The  AMA  has  signed  two  contracts  with  hew. 
An  $111,000  grant  from  HEW’s  National  Center  for 
Health  Statistics  will  finance  a two-year  research 
study  by  the  AMA’s  Center  for  Health  Services 
Research  and  Development  to  develop  and  refine 
new  measures  of  the  supply  of  physicians’  services. 
The  other  contract,  for  $995,635,  is  for  the  develop- 
ment of  model  sets  of  criteria  for  screening  ap- 
propriateness, necessity  and  quality  of  medical 
services  in  hospitals. 

A national  center  for  health  education  is  being 
developed  by  the  National  Health  Council  under  a 
$258,816  contract  with  HEW.  The  project,  recom- 
mended by  the  President’s  Committee  on  Health 
Education,  will  seek  to  stimulate,  coordinate  and 
evaluate  health  education  programs. 

Available  from  AMA:  “Health  Care  Functions 
and  Responsibilities  of  Physicians’  Assistants,”  a 
report  of  a survey  of  300  PAs  employed  in  health 
care  settings  during  the  summer  of  1973.  Write 
Dept,  of  Health  Manpower,  AMA  Headquarters  . . . 
Two  pamphlets,  “Helping  Hands,  Financing  a 
Health  Career,”  (OP-417)  and  “Helping  Hands,  The 
Challenge  of  Medicine:  (OP-418),  are  designed  to 
provide  guidance  for  high  school  and  college  stu- 
dents interested  in  careers  in  medicine.  To  order, 
300  each  for  1-99  copies;  200  each  for  100-499; 
190  each  for  500-999  and  180  each  for  1,000  or 
more,  write  Order  Dept.,  AMA  Headquarters  . . . 
The  second  edition  of  AMA’s  Self  Assessment  Pro- 
grams for  Physicians,  listing  programs  sponsored 
by  all  major  specialty  societies  on  21  topics. 
OP-414  is  $1  each  for  1-10  copies,  900  each  for 
11-49  and  800  each  for  50  or  more.  Write  Order 
Dept.,  AMA  Headquarters.  q/-^^ 
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In  history,  the  proud  Viking 
ships  stood  alone  — centuries 
ahead  of  their  time. 


Today,  the  Bellanca  Viking 
boldly  stands  alone  — offering 
more  performance  for  its  price 
than  any  aircraft  in  its  class. 


$10,000  to  $25,000  less  than  the 
competition. 

To  the  discriminating  buyer,  an 
aircraft  is  more  than  transpor- 
tation. It  is  an  extension  of  his 
personality.  A symbol  of  pride. 


Deluxe  Citabria,  flagship  of  the  Bellanca 
“fun"  fleet,  is  powered  by  a 150  hp 
Lycoming  engine.  Inverted  fuel  and 
oil  systems  are  optional. 


See  why  Bellanca  is  number  3 in  the  world  in  single  engine  production, 
with  the  only  production  sport/aerobatic  plane  in  America. 

AARDVARK  AERO  ASSOCIATES 

N.E.  Corner  of  the  Terminal  Boulder  Municipal  Airport 
BOULDER,  COLORADO  80302  (303)  442-3131 
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At  start  of  treatment  with 
Efudex®  (fluorouracil) 
Roche®  5%  Cream— 

1 /22/68.  Patient  shows 
widespread  but  miid  solar 
keratoses. 

ar 

Response  after  1 1 days  of 
treatment— 2/2/68.  Site  of 
keratoses  is  now  erythema- 
tous (erythematous  reactions 
subside  after  therapy  is  dis- 
continued). Lesions  not  visi- 
ble before  therapy  have 
appeared.  Intervening  skin 
shows  no  response  to  appli- 
cation of  cream. 

One  year  after  end  of  theri 
—2/19/69.  Skin  appears  ' 
clear,  no  evidence  of  scar- 
ring. No  recurrences  or  ne 
lesions. 

of 

so] 

keratoses* 

‘Statistical  projection  based  on  an  epi- 
demiologic study  of  all  white  adults 
over  40  years  of  age  in  Tipton  County, 

Tenn.,  to  determine  prevalence  of  solar 
keratoses. 

I 


People  in  southern  areas  of  the  United  States  are  at  more  risk  of 
sveloping  solar  keratoses  than  those  in  the  northerly  latitudes.  But 
Diar  keratoses— also  called  actinic  or  senile  keratoses— can  occur 
nong  any  white-skinned  population,  wherever  people  work  or  play 
jtdoors.  And  because  lesions  may  be  premalignant,  it  is  generally 
greed  that  they  should  be  treated.  Conventional  therapy  may  present 
srtain  drawbacks  for  the  physician  as  well  as  the  patient,  but  Efudex 
luorouracil)  Roche  offers  an  alternative  mode  of  therapy  that’s  in- 
<pensive,  highly  convenient,  and  almost  always  effective. 

Selectivity  of  action 

Healthy  skin  free  of  keratotic  invasion  shows  no  response  to 
cplication  of  Efudex.  Lesions  which  were  not  visible  before  therapy 
;ppear  during  application.  Since  the  response  is  so  predictable, 
sions  that  do  not  respond  should  be  biopsied  to  rule  out  the 
i resence  of  frank  neoplasm. 

I Excellent  cosmetic  results 

Treatment  with  Efudex  usually  provides  highly  acceptable 
csmetic  results,  as  is  evident  in  the  patient  shown.  The  incidence 
[scarring  is  low. t This  is  particularly  important  with  multiplefacial 
eions.  Efudex  should  be  applied  with  care  nearthe  nose,  eyes 
id  mouth. 

Convenience 

To  apply  Efudex  Cream  to  the  skin,  the  patient  may  use  a non- 

Iietal  applicator,  a suitable  glove,  or  the  fingertips.  If  the  patient  does 
ot  wear  a glove,  the  hands  should  be  washed  immediately  after  the 
ledication  is  applied.  Efudex  Solution  is  supplied  in  a plastic  dis- 
enser,  which  issues  only  one  drop  at  a time— the  Solution  is  very 
onvenient  to  use  for  treating  single  lesions.  It’s  convenient  for  you, 
)0,  to  prescribe  Efudex  5%  Cream  because  it’s  almost  impossible 
)r  a pharmacist  to  compound  a 5%  fluorouracil  cream  that  has  not 
)St  its  potency  because  of  chemical  degradation  or  evaporation 
curing  compounding. 

5%  Cream  — a Roche  exclusive 

Only  Roche  formulates  the  5%  cream  — high  in  patient  accepta- 
ility— economical  and  superior  in  clinical  efficacy  to  the  2%  formu- 
ition  for  lesions  of  the  hands  and  forearms. 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications;  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with 
known  hypersensitivity  to  any  of  its 
components. 

Warnings:  If  occlusive  dressing 
used,  may  increase  inflammatory 
reactions  in  adjacent  normal  skin. 
Avoid  prolonged  exposure  to  ultra- 
violet rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers, 
wash  hands  immediately.  Apply  with 
care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recur- 
ring should  be  biopsied. 

Adverse  Reactions:  Local— pain, 
pruritus,  hyperpigmentation  and 
burning  at  application  site  most 
frequent;  also  dermatitis,  scarring, 
soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  sup- 
puration, scaling,  swelling,  irritabil- 
ity, medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombo- 
cytopenia, toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion 
twice  daily  with  nonmetal  appli- 
cator or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied;  Solution,  10-ml 
drop  dispensers— containing  2%  or 
5%  fluorouracil  on  a weight/weight 
basis,  compounded  with  propylene 
glycol,  tris  (hydroxymethyl)  amino- 
methane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes— containing 
5%  fluorouracil  in  a vanishing 
cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propyl- 
ene glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Practical  therapy- 
iredictable  response 

Efudex'gtam 

;luorouracil/Roche‘ 

or  solar  keratoses 


Please  send  me  a pad  of  the  new  Efudex® 

(fluorouracil)  Roche®  Patient  Instruction  Sheets.  rm 


Dr. 


Street 


City 


State 


Zip 


American  Association  of  Medical  Assistants 
ANNUAL  NATIONAL  CONVENTION 
Denver  Hilton,  Denver,  Colorado 
September  24-29,  1974 


American  Psychiatric  Association 

26TH  INSTITUTE  ON  HOSPITAL  AND 
COMMUNITY  PSYCHIATRY 

Denver  Hilton,  Denver,  Colorado 

September  30-October  3,  1974 

Contact:  Alice  Martinez,  American  Psychiatric 
Association,  1700  18th  Street,  N.W.,  Washington, 
D.C. 


Third  World  Congress 

COLLEGIUM  INTERNATIONALE 
CHIRURGIAE  DIGESTIVAE 

Regency  Hyatt,  Chicago,  Illinois 

October  10-14,  1974 

Contact;  University  of  Illinois  Department  of 
Surgery,  P.O.  Box  6998,  Chicago,  Illinois  60680. 


University  of  Utah  Medical  Center 
PHYSICIANS’  WORKSHOP  ON  BEHAVIORAL 
STRATEGIES 

Classroom  B,  University  of  Utah  Medical  Center 
Salt  Lake  City,  Utah 
October  11-13,  1974 

Credit:  18  hours  AAFP 

Contact:  Mrs.  Colleen  Hammill,  Department 
of  Psychiatry,  University  of  Utah  Medical  Center, 
50  North  Medical  Drive,  Salt  Lake  City,  Utah 
84132. 


Kidney  Foundation  of 
Rocky  Mountain  Region,  Inc. 

IITH  ANNUAL  SYMPOSIUM  ON  KIDNEY 
DISEASE 

Denver  Hilton,  Denver,  Colorado 

October  4-5,  1974 

Credit:  11  hours  AAFP 

Contact:  Kidney  Foundation  of  Rocky  Moun- 
tain Region,  Inc.,  2186  So.  Holly  Street,  Denver, 
Colorado,  80222.  (303)  758-4887. 


.Association  for  Practitioners  in 
Infection  Control 

INFECTION  CONTROL  CONFERENCE 
National  Jewish  Hospital,  Denver 
October  10-11,  1974 

Contact;  F.  Marc  LaForce,  MD,  Chief,  Infec- 
tious Disease,  Veterans  Administration  Hospital, 
1055  Clermont  Street,  Denver,  Colorado  80220. 


EIGHTEENTH  ANNUAL  WESTERN 
INDUSTRIAL  HEALTH  CONFERENCE 

Hilton  Hotel,  Los  Angeles,  California 

October  10-12,  1974 

Contact:  B.  H.  Bravinder,  Executive  Secretary, 
P.O.  Box  201,  Alamo,  California  94507. 


ELECTROCARDIOGRAPHIC  INTERPRETATION 
FOR  THE  CLINICIAN 

Presbyterian  Hospital  Center 

Albuquerque,  New  Mexico 

October  17-19,  1974 

Contact:  Barry  William  Ramo,  MD,  201  Cedar, 
S.E.,  Suite  604,  Albuquerque,  New  Mexico  87106. 


Civil  .Aviation  Medical  Association 
ANNUAL  SCIENTIFIC  SEMINAR 
Antlers  Hotel,  Colorado  Springs,  Colorado 
October  21-23,  1974 

Contact:  LeRoy  A.  Wolever,  MD,  4200  West 
Charleston  Blvd.,  Las  Vegas,  Nevada  89102. 


.American  College  of  Physicians 
VALVULAR  HEART  DISEASE— 1974 
University  of  New  Mexico  School  of  Medicine 
Albuquerque,  New  Mexico 
October  24-26,  1974 

Contact:  Registrar,  Postgraduate  Courses,  ACP, 
4200  Pine  Street,  Philadelphia,  Pennsylvania  91904. 
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The  Department  of  Otolaryngology, 

I niversity  of  Illinois,  at  the  Medieal  Center 

THE  ANNUAL  OTOLARYNGOLOGIC 
ASSEMBLY 

Eye  and  Ear  Infirmary 

University  of  Illinois  Hospital,  Chicago,  Illinois 
October  26-November  1,  1974 

Contact:  OTOLARYNGOLOGY,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 


Hawaii  Medical  Association 
118TH  ANNUAL  SCIENTIFIC  MEETING 
Ilikai  Hotel,  Honolulu,  Hawaii 
October  28-November  2,  1974 

Contact:  Harold  P.  Brown,  Director,  Confer- 
ence Center,  CCECS,  University  of  Hawaii  at 
Manoa,  Honolulu,  Hawaii  96822. 


$78.00 

value! 


You're  treated  like  a royal  pair! 

. . .on  our  mini-vacation  weekend 
special.  You  both  deserve  it.  Get 
away  from  your  problems,  and  let  us 
pamper  you  for  a change.  . . 

* Your  private  suite  with  its 
own  lanai  for  2 full  days  and 
nights. 

* Breakfast  in  bed  (or  in  the  Hunt 
Room)  Saturday  and  Sunday. 

* Your  first  cocktail  each  evening, 
Friday  and  Saturday,  while  enjoying 
entertainment  in  the  Cork  Room. 

* Sightsee  Denver,  shop 
nearby  downtown,  enjoy  color 
TV  in  your  private  suite. 

* All  this,  plus  a surprise 
gift. 

A real  bargain 
these  days. 


for 

two 


ir  A Disability  Closed  the  Door  on  Your  Practice... 
Would  it  also  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury. 

Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members. 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Group  rates,  helps  see  to  it  that  your  family  will  have 
something  to  fall  back  on  should  you  become  sick  or  hurt 
and  unable  to  work  because  of  a covered  sickness  or 
accident 

ACT  NOW  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need  There's 
no  obligation. 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge.  CO  80033 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 

Carl  Roderick  Tony  Occhiuto 

2627  West  10th  Street  1702  North  Circle  Drive 

Greeley,  CO  80631  P O Box  9226,  Station  A 

Colorado  Springs,  CO  80932 


Mutual 

3^mahfl.\L/ 

People  ijou  can  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAl  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE:  OMAHA.  NEBRASKA 


I 

Colorado  Medical  Society  Insurance  Program 
Please  send  me  full  details  on  the  Disability  Income 
Protection  Plan  available  to  me  as  a member. 

NAME 

ADDRESS 

CITY STATE ZIP 
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When  a cough  spoils  your  patient’s  day 


T riaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bs-rd 


i 


WANT  ADS 


PHYSICIANS  WANTED.  Two  men  to  join  nine-man  multi- 
specialty  group  in  scenic  Gienwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact;  Dr.  Orrie  Ciemens  or  Dr.  G.  Thomas 
Morton,  Gienwood  Medical  Associates,  1905  Blake,  Gienwood 
Springs,  Colorado  81601,  or  call  (3031  945-5441.  374-4-TF 


DOCTORS— LICENSED  TO  PRACTICE  MEDICINE  in  Colo- 
rado needed  fulltime  for  plasma  center.  RN  on  duty  to  as- 
sist. Retired  doctors  considered.  No  age  limit.  Saiary  open, 
please  reply  to  Box  674-4-TFB,  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Ave.,  Denver,  Colo.  80218.  674-4-TFB 


MEDICAL  OFFICE  SPACE  AVAILABLE  in  Professional  Arts 
Building.  1245  East  Colfax  Avenue,  Denver,  located  close  to 
Midtown  Hospital  Area.  Predominantly  medical  building  at 
attractive  rates.  Contact;  Mr.  E.  Crust,  Richter/Robb  & Co., 
(303)  831-7888.  674-8-TFB 


PROFESSIONAL  SPACE  in  heart  of  Applewood,  Colorado. 

2050  Youngfield  Street,  Lakewood.  Exceptional  opportunity 
for  medical  doctors.  2200  sq.  ft.  partitioned  for  consultation, 
reception,  and  examination  rooms.  Plumbing  in  most  rooms. 
Air-conditioned.  Write  or  phone;  L.  B.  Arnold,  2001  Willow 
Court,  Lakewood,  Colorado  80215,  or  Call;  (303)  237-3358. 

774-8-3B 


EMERGENCY  ROOM  PHYSICIAN  WANTED  for  320  bed 
JCAH  accredited  general  hospital.  In  process  of  reorganizing 
emergency  room  services.  Excellent  salary  and  fringe  bene- 
fits. Contact;  Administrator,  Memorial  Hospital  of  Natrona 
County,  Casper,  Wyoming  82601.  774-5-TFB 


OPHTHALMOLOGIST — 31,  excellent  Emory  residency  to  be 
completed  June  1975.  Well  versed  medical  and  surgical 
aspects  of  Ophthalmology.  Consider  solo,  association,  singie, 
or  multispecialty  group.  Married,  military  completed.  Cur- 
riculum on  request.  John  Hagan,  MD,  143  Pinecrest  Avenue, 
Decatur,  Georgia  30030.  Call  (404  ) 373-7400  . 974-1-3B 


WANTED  General  Surgeon,  board  eligible  or  certified  to  join 
two  board  surgeons  in  town  of  15,000.  Excellent  hospital 
facilities.  Call  or  write:  J.  H.  McKnight,  MD,  1405  So.  8th 
Avenue,  Sterling,  Colorado  80751  or  (3031  522-5720.  974-2-1 


ATTENTION  DOCTORS — Rent  or  Lease,  Belcaro  Medical 
Building,  915-925  South  Colorado  Boulevard,  Denver.  500 
sq.  ft.  to  1500  sq.  ft.  will  divide  to  suit.  Carpets,  drapes,  air 
conditioning,  new  burglar-proof  system,  pharmacy,  ample 
parking.  Call:  (303)  399-1774  or  (303)  399-6020  for  appoint- 
ment. 974-6-3B 


PEDIATRICIAN  NEEDED  to  share  established  practice  in 
Boulder,  Colorado.  Call  M.  Gehres,  M.D.  collect  at  (303) 
443-8880.  574-6-TF 


COLORADO  MOUNTAIN  PROPERTY:  Beautiful  two-acre 
building  sites  near  Buena  Vista,  Colorado,  with  uninter- 
rupted view  of  the  magnificent  Collegiate  Mountain  Range. 
County-maintained  roads  are  in.  Two  lakes.  Call  (303)  534- 
2379,  or  write:  Harvard  Ranch  Estates,  Buena  Vista,  Colorado 
81211.  This  is  really  a beautiful  area.  874-5-3B 


GENERAL  PRACTITIONER  to  join  3 GPs  and  1 General 
Surgeon.  Individual  practice,  rotating  night  and  weekend 
coverage.  Luxurious  office  available  in  new,  modern  building. 
New  60-bed  hospital.  Town  of  6,000,  drawing  area  of  15,000. 
Write:  K.  D.  Austin,  M.D.,  520  Main  Street,  Goodland,  Kansas 
67735,  or  cail:  (913)  899-3633.  774-2-3B 


OPHTHALMOLOGISTS,  PEDIATRICIANS,  AND  FAMILY 
PHYSICIANS  — Who  ever  heard  of  Lamar,  Colorado?  Peo- 
ple who  like  good  life,  open  space,  fresh  air  and  golf  without 
a tee  time.  Referrals,  support  and  cooperative  professional 
climate  assured.  Building  new  $2  million  hospital.  Contact: 
Keith  F.  Krausnick,  M.D.,  200  South  5th  Street,  Lamar,  Colo- 
rado 81052,  Phone;  (303  ) 336-9051,  or  Ray  Holmes,  Hospital 
Administrator,  Prowers  Medical  Center,  Lamar,  Colorado 
81052,  or  phone  (303)  336-4343.  774-3-3B 


PHYSICIAN  WANTED  for  State  of  Nevada,  Carson  City. 

Rural  living,  clean  air,  unexcelled  recreation,  minutes  from 
Reno,  4 hours  from  San  Francisco.  40  hours  per  week  review 
quality  of  medical  care  of  state  licensed  providers  of  service. 
Need  3 years’  experience  plus  eligibility  for  Nevada  license. 
Salary  up  to  $33,242  if  Board  Certified.  Contact:  John  H. 
Carr,  MD,  Health  Division,  Nye  Building,  Carson  City,  Ne- 
vada 89701  or  call:  (702)  885-4740.  974-4-lB 


GENERAL  INTERNIST  position  available  immediately  in 
the  modern  115  bed  VA  hospital  located  in  beautiful  Colo- 
rado West.  Grand  Junction  is  a progressive  small  city  with 
clean  air,  moderate  climate,  and  ready  access  to  unlimited 
outdoor  recreation.  Medical,  economic,  and  cultural  center 
of  the  area.  Board  certification  desirable  but  not  required: 
salary  dependent  upon  qualifications.  Non-discrimination  in 
employment.  Contact:  Chief.  Medical  Service,  VA  Hospital, 
Grand  Junction.  Colorado  81501.  974-5-3B 


OB/GYN — 38-physician  multispecialty  group  seeks  third 

OB/GYN  specialist  to  replace  retiring  partner.  Salary: 
$35,000-$40,000.  Partnership  in  two  years.  Contact:  E.  W. 
Gibbs,  MD,  Medical  Director,  The  Billings  Clinic,  Billings, 
Montana  59103.  974-3-3B 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  14th  Street 
Denver  80202 


Telephone 

534-8714 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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Colorado  Medical  Society 

OFFICERS — IfCJS-'I — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President;  Kenneth  A.  Kahn,  Boulder. 

President-elect:  Howard  T.  Robertson,  Denver. 

Vice  President;  Harlan  B Huskey,  Fruita. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 
Constitutional  Secretary;  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  .■\.M.A.:  Ray  G.  Witham,  Craig,  Dec.  31, 
1974:  John  M.  Wood,  Englewood,  Dec.  31,  1975;  Robert  E. 
McCurdy,  Denver,  Dec.  31.  1975. 

-Alternate  Delegates  to  the  .A.M.A.:  Clyde  E.  Stanfield,  Dec. 
31,  1974;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1975; 
Kenneth  A.  Platt,  Westminster,  Dec.  31,  1975. 

Speaker,  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Vice  Speaker,  House  of  Delegates:  Robert  A.  O’dell,  Aurora. 
Foundation  Advocate:  H.  Sol  Cersonsky,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  .Mountain  Medical  Journal;  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 
Douglas  W.  Macomber,  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  60218.  Telephone  (303i  534-8580. 


Montana  Medical  Association 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  of  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1974  Annual  Meeting. 

President;  John  R.  Burgess,  Jr.,  Helena. 

President-elect:  John  R.  Halseth,  Great  Falls. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  James  E.  Elliott,  Havre. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Executive  Committee:  John  R.  Burgess,  Jr.,  Helena;  John  R. 
Halseth,  Great  Falls;  David  Gregory,  Glasgow;  Robert  P. 
Yost,  Missoula;  James  E.  Elliott,  Havre;  Herbert  T.  Caraway, 
Billings;  Mark  B.  Listerud,  Wolf  Point;  Hollis  K.  Lefever, 
Lewistown;  A.  L.  Vadheim,  Bozeman. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal:  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  G. 
Brian  Zins,  Helena. 

Executive  Director:  Mr.  G.  Brian  Zins,  2021  11th  Avenue, 
Suite  12,  Helena,  Montana  59601,  Telephone  (406)  443-4000. 


Nevada  State  Medical  Association 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Thomas  K.  Hood,  Elko. 

President-elect;  William  K.  Stephan,  Las  Vegas. 
Secretary-Treasurer;  John  L.  Holmes,  Las  Vegas. 

Immediate  Past  President:  John  P.  Sande,  Reno. 

Delegate  to  A M. .A.:  Hugh  C.  Follmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Bernard  K.  Guerin,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Richard 
G.  Pugh,  Reno. 

Executive  Direetor;  Mr.  Richard  G.  Pugh,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  825-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  j-ear  only  and  expires  at 
the  1974  Annual  Session. 

President:  Armin  T.  Keil  Raton. 

President-elect:  U.  G.  Hodgin,  Jr.,  Albuquerque. 

Vice  President:  Robert  E.  Cutler,  Espanola. 

Secretary-Treasurer:  Ronald  V.  Dorn,  Jr.,  Albuquerque. 
Immediate  Past  President:  Don  R.  Clark,  Roswell. 

Speaker,  House  of  Delegates:  William  J.  Hossley,  Deming. 

Vice  Speaker,  House  of  Delegates:  John  D.  Abrums, 
Albuquerque. 

Delegate  to  A.M..A.:  Allan  L.  Haynes,  Clovis. 

.Alternate  Delegate  to  .A  M. .A.:  Emmit  M.  Jennings,  Roswell. 
Councilors  for  Three  Years:  William  C.  Gorman,  Albuquerque; 
Jerome  P.  Pucelick,  Las  Cruces. 

Councilors  for  Two  Years:  Samuel  E.  Neff,  Clovis;  Waiter  J. 
Hopkins,  Lovington;  Jack  L.  Coats,  Farmington. 

Councilors  for  One  Year:  Adrian  H.  Bodelson,  Santa  Fe;  John 
J.  Smoker,  Raton. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

.Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal;  William  S.  Curran,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 
■Assistant  Executive  Director:  Mr.  Thomas  A.  Bodnar, 
Albuquerque. 

Utah  State  Medical  Association 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1974  Annual  Session. 

President:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 
President-elect:  Howard  G.  McQuarrie,  Murray. 

Past  President:  William  R.  Christensen,  Granger. 

Honorary  President:  George  S.  Diumenti,  Bountiful. 
Secretary  '74:  Dale  G.  Johnson,  Salt  Lake  City. 

Treasurer  ’74:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.  ’74:  Wm.  Knox  Fitzpatrick,  Salt  Lake 
City. 

Delegate  to  A.M.A.  ’75:  Drew  M.  Petersen,  Salt  Lake  City, 
Alternate  Delegate  to  A.M.A.  ’74:  Richard  H.  Keller,  Mur- 
ray. 

Alternate  Delegate  to  A.M.A.  ’75:  Alan  R.  Nelson,  Salt  Lake 
City. 

Chairman  of  the  Board,  Blue  Shield  of  Utah:  George  H. 
Lowe,  Ogden. 

Speaker,  House  of  Delegates,  ’75:  Wm.  Knox  Fitzpatrick, 
Salt  Lake  City. 

Vice  Speaker,  House  of  Delegates  ’75:  Harold  V.  Liddle,  Salt 
Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Lewis  J.  Barton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director;  Mr.  Hoyt  W Brewster,  42  South  Fifth 
East  Street,  Salt  Lake  City,  Utah  84102.  (Telephone  (801) 
355-7477. 

yoming  State  Medical  Society 

OFICERS — 1974 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1974.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  A.M.A.)  expire  at 
the  end  of  the  calendar  year  rather  than  at  the  Annual 
Session. 

President:  Paul  R.  Yedinak,  Rock  Springs. 

President-elect:  Donald  B.  Hunton,  Cheyenne. 

Vice  President:  Patrick  D.  Nolan,  Buffalo. 

Secretary;  James  E.  Stoetzel,  Pine  Bluffs. 

Treasurer:  Archie  P.  Kirsch,  Rawlins. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 
Vice-Speaker  of  the  House:  (currently  vacant). 

Immediate  Past  President:  Donald  F.  Mahnke,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  lor  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307)  634-7305. 
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give  pain  killers?... prescribe  freq 


give  pain  killers  only? 

They  relieve  pain  but  may  cause  patient  drug 
dependency  and  unnecessary  sedation. 

prescribe  frequent  eating  only? 

Frequent  feeding  helps  buffer  acid,  but  caloric, 
digestive,  and  social  considerations  make 
frequent  eating  both  difficult  and  impractical. 

use  antacids  only? 

Antacids,  like  food,  help  neutralize 
or  buffer  stomach  acidity.  Their 
action  is  short,  usually  lasting 
only  1 to  1)^  hours  (given  four 
hours  after  a meal)."  Some 
patients  may  require 
antacids  every  half  hour. 


When  you  add  Pro-Banthine'  yoi 

^ brand  of  , . , , 

propantheline  bromide 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestineil  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiral 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  eviden 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcera 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  r 


cannibal  stomach 


add  Pro-Banthine 

Helps  to  relieve  pain  without  risk  of  patient  drug 
dependency. 


*Fordtran,  J.  S.,  and  Collyns,  J.  A.  H.:  Antacid 
Pharmacology  in  Duodenal  Ulcer:  Effect  of 
Antacids  on  Postcibal  Gastric  Acidity  and 
Peptic  Activity,  Mew  England  J.  Med. 
274:921-927  (April  28)  1966. 


add  Pro-Banthine 


Reduces  gastric  secretory  volume  and  total 
resting  and  free  acid  without  the  caloric, 
digestive,  and  social  problems  occasioned  by 
uent  eating. 


Id  Pro-Banthine 


Pro-Banthine  slows  intestinal  motility  to 
enhance  and  prolong  the  action  of 
antacids.  The  action  of  Pro-Banthine 
lasts  4 to  6 hours. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


SEARLE 


jsuallyget  better  patient  response. 


■cur  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
iverse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
somnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
)n,  impotence  and  allergic  dermatitis. 

osage  and  Administration:  The  recommended  daily  dosage  for  adult 
al  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
rent  adjustment  to  the  patient's  requirements  and  tolerance  must  be 
ade. 

ro-Banthlne  R A.  — Each  tablet  of  Pro-BanthTne  RA.  (propantheline 
omide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained cill  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-BanthTne  15 
mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15  and  7.5  mg.,  ets 
prolonged-acting  tablets  of  30  mg.  and.  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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couldn’t  be 
more  general 

than  the  Air  RDrce 


Our  doctors  run  into  everything  — 
and  have  the  modern  facilities  and 
highly  trained  support  staff  to  deal 
with  it.  A medical  career  in  the  Air 
Force  offers  other  advantages,  too 
— reasonable  hours 
with  time  to  spend 


with  your  family  around  the  out- 
standing Air  Force  Base  facilities. 
Administrative  support.  Patient 
treatment  without  regard  for  ability 
to  pay.  An  excellent  program  of  ed- 
ucation if  you  wish  to  specialize  in 
one  of  the  many  areas  of  medicine. 


Find  “the  perfect  practice” 

in  the  Air  Force. 

Write  today  for  more  information  . . . 

U.S.  Air  Force 

Medical  Careers 


2621  Ave.  E East 


AC  81 7-461 -1946 


Arlington,  Texas  76011 
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ddd  Llli^riUlU  (chlordiazepoxide  HC| 

to  your  cardiovascular  regimen?  • 


Excessive  anxiety  in 
susceptible  patients  can 
set  in  motion  a chain  of 
responses  which  add  to 
the  heart’s  work  and 
thereby  increase  the 
possibility  of  cardio- 
vascular complications.  Furthermore, 
intense  anxiety  may  interfere  with 
effective  medical  management  since 
some  patients,  in  an  attempt  to  denv 
their  illness,  may  resist  acceptance 
of  necessary  medication, 
dietary  restrictions 
and  other  therapeutic 
directives.  When 
counseling  and 
reassurance 
alone  are  inad- 
equate to 


relieve  undue  anxiety,  adi 
junctive  Librium  (chlordiLa 
azepoxide  HCl)  may  b fei 
beneficial.  L 


”Specific”for  anxiety 
reduction... 


wide  margin  of  safety 

Librium  is  used  as  an  adjunct  t(^ 
primary  cardiovascular  medicaj^i 


tions,  since  it  acts  directly  on  thOfi 
central  nervous  system,  reducinj 
excessive  anxiety  and  emotiona,^ 
tension.  In  so  doing.  Librium  in|i( 
directly  affects  cardiovascula  j 
function. 


Librium  has  a high  degree  o| 
antianxiety  effectiveness  with 


wide  margin  of  safety.  In  prope 
dosage.  Librium  usually  helps  caln 
the  overanxious  patient  withou 
unduly  interfering  with  menta 
acuity  or  general  performance.  Ii 
the  elderly  and  debilitated,  the  ini 
tial  dosage  is  5 mg  b.i.d.  or  less  t( 
preclude  ataxia  or  oversedation,  in 


i 


liolerated. 


Librium  is  used  concomitantly 
.\  ith  certain  specific  medications  of 
)ther  classes  of  drugs,  such  as  car- 
diac itlvcosides,  diuretics,  antihv- 
^ertensive  agents,  vasodilators  and 
mticoagulants.  Although  clinical 
studies  have  not  established  a cause 
md  elTect  relationship,  physicians 
':hould  be  aware  that  variable  effects 
)n  blood  coagulation  have  been  re- 
ported very  rarely  in  patients  re- 
i:eiving  oral  anticoagulants  and 
dbrium.  After  anxiety  has  been 
J'educed  to  tolerable  levels.  Librium 
fherapy  should  be  discontinued. 


■*'  5 mg 

-rl  For  geriatric 
patients  and, 
<11  in  general,  for 
*“  milder 
I degrees  of 
i clinically 
" significant 
anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occiuring 
alone  or  accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensi- 
tivity’ to  the  drug. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
{e.g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  w'omen  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six,  limit  to  smallest  effective  dosage  (ini- 
tially 10  mg  or  less  per  day)  to  preclude  ataxia  or  overse- 
dation, increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with  other  psy- 
chotropics seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  hav’e  been  reported  in  psychiatric 
patients  and  hyperactive  aggressiv'e  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tendencies  may 
be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated. 

These  are  rev'ersible  in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  observed  at  the 
lovv'er  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and  liver  func- 
tion tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 

10  mg  or  25  mg  chlordiazepo.xide  HCI.  Libritabs®  Tablets 
containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 


25  mg 
Specifically 
for  use  in 
severe  anxiety 


For  relief  of  excessive  anxiety 

adjunctive 


Librium*  10  mg 

(chlordiazepoxide  HCI)  ^ 

lor  2 capsules  t.i.d./q.i.d. 
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To  the  Editor: 

Dr.  Horace  Campbell’s  Editorial  in  the  July 
’74  issue  prompts  my  suggestion  that  a suitable 
punishment  for  the  crime  of  rape  would  be  the 
removal  of  one  gonad.  This  would  apply  to  the 
first  and  a subsequent  conviction,  but  society 
would  in  most  instances  be  assured  that  such  an 
offender  would  not  again  be  able  to  repeat  his 
offense. 


Edward  O.  Goodrich,  Jr. 
Santa  Fe,  New  Mexico 
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Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  fhaf  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
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The  new  nutritional 
margarine  labels  have  a message 

about  you. 


INFORMATION  ON  FAT  AND  CHOLESTEROL  CONTENT 
IS  PROVIDED  FOR  INDIVIDUALS  WHO, 

ON  THE  ADVICE  OF  A PHYSICIAN. 

ARE  MODIFYING  THEIR  TOTAL  DIETARY  INTAKE 
OF  FAT  AND  CHOLESTEROL. 

Mandatory  nutritional  statement  on  the  back  of  all  margarine  labels. 


Saffolsf  wants  you 
to  get  the  rest  of  the  message. 


MAZOU\ 

Nutrition  Information  Per  Serving 


Serving  size 

Servings  per  container 

Calories 

Protein 

Carbohydrate 

Fat 

’Percent  of  calories  from  fat 

’Polyunsaturated 

’Saturated 

’Cholesterol 

Sodium 


1 4 grams 

(about  one  tablespoon] 
32 
100 

0 grams 
0 grams 
1 1 grams 
99% 

3 grams 
2 grams 

0 (0  per  1 00  grams) 
120  milligrams 
(865  mg/IOOgm ) 

Percentage  of  U S recommended  daily  allowances 
Vitamin  A 10%  ^ 

Contains  less  than  2 percent  of  the  U S PDA  of  pro- 
tein,Vitamin  C.  thiamine,  riboflavin,  niacm.  Calcium, 
and  iron 

'Information  on  fat  and  cholesterol  content  is  provided 
for  individuals  who.  on  the  advice  of  a physician,  are 
modifying  theirtotal  dietary  intake  of  fat  and  cholesterol. 


IMPERIAL 

Nutrition  Information  Per  Serving 
1 4 grams 

(about  one  tablespoon) 
32  (per 

pound  container) 

100 

0 (not  a significant 
source  of  profein) 

0 

1 1 grams 
over  99% 

3 grams 
2 grams 

0 Co  per  1 00  grams) 


Serving  size 

Servings  per  container 

Calories 

Protein 

Carbohydrate 

Fat 

Percent  of  calories  from  tat 
"Polyunsaturated 
"Saturated 
"Cholesterol 


Percentage  of  U S recommended  daily  allowances 
[U  S RDAT 

Vitamin  A 10%  Vitamin  D 15% 

’Contains  less  than  2 percent  of  the  U S PDA  of 
Vitamin  C,  thiamine,  riboflavin,  niacin,  calcium,  and 
iron. 

"Information  of  fat  and  cholesterol  cohtent  is  provided 
for  individuals  who,  on  the  advice  of  a physician,  are 
modifying  theirtotal  dietary  intake  of  fat  and  cholesterol 


SAFFOU\ 

Nutrition  Information  Per  Serving 


Serving  size 

Servings  per  container 

Calories 

Protein 

Carbohydrate 

Fat 

Percent  of  calories  from  fats 

Polyunsaturated 

Saturated 

Contains  no  cholesterol 


1 4 grams 

(about  one  tablespoon) 
32 (per 

pound  container) 

100 

0 

0 

1 1 grams 
100% 

5 grams 
2 grams 


Information  of  fat  and  cholesterol  content  is  provided 
for  individuals  who,  on  the  advice  of  a physician,  are 
modifying  theirtotal  dietary  intake  of  fat  and  cholesterol 
Percentage  ofUS  recommended  daily  allowances 
(U  S PDA) 

Vitamin  A 10%  Vitamin  E 15% 

Contains  less  than  2 percent  of  the  U S PDA  of  pro- 
fein. Vitamin  C,  thiamine,  riboflavin,  niacin,  calcium, 
and  iron 


With  the  new  nutritional  lalx?ling,  it’s  all 
there  in  black  and  white.  So  you  can  see  for  yoiu’seU’. 
And  so  can  yoiu’  patients.  It  adds  up  to  this:  Saffola  is  ^ 
higher  in  j3olyunsatm~ates  than 
most  other  maixaiines  including 
com  oil.  And  no  other  miu'gmine 
is  lower  in  satiu'ated  fats  than  Saffola. 

Of  coiu'se,  all  oiu’  products, 
including  Saffola  oH  and  mayonnaise 
ai'e  made  with  safflower  oil. 


But  we’re  not  kidding  oiu’selves. 

We  know  that  even  it”  you  advise  a 
^fat  mcxlified  diet,  yoiu'  patients 
might  not  switch  to  Saffola.  Not 
imless  it  tastes  eveiy  bit  as 
W gcKxl  or  l)etter  than  the  spread, 
f oil  or  mayonnaise  they’re 
now'  using.  That’s  something 
else  they’re  going  to  find 
out  for  themselves. 


“Send  it  out  to 
Bio-Science. 

Ife  important.” 


Yes,  it  happens.  Some  of  our 
clients  tell  us  they  send  only  the  important 
specimens,  or  the  important  tests  to 
Bio-Science. 

But. . .are  there  any  unimportant 
patients?  Of  course  not.  If  a test  is  worth 
running  at  all,  if  a result  is  worth  entering  in  the  chart,  it’s 
worth  the  best  care  and  attention  you  can  get  from  a 
referral  laboratory— and  that  means  sending  it  to  Bio-Science. 

Whether  sent  to  our  Main  Laboratory  in  Van  Nuys, 
or  to  our  Branch  Laboratories  in  Philadelphia  or  in 
New  York,  you  are  assured  of  the  same  quality  control, 
the  same  methods,  the  same  normals— all  backed 
by  the  name  and  reputation  of  Bio-Science  Laboratories. 


Bio-Science 

Laboratories 

Main  Lab:  7600  Tyrone  Ave., 

Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 

New  York  Branch:  5 Nassau  St., 
Rockville  Centre,  N.Y.  11570 


r 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 

Van  Nuys,  California  91405  Dept.  DD-F 

5 Nassau  St., 

Rockville  Centre,  N.Y.  11570 

116  So.  Eighteenth  St., 

Philadelphia,  Pa.  19103 


Gentlemen:  Please  send  me,  without  obligation: 

□ A copy  of  your  Handbook  of  Specialized  Diagnostic 
Laboratory  Tests 

□ A lab  pack  containing  a small  supply  of  postage-paid 
mailing  containers  and  Fee  Schedule 


Name 


Address 


City. 


State Zip 


FREE  ; 

HANDBOOK  OF  SPECIALIZED  | 

DIAGNOSTIC  LABORATORY  TESTS  I 


This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to-date 
on  the  newer  laboratory  tests, 
many  of  which  are  not  yet 
in  the  textbooks,  but  are  now 
available  to  all  clinicians  from 
Bio-Science  Laboratories.  You 
will  find  it  a handy  reference 
guide  for  normal  values  and  quick 
summations  on  tests  which  can 
aid  in  your  diagnostic  problems. 
Copies  are  available  to  physicians 
and  lab  personnel  without  obligation. 
Simply  fill  out  and  mail  this  coupon. 


The  Role 
of  the 
Detail  Man 
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Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
North\Nestern  University 
Medical  School 


e 

O 


tp. 


Dialt^ue 


“I  may  be  prejudiced,  but  I a 
very  much  in  favor  of  the  detail  mi 
I meet.  Most  of  them  are  knowledp 
able  about  the  drugs  they  promote 
and  can  be  a great  help  in  acquair 
ing  me  with  new  medication.” 

Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  mosto 
the  men  who  visit  me  regularly  am 
they  in  turn  have  become  aware  oi 
my  particular  interests  and  the  na 
ture  of  my  practice.  They,  there- 
fore, limittheirdiscussion  as  muc 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  samn 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


"In  the  total  picture  of  dealin 
with  health  problems  in  this  count 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  cor 
tact  that  people  in  a medical  cente 
research  people,  and  academic 
people  have  and  that’s  in  all  likelit 
on  a somewhat  different  level  fron 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I persor 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edi 
cational  function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use-i 
ful  — aswell  as  some  excellent  fi In' 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  th 


Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
I intelligently.  He  can  also  supply 
■ reprintsof  articles  that  contain  a 
I great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  larger  teachingfacilities. 
Itgoes  without  sayingthat  a physi- 
cian should  also  rely  on  other 
I sources  for  his  information  on 
f pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
I position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
I thinkthis  is  possible  in  every  case, 

' and  so  it  becomes  the  responsibility 


I capacity  they  are  indeed  useful; 

I particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouragingthe 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willingto  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 
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EDITORIALS 


M EDICAL  SCIENCE  IS  DEDICATED  tO  postpon- 
ing death  and  to  improving  or  preserving  the 
quality  of  life.  To  accomplish  these  goals,  we 
have  a therapeutic  spectrum  which  includes 
blood  transfusion,  insulin,  antibiotics,  and 
complicated  surgical 
procedures  to  correct 
or  restore  form  or 
function.  In  a broad 
sense  any  of  these  can 
be  considered  as  a means  of  postponing 
death.  Postponement  may  be  an  act  of  com- 
mission or  an  act  of  omission.  The  salient 
question  is,  what  is  extraordinary?  An  ex- 
treme example  of  extraordinary  act  of  com- 
mission is  reference  in  the  lay  press  to  an 
organization  whose  members  are  investigat- 
ing means  of  “suspended  animation”  involv- 
ing total  body  “deep  freeze.”  Individuals  so 
processed  would  hopefully  be  revived  at 
sometime  in  the  future  when  cures  have 
been  found  for  cancer,  heart  disease  and 
other  afflictions  currently  plaguing  man- 
kind. But  an  extraordinary  act  of  commis- 
sion is  not  usually  this  obvious.  Heart  trans- 
plantation is  currently  regarded  as  extra- 
ordinary; kidney  transplant  is  another  ball 
game.  Some  patients  with  cardiorespiratory 
failure  are  treated  by  tracheostomy  with 
mechanical  ventilation;  these  measures  are 
extraordinary  in  a patient  who  has  terminal 
cancer,  but  not  in  a teenager  suffering  from 
extensive  trauma  incurred  in  an  automobile 
accident. 

Not  surprisingly,  extraordinary  measures 
of  today  have  a habit  of  becoming  “ordinary” 
or  “routine”  tomorrow,  and  then  they  must 
be  considered  in  the  context  of  the  patient 
involved.  As  an  example,  during  the  past 
decade  in  the  United  States  over  100,000  pa- 
tients have  had  a cardiac  pacemaker  im- 
planted in  their  bodies.  This  operation  is  now 
not  considered  extraordinary  in  a 50-year- 
old  with  complete  heart  block.  However,  the 
October  4,  1971  issue  of  JAMA-  carried  four 
reports  of  pacemaker  implantation  in  pa- 
tients aged  93,  96,  97,  101  and  103.  One  of  the 


centenarians  told  his  77-year-old  daughter 
that  he  was  seriously  considering  getting 
married  again.  Extraordinary  indeed!  And 
the  record  may  be  held  by  a patient  reported 
in  this  Journal.^  There  are  two  critical  con- 
siderations in  these  acts  of  commission:  (1) 
Are  such  acts  either  temporary,  with  the  ex- 
pectation that  the  patient’s  own  body  system 
will  resume  adequate  function,  or  will  such 
measures  support  or  replace  certain  body 
functions  on  a long-term  basis?  (2)  What  is 
the  “quality  of  life”  to  be  expected  as  a re- 
sult of  such  extraordinary  measures? 

Acts  of  omission  involve  measures  which 
are  usually  considered  “ordinary”  care,  but 
are  terminated  or  not  instituted.  We  are  all 
familiar  with  cases  of  the  “living  dead” 
where  the  decision  is  made  to  let  nature  take 
its  course,  indelicately  referred  to  as  “pulling 
the  plug”.  Considerable  publicity  attended 
the  death  of  the  son  of  Aristotle  Onassis. 
When  doctors  declared  that  his  son  was  be- 
yond recovery,  but  could  be  kept  alive  for 
three  or  four  days,  Mr.  Onassis  was  quoted 
as  saying,  “We  decided  it  was  in  vain.  We 
weren’t  killing  him.  We  were  just  letting 
him  die.  There  is  no  question  of  mercy  kill- 
ing here.” 

Can  such  acts  of  omission  be  construed 
as  euthanasia?  In  the  literal  sense,  euthanasia 
means  “good  death”,  while  the  popular  con- 
notation of  the  term  relates  to  “mercy  kill- 
ing.” A suggested  compromise  in  terminology 
has  been  proposed,  suggested  “passive  eu- 
thanasia” be  used  when  a patient  is  allowed 
to  “die  with  dignity”  without  resorting  to 
extraordinary  means  to  postpone  death,  ver- 
sus “active  euthanasia”  whereby  direct 
measures  are  instituted  to  terminate  life.  In 
a provocative  article  entitled  Abortion  and 
Euthanasia^  Dr.  Stanley  Crosbie  stated, 

“We  have  developed,  somehow,  the  philosophy 
that  the  taking  of  life  before  birth  is  a matter  of 
no  consequence,  if  the  birth  is  a threat  to  either 
the  mother  or  the  child.  At  the  same  time,  we 
have  rejected  the  principle  of  euthanasia  at  the 
other  end  of  life’s  span  when  to  continue  living 
may  be  anguish  for  the  individual,  a hardship 
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for  his  family,  and  a waste  to  society.  It  is  diffi- 
cult to  reconcile  these  two  seemingly  contradic- 
tory opinions.  . . . “Most  physicians  do  not  hesi- 
tate to  withhold  the  use  of  blood,  intravenous 
fluids  or  even  medication  to  avoid  the  prolonga- 
tion of  the  death  agony,  . . . but  beyond  this  we 
get  into  a very  controversial  area — and  some  of 
our  modern  medical  miracles  come  back  to  haunt 
us.  For  example,  should  the  diabetic  patient  with 
extensive  Kimmelstiel-Wilson’s  syndrome  and 
practically  no  remaining  kidney  function  be  dial- 
yzed? We  might  be  able  to  keep  such  a patient 
alive  for  a few  months — perhaps  as  long  as  a 
year.  A renal  homograft  might  even  be  consid- 
ered. But  if  he  has  an  end-stage  kidney  due  to 
diabetes,  other  complications,  such  as  blindness 
from  diabetic  retinopathy  or  a stroke  from  arteri- 
osclerosis, may  not  be  far  behind.  For  what  are 
we  saving  the  patient  and  at  what  sacrifice  to  his 
family  with  the  cost  of  chronic  dialysis  averaging 
$20,000  to  $30,000  a year? 

“An  argument  frequently  used  by  physicians 
who  oppose  the  practice  of  euthanasia  is  that  they 
do  not  wish  to  ‘play  God’,  but  are  we  not  indeed 
‘playing  God’  when  we  perform  an  organ  trans- 
plant? Approximately  7,000  people  die  in  the 
United  States  from  kidney  disease.  The  life  of  a 
significant  per  cent  of  these  patients  could  be 
prolonged  either  by  chronic  dialysis  or  a kidney 
homograft.  However,  because  of  lack  of  adequate 
facilities,  we  are  currently  able  to  perform  these 
procedures  for  about  1,000  patients.  Are  we  not 
‘playing  God’  when  we  choose  one  out  of  seven 
to  live?” 

In  an  individual  case,  who  decides  what 
is  extraordinary?  This  is  the  crucial  ques- 
tion. Following  the  lead  of  the  Council  of 
the  Medical  Society  of  the  State  of  New 
York,  the  House  of  Delegates  of  the  AMA 
adopted  the  following  statement  to  serve  as 
a guideline  for  physicians  confronted  with 
ethical  problems  related  to  euthanasia  and 
death  with  dignity:^ 

“The  intentional  termination  of  the  life  of  one 
human  being  by  another — mercy  killing — is  con- 
trary to  that  for  which  the  medical  profession 
stands  and  is  contrary  to  the  policy  of  the  Amer- 
ican Medical  Association. 

“The  cessation  of  the  employment  of  extra- 
ordinary means  to  prolong  the  life  of  the  body 
when  there  is  irrefutable  evidence  that  biological 
death  is  imminent  is  the  decision  of  the  patient 
and/or  his  immediate  family.  The  advice  and 
judgment  of  the  physician  should  be  freely  avail- 
able to  the  patient  and/or  his  immediate  family.” 

Those  involved  in  making  such  a decision 
include  the  physician  (who  usually  has  the 
most  influence) , the  patient,  the  patient’s 
family,  and  the  clergy.  Less  tangible  is  the 


influence  of  society  and  custom,  but  of  in- 
creasing importance  is  the  effect  of  legisla- 
tion. Statutes  directly  affecting  this  matter 
have  been  adopted  by  Kansas,  Maryland,  and 
proposed  in  Florida,  while  a jury  decision  in 
Virginia  significantly  concerned  the  defini- 
tion of  death. 

Are  we  justified  in  the  expenditure  of 
time  and  resources,  including  the  financial 
resources  of  the  patient  and  his  family,  in 
keeping  people  alive?  The  key  question  is, 
are  we  maintaining  life  with  some  chance 
of  achieving  resuscitation  and  restoration  of 
meaningful  existence,  or  merely  temporarily 
postponing  death  by  prolonging  the  act  of 
dying?  In  The  Story  of  My  Family  and  My 
Career,^  the  late  Dr.  Charles  W.  Mayo  of- 
fered this  opinion,  “A  doctor  cannot  act  as 
God,  nor  should  he  attempt  to  make  life  and 
death  decisions  on  his  own,  but  he  can  con- 
sult with  other  doctors  and  perhaps  with 
others,  clergymen  for  example,  in  order  to 
decide  that  the  time  has  come  to  discontinue 
intravenous  feeding  and  let  the  patient  go 
naturally.  I call  it  ‘masterful  inactivity’; 
when  the  patient  is  ‘alive’  only  to  the  degree 
that  he  breathes  and  has  a heartbeat  but  his 
brain  is  dead,  it  constitutes  a charitable  act.” 

Joseph  L.  Kovarik,  MD,  Denver 
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-^^FTER  THREE  WEEKS  of  studying  medical 


care  in  the  People’s 

Acu  puncture — 

AMA  Study 


Republic  of  China,  the 
American  Medical  As- 
sociation delegation 
emerged  with  high 
praise  for  certain  Chi- 
nese medical  accom- 


plishments and  a mixed  viewjxiint  toward 
acupuncture.  The  major  portion  of  the  state- 
ment of  the  delegation  follows. 

This  commentary  is  restricted  to  observations 
on  acupuncture  and  traditional  Chinese  medicine. 
It  does  not  deal  with  the  outstanding  work  being 
done  by  the  Chinese  in  replantation  of  severed 
arms,  legs,  hands,  feet,  fingers  and  toes.  It  does 
not  report  on  the  striking  accomplishments  in 
burn  management,  nor  upon  challenging  concepts 
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in  fracture  treatment.  Most  importantly,  it  does 
not  analyze  the  progress  made  by  the  Chinese  in 
the  eradication  of  venereal  disease  and  the  con- 
trol of  the  many  other  public  health  hazards  which 
were  a massive  national  disability  as  recently  as 
three  decades  ago.  These  extremely  important  ele- 
ments should  not  be  overshadowed  by  a strict 
focus  on  acupuncture.  They  will  be  discussed  in 
other  commentaries. 

Straightforward  evaluation  of  present  Chinese 
medical  practice  by  present  day  Western  scien- 
tific medical  standards  is  difficult  at  best.  Al- 
though “traditional  Chinese  medicine”  has,  in  the 
past,  been  officially  frowned  upon  by  the  Chinese 
imperial  medical  board,  and  was  banned  by  the 
Kuomintang  in  1929,  this  stand  has  been  reversed, 
practically  and  ideologically.  Chairman  Mao  has 
issued  a call  for  a combination  of  Western  and 
traditional  Chinese  medicine.  True  Western  scien- 
tific medicine  is  no  longer  being  taught  in  the 
abridged  curriculum  of  the  new  medical  schools, 
and  there  is  little  effort  to  evaluate  the  newly 
authorized  blend  of  therapeutic  technics  and 
materials  by  strictly  Western  standards.  The  scien- 
tist is  likely  to  be  frustrated  by  the  Chinese  as- 
sertion that  treatment  is  not  directed  at  the  dis- 
ease; it  is  directed  at  the  patient.  . . . 

Therapeutic  acupuncture,  of  course,  is  thou- 
sands of  years  old.  Today  there  is  a bewildering 
lack  of  uniformity  in  acupuncture  practice.  In  the 
schools  of  medicine  there  are  acknowledged  acu- 
puncturists, but  essentially  all  of  the  1.2  million 
“barefoot  doctors”  also  use  acupuncture  and  teach 
worker,  peasant,  and  soldier  families  to  use  it  on 
one  another.  There  is  no  possibility  of  measuring 
competence  in  acupuncture.  Our  observations 
would  suggest  that  with  that  preponderance  of 
self-limited  patient  problems  which  will  generally 
respond  to  all  manner  of  substitutes  for  scientific 
medical  care,  acupuncture  and  traditional  med- 
ical measures  will  be  equally  successful.  Recog- 
nizing that  much  of  our  modern  pharmacopoeia 
has  derived  from  past  empiricism,  it  seems  highly 
unlikely  that  traditional  Chinese  medicine  may 
contribute  additional  therapeutic  agents  of  im- 
portance. Evaluation  should  be  encouraged  under 
controlled  circumstances.  There  is  an  undoubted 
advantage  when  traditional  Chinese  medicine  is 
used  in  a population  steeped  in  these  traditions, 
ideologically  saturated  with  them,  and  inherently 
confident  in  them.  The  virtues  of  traditional 
Chinese  medicine  would  appear  to  be  exportable 
to  a very  limited  degree. 

Acupuncture  anesthesia  is  misnamed.  Not  even 
the  Chinese  represent  it  to  be  anesthesia.  It  is 
more  properly  analgesia,  or  still  more  accurately 
“hypalgesia” — a reduced  perception  of  pain.  It  is 
used  in  only  a small  percentage  of  total  surgical 
cases  by  the  Chinese — perhaps  as  much  as  15  per 
cent  of  all  major  surgery.  In  many  types  of  sur- 
gery it  is  not  used  except  experimentally.  It  is 


coupled  with  standard  agencies  of  Western  medi- 
cine, such  as  the  pre-operative  sedatives  and  nar- 
cotics, and  infiltration  of  local  anesthetic  agents 
into  lines  of  incision  or  critical  areas  such  as  the 
bronchi  prior  to  transection.  Ideally,  acupuncture 
analgesia  involves  a period  of  patient  pre-condi- 
tioning by  the  anesthetist.  This  has  been  likened 
to  hypnosis  but  it  should  probably  not  be  con- 
fused with  that  still  incompletely  understood 
modality  for  pain  control. 

Some  patients  tolerate  major  surgery  exceed- 
ingly well  under  acupuncture,  alone  or  with  min- 
imal adjuvant  measures.  Many  other  patients 
manifest  significant  discomfort.  There  is,  in  gen- 
eral, little  muscle  relaxation.  For  a substantial 
number  of  patients  the  technique  will  not  work. 
. . . One  element  of  Chinese  enthusiasm  for  acu- 
puncture analgesia  is  the  absence  or  minimal  oc- 
currence of  complications  such  as  cardiac  arrest, 
vomiting  with  aspiration,  or  post-operative  ileus. 
Although  authenticating  statistical  information  is 
not  readily  available  this  invites  serious  attention 
and  further  investigation. 


CONCLUSIONS:  1.  It  is  the  uniform  opinion 
of  the  delegation  that  acupuncture  analgesia  merits 
controlled  experimental  study.  There  is  a need  for 
continuing  efforts  to  understand  the  nature  of  the 
acupuncture  effect.  Clinical  studies  of  the  applica- 
bility of  acupuncture  are  undoubtedly  in  order 
and  may  perhaps  best  be  carried  out  through  co- 
operative ventures  between  accomplished  Chinese 
practitioners  of  the  art  and  licensed  American 
physicians,  dentists  and  research  scientists. 

2.  It  is  the  conviction  of  the  delegation  that 
acupuncture  therapy  should  be  regarded  as  the 
practice  of  medicine  in  an  experimental  phase, 
permissible  only  in  qualified  investigational  set- 
tings. Every  effort  should  be  made  to  guard 
against  the  conversion  of  acupuncture  into  a new 
kind  of  quackery  in  the  Western  world.  In  China, 
acupuncture  is  not  practiced  for  money.  In  our 
Western  society,  it  should  not  become  a technique 
for  exploitation  of  the  public. 

The  delegation  was  headed  by  AMA  President  Malcolm 
C.  Todd,  and  included  Jay  M.  Arena,  chairman  of 
the  AMA’s  Interspecialty  Council  and  past  president  of 
the  American  Academy  of  Pediatrics;  John  M.  Chenault, 
past  member  of  the  AMA  Board  of  Trustees;  John  S. 
Cowan,  director  of  the  AMA’s  Department  of  International 
Medicine;  Charles  A.  Hoffman,  AMA  past  president; 
Marion  T.  Jenkins,  past  president,  American  Society  of 
Anesthesiologists  and  alternate  member  of  the  Inter- 
specialty Council;  Richard  E.  Palmer,  chairman  of  the 
AMA  Board:  Russell  B.  Roth,  immediate  past  president 
of  the  AMA;  James  H.  Sammons,  AMA  executive  vice 
president-designate:  Kenneth  C.  Sawyer,  member  of  the 
Board  of  Trustees;  Claude  E.  Welch,  president  of  Amer- 
ican College  of  Surgeons  and  vice  chairman  of  the  Inter- 
specialty Council;  Donald  E.  Wood,  past  member  of  the 
Board;  Mrs.  Jules  Lederer,  who  is  Ann  Landers,  syndi- 
cated columnist;  Mrs.  Roth;  Mrs.  Hoffman:  and  Joe  D. 
Miller,  AMA  assistant  executive  vice-president.  The  visit 
of  the  delegation  was  from  July  9 to  July  30,  1974. 

We  are  grateful  to  Kenneth  C.  Sawyer,  MD,  of  Denver, 
a member  of  the  delegation,  for  submitting  this  report 
to  our  Journal. 
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ARTICLES 


Epilepsy  revisited 


James  A.  Lewis,  MD,  Denver* 


Epilepsy  is  a common  and  important 
neurologic  disorder.  There  are  recent 
advances  in  seizure  classification,  diagnosis 
and  treatment,  including  several  new 
drugs,  as  tcell  as  several  radically 
neiv  therapeutic  methods. 


Epilepsy  is  one  of  the  most  commonly  en- 
countered neurologic  disorders.  Although 
true  prevalence  is  unknown,  several  epi- 
demiologic studies  have  suggested  0.5  per 
cent  of  the  population  as  a minimum  esti- 
mate. A recent  publication  by  the  National 
Institutes  of  Neurological  Diseases  and 
Stroke  has  placed  it  close  to  2 per  cent,  and 
one  British  study  suggest  up  to  5 per  cent 
of  people  may  have  seizures  at  some  time  in 
their  life,  even  though  they  may  not  be- 
come epileptic.  The  minimum  estimate  of 
prevalence  would  indicate  that  there  are  as 
many  patients  with  epilepsy  in  the  popula- 
tion as  those  with  strokes;  the  NINDS  figure 
would  give  us  four  times  as  many  epileptics. 
This  high  prevalence,  coupled  with  the  facts 
that  epilepsy  begins  most  commonly  in 
younger  patients,  and  markedly  alters  their 
employment  potential,  makes  it  a major  eco- 
nomic burden  to  society.  The  Epilepsy  Foun- 
dation of  America  calculates  that  in  1972 
epilepsy  cost  us  over  four  billion  dollars. 

These  figures  on  prevalence  and  economic 
impact  highlight  the  need  for  physicians  in 
virtually  every  area  of  medicine  to  remain 
familiar  with  current  concepts  and  practice 
in  epilepsy. 

•Dr.  Lewis  is  Assistant  Professor  of  Neurology,  University 
of  Colorado  Medical  Center,  Denver. 


Definition 

Epilepsy  is  not  a disease,  but  a symptom 
of  many  different  disorders  of  the  brain.  The 
multitude  of  causes,  wide  variety  of  clinical 
presentations,  and  diverse  patterns  of  nat- 
ural history  have  led  many  neurologists  to 
talk  of  the  epilepsies,  rather  than  a single 
entity  called  epilepsy.  Some  neurologists 
would  prefer  to  discard  the  term  epilepsy  al- 
together, and  consider  each  seizure  patient 
individually,  to  avoid  the  stigma  associated 
with  the  name.  Since  the  epilepsies  share 
many  common  features,  particularly  in  ther- 
apy, it  is  convenient  to  give  them  a single 
label.  Epilepsy  is  a clinical  disorder  charac- 
terized by  chronic  and  recurrent  seizures. 

Like  a dehydrated  camping  dinner,  this 
definition  has  to  be  expanded  to  become 
palatable.  A seizure  is  an  episode  of  involun- 
tary behavior  caused  by  explosive  over- 
activity in  some  population  of  neurones.  It 
is  distinguished  from  other  episodic  be- 
havioral disorders  such  as  infantile  breath- 
holding spells,  migrainous  confusion  or  hy- 
poglycemic mania  by  the  absence,  in  these 
other  states,  of  a causally  associated,  over- 
active  neuronal  substrate.  Epilepsy  is  chronic 
and  recurrent.  One  or  a few  seizures  precip- 
itated by  special  stresses  such  as  high  fever 
in  infancy,  or  alcohol  withdrawal  in  adults, 
are  not  sufficient  to  establish  the  diagnosis. 
It  is  implicit  in  this  part  of  the  definition 
that  a patient  with  epilepsy  who  has  just  had 
a seizure  has  experienced  similar  episodes 
before,  and  will  have  them  again,  so  that 
hospitalization  is  often  not  necessary  after 
a single,  typical  seizure.  Finally,  the  epilep- 
sies are  clinical  entities.  The  diagnosis  is  es- 
tablished on  the  basis  of  problems  and  com- 
plaints, not  laboratory  tests.  Between  one 
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and  ten  per  cent  of  a clinically  non-epileptic 
population  can  have  “epileptiform”  electro- 
encephalograms, while  up  to  17  per  cent  of 
unquestionably  epileptic  patients  may  fail 
to  demonstrate  such  EEG  abnormalities  on 
routine  recording. 

Classification 

Having  defined  the  population  of  patients 
with  epilepsy,  how  can  we  classify  them  into 
different  types?  The  details  of  this  problem 
are  of  interest  only  to  the  specialist,  but 
some  of  the  broader  aspects  are  important, 
since  they  influence  our  ability  to  communi- 
cate about  the  disorder,  and  even  how  we 
think  about  various  patients.  One  of  the  old- 
est classification  schemes  is  etiologic.  In  this 
system,  seizures  are  either  symptomatic  of  a 
known  lesion,  such  as  trauma  or  a tumor,  or 
idiopathic,  if  the  cause  is  unknown.  This 
classification  is  unsatisfactory  inasmuch  as 
all  seizures  are  ultimately  a symptom  of 
some  more  basic  disorder.  However,  since 
the  underlying  cause  is  usually  not  known 
the  great  majority  of  seizures  would  have 
to  be  classified  as  idiopathic. 

The  system  most  often  taught  in  medical 
school  is  by  major  symptom  type.  This  gives 
such  familiar  groupings  as  grand  mal  without 
aura,  grand  mal  with  aura,  Jacksonian 
march,  absence  attacks,  psychomotor  seiz- 
ures, etc.  Despite  the  weight  of  tradition  be- 
hind it,  this  method  is  not  wholly  satisfac- 
tory. The  main  difficulty  is  that  very  differ- 
ent pathologic  processes  may  present  with 
apparently  identical  symptomatic  seizures. 
For  example,  a child  with  episodes  of  brief 
behavioral  arrest  and  psychic  absence  might 
have  a relatively  benign  disorder  character- 
ized by  an  otherwise  normal  neurologic  sta- 
tus, a strong  family  history  for  seizures,  a 
good  response  to  drugs,  and  a 50-50  chance  of 
outgrowing  the  disorder  in  late  adolescence; 
or  he  might  have  a progressive  neoplasm  of 
the  temporal  lobe.  Conversely,  the  same 
lesion,  such  as  a focal  scar  in  the  frontal  lobe, 
might  present  as  warningless  grand  mal  in 
one  patient,  and  adversive  postural  seizures 
in  another. 

The  International  Classifications  of  Ep- 
ileptic Seizures’’-  is  a relatively  new  system 
combining  a pathophysiologic  and  sympto- 
matic approach  to  the  classification  of  seizure 


types.  The  epilepsies  are  then  simply  the 
various  clinical  combinations  of  different 
seizure  types.  Seizures  are  considered  gen- 
eralized if  they  arise  in  the  cortex  or  brain 
as  a whole.  These  seizures  show  very  diffuse 
signs  or  symptoms  without  any  experience 
of  preliminary  warning.  They  include  tonic- 
clonic  convulsions  (grand  mal) , absence  at- 
tacks (petit  mal),  infantile  spasms,  myo- 
clonic seizures  and  other  rarer  forms.  Seiz- 
ures are  considered  partial  if  they  arise  from 
a more  restricted  focus,  usually  within  one 
hemisphere.  These  seizures  can  be  further 
subdivided  into  those  with  relatively  simple 
symptomatology,  such  as  adversive  seizures 
from  a mesiofrontal  focus,  or  Jacksonian 
seizures;  and  seizures  with  complex  symp- 
toms. Complex  partial  seizures  arise  from  a 
focus  in  the  limbic  system.  Most  typically 
this  is  in  the  temporal  lobe,  although  other 
regions  such  as  the  orbitofrontal  or  cingulate 
cortex,  can  be  involved.  These  seizures  in- 
clude what  have  been  called  pyschomotor  au- 
tomatisms in  older  nomenclature. 

Any  partial  seizure  can  masquerade  as  a 
grand  mal  attack  if  the  epileptiform  activ- 
ity spreads  from  the  initiating  focus  so  rap- 
idly that  no  subjective  or  objective  events 
are  experienced.  Partial  seizures  can  also  be 
mistaken  for  generalized  seizures  if  the  focus 
is  in  a relatively  silent  area  of  the  brain,  or 
if  amnesia  for  a purely  subjective  symptom 
follows  the  secondary,  generalized  attack. 

Lennox-Gastaut  Syndrome,  a newly  rec- 
ognized member  of  the  generalized  epilep- 
sies, deserves  special  mention.  It  represents 
a group  of  patients  called  by  a variety  of 
names  in  the  past,  including  atypical  petit 
mal,  petit  mal  variant,  epileptic  encephalop- 
athy, etc.  The  patients  manifest  absence  at- 
tacks and  major  seizures,  but  both  are  atyp- 
ical in  that  the  absences  tend  to  be  more 
prolonged  and  less  complete  than  in  petit 
mal,  while  the  major  seizures  are  more  often 
tonic  than  tonic-clonic.  The  EEG  abnormal- 
ities are  superficially  similar  to  patients  with 
petit  mal.  The  EEG  in  Lennox-Gastaut  con- 
tains diffuse  spike-wave  activity,  but  it  is 
slower  in  frequency  than  the  3 Hz.  pattern 
of  petit  mal.  It  is  also  much  more  disorgan- 
ized than  the  regular,  bilaterally  symmetri- 
cal paroxysms  of  petit  mal.  The  patients  have 
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a high  incidence  of  associated  neurologic  ab- 
normalities, while  petit  mal  patients  have  a 
low  incidence.  The  Lennox-Gastaut  syndrome 
often  appears  following  head  injury,  severe 
intracranial  infections,  or  in  metabolic  dis- 
orders such  as  an  amino-aciduria.  Petit  mal 
is  always  “idiopathic”.  The  Lennox-Gastaut 
patient  has  a poor  prognosis.  Response  to 
drugs  is  poor  and  the  general  course  is  down- 
hilU 

Diagnosis 

The  history,  obtained  from  both  the  pa- 
tient and  observers,  establishes  ninety  per 
cent  of  the  diagnoses  of  epilepsy.  An  abnor- 
mal EEG  confirms  the  diagnosis,  and  helps 
to  classify  the  seizure  type.  As  already  noted, 
however,  the  EEG  alone  is  inadequate  to  es- 
tablish the  diagnosis,  and  a normal  record 
generally  should  not  rule  it  out.  The  excep- 
tion to  this  is  the  record  obtained  during  an 
attack  of  typical  generalized  epilepsy;  in  this 
case,  the  record  will  almost  invariably  show 
a diagnostic  EEG  pattern.  During  partial 
seizures  routine  scalp  recordings  can  occas- 
ionally remain  normal,  even  in  the  patient 
with  complex  behavioral  symptoms. 

Despite  these  occasional  exceptions,  the 
high  incidence  of  diagnostic  abnormalities 
obtained  during  an  attack  has  led  to  the  use 
of  EEG  activation  technics.  In  the  past,  rather 
vigorous  attempts  to  “activate”  an  abnormal- 
ity have  been  made  including  water-loading 
or  insulin-induced  hypoglycemia.  Currently, 
the  most  useful  method  appears  to  be  nat- 
ural sleep  following  a night  of  sleep  depriva- 
tion. Convulsant  drugs  are  rarely  useful  ex- 
cept in  highly  selected  and  specific  situations. 
Special  electrode  placements,  such  as  in  the 
nasopharynx,  may  be  of  value.  Special  tech- 
niques, such  as  computer  analysis  of  back- 
ground EEG  activity  or  paroxysmal  patterns, 
and  electronic  averaging  of  sensory-evoked 
potentials,  have  promise  for  diagnostic  use, 
but  as  yet  are  neither  widely  available  nor 
fully  developed. 

Other  procedures,  such  as  lumbar  punc- 
ture, x-ray  studies  or  brain  scan,  help  define 
the  etiology  of  a seizure,  but  cannot  make 
the  diagnosis  of  epilepsy. 


Drag  Treatment 

There  are  13  primary  anticonvulsant 
drugs  on  the  market  at  the  current  time,  as 
well  as  a score  of  drugs  that  may  be  useful 
adjuncts  in  treating  some  patients.  The  abil- 
ity to  measure  blood  levels  of  most  of  these 
drugs  and  their  metabolites  with  gas-liquid 
chromatography  has  led  to  the  realization 
that  a major  reason  for  failure  of  response 
to  an  appropriate  drug  is  failure  to  achieve 
an  adequate  blood  level.  This  is  usually  due 
to  failure  of  the  patient  to  comply  with  his 
medication  schedule,  although  absorption 
problems  or  metabolic  anomalies  may  be 
found  in  some  cases. 

As  a simple  rule  of  thumb,  partial  or  gen- 
eralized convulsive  seizures  are  most  likely 
to  respond  to  diphenylhydantoin  in  combina- 
tion with  phenobarbital  or  primidone.  Seiz- 
ures are  rarely  controlled  With  blood  di- 
phenylhydantoin levels  below  1.0  mg.%; 
symptoms  of  intoxication  do  not  appear 
below  2.0  mg.%,  and  are  rare  below 

3.0  mg.%.  Phenobarbital  is  generally  not  ef- 
fective below  a blood  level  of  2.0  mg.%,  and 
3.0  mg.%  is  the  upper  therapeutic  limit 
usually  given,  although  symptoms  are  un- 
likely below  4.0  mg.%.  Since  primidone  is 
converted  primarily  to  phenobarbital  in  the 
body,  it  can  be  monitored  from  the  pheno- 
barbital level  alone,  which  has  a slightly 
higher  range  (3.0  - 4.0  mg.%)  with  effective 
levels  of  primidone  than  equivalent  doses  of 
phenobarbital.  Primidone  does  have  anti- 
convulsant properties  which  are  separate 
from  phenobarbital,  and  on  the  basis  of  un- 
controlled clinical  impression,  may  be  more 
effective  than  phenobarbital  in  partial  seiz- 
ures with  complex  symptoms. 

Classical  petit  mal  responds  to  adequate 
doses  of  ethosuximide  in  eighty  per  cent  of 
patients.  Adequate  oral  doses  produce  blood 
levels  of  4.0  - 8.0  mg.%.  Initial  response  to 
acetazolamide  is  also  good,  but  patients  fre- 
quently escape  from  control  with  this  drug. 
Trimethadione  is  generally  not  as  effective  as 
ethosuximide,  but  may  be  useful  in  patients 
who  fail  to  respond  to  the  drug  of  choice,  or 
who  cannot  tolerate  it.  Trimethadione  is 
quickly  metabolized  to  dimethadione,  which 
accumulates  at  rather  high  blood  levels,  but 
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TABLE  \ 

COMMON  ANTICONVULSANT  DRUGS 
Drug  Group  Members*  Use 

Hydantoins  Dilantin  Ail  convulsive 

(Oi phenyl hyd-  seizures;  may 
antoin)  help  in  complex 

Mesantoin  partial  seizures 

(Mephenytoi n) 

Peganone 

(Ethotoin) 


Barbiturates  Phenobarb i ta 1 As  above.  (Mebaral 
Mysoline  may  be  useful  in 

(Primidone)  Petit  Mai;  Mysoline 

Mebaral  used  in  complex  partial 

(Mephobarb i ta 1 ) seizures) 

Gemon i 1 
(Metharb i ta 1 ) 


Succinamides  Zarontin  Petit  Hal  absence 

(Ethosuximide)  (Celontin  may  work 
Milontin  in  complex  partial 

(Phensuximi de)  attacks) 

Celontin 

(Methsuximide) 

Diones  Tridione  Petit  Mai  absence 

(T  r i methad i one) 

Parad i one 
(Paramethad ione) 


Sulfonamides  Diamox 

(Ace tazol ami de)  Petit  Mai  absence 

benzod i azap i nes  Valium  Status  Epilepticus 


Acetylureas  Phenurone  All  se i zures ; (note  : 

(Phenacemi de)  significant  toxicity 
reported) 


‘Listed  in  order  of  frequency  of  usage. 


correlation  of  these  levels  with  clinical  effect 
is  not  available. 

Determination  of  drug  blood-levels  has 
shown  that  our  medication  regimens  are 
often  unnecessarily  complex.  In  general, 
drugs  are  effective  as  long  as  they  maintain 
an  adequate  serum  concentration.  The  time 
it  takes  for  a drug  to  drop  by  fifty  per  cent 
of  its  initial  concentration  is  called  its  half- 
life.  The  half-life  of  dilantin  and  phenobarbi- 
tal  are  so  long  that  clinically  significant  fluc- 
tuations in  blood-level  do  not  occur  in  most 
patients  when  these  drugs  are  given  in  a sin- 
gle daily  dose.  This  prevents  the  forgetfulness 
(or  embarrassment)  likely  to  be  associated 
with  use  of  medications  during  work  or 
school  hours.  The  half-life  of  primidone  is 
quite  short,  necessitating  that  it  be  taken  at 
intervals  throughout  the  day.  Zarontin  has  a 
long  half-life,  but  in  capsule  form  is  irritating 
to  the  gut,  so  that  minor  side  effects  such  as 
nausea  prevent  its  being  given  in  a single 
oral  dose  in  most  cases.  This  may  change 
now  that  an  elixir  form  is  available. 


Another  use  of  gas-liquid  chromatography 
is  evaluation  of  the  patient  with  symptoms 
of  intoxication.  Most  patients  with  epilepsy 
take  more  than  one  anticonvulsant,  and  signs 
of  drug  overdose  are  virtually  identical  for 
the  standard  anticonvulsants.  Determination 
of  blood  levels  in  the  patient  with  suspected 
intoxication  can  pick  the  offending  agent  out 
of  the  crowd,  making  it  unnecessary  to  stop 
all  the  drugs  and  to  risk  an  episode  of  status 
epilepticus. 

Two  new  medications  presently  are  under 
consideration  for  approval  as  anticonvulsants 
by  the  FDA.  Clonazepam  is  a benzodiazepine. 
It  appears  to  be  effective  in  a wide  variety 
of  seizures,  particularly  the  generalized  ones 
other  than  grand  mal.  It  is  a safe  drug,  but 
quite  sedating.  When  starting  patients  on 
clonazepam,  it  is  often  necessary  to  cut  bar- 
biturate doses  by  half  or  more.  The  addition 
of  a stimulant  during  the  initial  phase  of 
treatment  can  also  be  helpful.  Adequate  data 
on  blood  levels  is  not  available.  Carbamaze- 
pine  appears  to  be  extremely  effective  in 
partial  seizures  with  complex  symptoms,  and 
in  Europe  it  is  generally  regarded  as  the  first 
therapeutic  choice  for  this  seizure.  Minor 
side  effects  such  as  ataxia  are  common;  seri- 
ous complications,  while  rare,  have  been  re- 
ported. Liver  function  tests  and  complete 
blood  counts,  including  platelets  should  be 
obtained  frequently  in  the  early  months  of 
therapy.  Blood  levels  are  generally  in  the 
0.6  - 0.9  mg.%  range,  but  do  not  appear  to 
correlate  well  with  control  of  seizures. 


Other  Therapies 

Ablation  of  the  focus  responsible  for  par- 
tial seizures  can  be  considered  in  some  pa- 
tients. Generally  they  are  those  who  have 
been  refractory  to  standard  drugs  at  effec- 
tive blood  levels  and  who  have  received  ade- 
quate trials  on  less  standard  therapeutic 
agents  such  as  phenacemide.  Surgery  is  con- 
sidered only  when  the  seizures  are  inca- 
pacitating, when  removal  of  the  focus  will 
not  leave  other  unacceptable  symptoms  and 
when  the  patient  has  good  potential  for  re- 
habilitation."* Virtually  complete  control  re- 
sults in  thirty  per  cent  of  such  patients,  and 
improvement  in  another  thirty  per  cent. 
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Interruption  of  pathways  of  spread  by 
stereotactic  lesions  in  partial  or  generalized 
seizures  is  still  an  experimental  technic. 
Cerebellar  stimulation  through  chronically 
implanted  electrodes  is  another  experimen- 
tal approach  arousing  considerable  interest. 
The  electrodes  are  placed  over  fairly  large 
areas  of  the  cerebellar  cortex  through  a pos- 
terior craniotomy;  they  are  then  driven  in  a 
specific  pattern  by  transcutaneous  stimula- 
tion of  an  antenna  implanted  under  the  skin. 
Good  to  excellent  results  are  reported,  al- 
though less  than  a dozen  patients  have  been 
operated,  and  followup  is  short. 

The  use  of  EEG  biofeedback  has  led  to  an 
even  more  innovative  treatment  of  epilepsy. 
Sterman,  in  a classic  example  of  serendipity, 
noted  that  cats  trained  to  produce  a specific 
EEG  pattern  he  called  the  SMR  (sensory- 
motor  rhythm)  became  unusually  resistant 
to  an  experimental  convulsant  drug.  He  was 
subsequently  able  to  prove  that  this  pattern, 
previously  unrecognized  in  man,  was  in  fact 
present  in  the  human  EEG.  When  human 
subjects  were  rewarded  for  producing  the 
SMR,  it  gradually  increased  in  abundance. 
When  this  procedure  was  used  in  a small 
group  of  epileptic  patients,  seizure  frequency 
declined  remarkably.  When  training  was  in- 
terrupted in  several  patients,  there  was  a 
clear  rebound  in  seizure  activity,  similar  to 
that  seen  when  effective  anticonvulsant 
drugs  are  abruptly  discontinued.  Several 
labs  are  now  attempting  to  confirm  these 
results. 

At  present,  SMR-biofeedback,  even  if  in- 
dependently confirmed,  does  not  appear  to 
be  a practical  alternative  to  drug  therapy  in 
most  patients.  It  requires  a complex  labora- 


tory facility  and  staff  to  be  dedicated  for 
many  hours  each  week  to  individual  patients, 
and  requires  a large  amount  of  the  patient’s 
time.  It  may  be  useful  in  patients  who  are 
intractable  to  all  pharmacologic  avenues  of 
treatment,  or  who  have  developed  sensitiv- 
ities to  their  drugs.  Further  development  of 
the  method  may  increase  its  practicality 
(e.g.,  by  making  home-training  possible). 
Even  if  it  does  not  become  a standard  form 
of  therapy,  it  opens  fascinating  doors  to 
deeper  understanding  of  brain  function,  and 
confirms  the  intuition  of  Lennox  and  Gibbs 
who  said  in  1939:  “Perhaps  some  day  the 
mind  of  the  epileptic  may  learn  to  help  his 
brain.” 

Summary 

The  epilepsies  comprise  a group  of  very 
common  neurologic  disorders  with  profound 
economic  impact  on  the  whole  society.  They 
can  be  defined  as  clinical  entities  character- 
ized by  chronic  and  recurrent  seizures.  Seiz- 
ures are  divided  by  modern  classification 
into  two  major  groups:  generalized  seizures, 
arising  from  the  brain  as  a whole,  and  par- 
tial seizures  arising  in  a more  limited  pop- 
ulation of  neurones.  Diagnosis  remains  pri- 
marily clinical;  EEG  techniques  have  not 
shown  significant  recent  evolution.  Effective 
use  of  traditional  drugs  has  been  improved 
by  blood-level  determinations  which  help 
establish  patient  compliance  or  the  presence 
of  unusual  metabolic  states.  Once-daily  dos- 
age of  dilantin  and  phenobarbital  has  been 
established  as  adequate  for  most  patients. 
New  anticonvulsants  are  in  the  wings,  as 
well  as  various  experimental  non-pharma- 
cologic  procedures.  • 
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Intrathyroidal  defects  in 
thyroid  hormone  synthesis* 

Use  of  radionuclides  in  diagnosis 


Fred  D.  Hofeldt,  MD,  William  T.  Dobbins,  MD,  Marshall  B.  Block,  MD, 
Edward  G.  Lufkin,  MD,  and  Thomas  A.  Verdon,  MD,  Denver 


A rational  and  practical  approach  to  the 
evaluation  of  thyroid  goiter  due  to 
congenital  or  acquired  disease  states  is 
presented,  using  readily  available 
laboratory  tests  and  radionuclide  procedures 
to  identify  specific  defects  in  thyroid 
hormone  synthesis. 


Not  infrequently,  the  practicing  physician 
is  confronted  with  a patient  with  a diffuse, 
nontoxic  goiter.  Varying  degrees  of  hypo- 
thyroidism may  be  associated  with  this 
condition.  Conventional  tests  of  laboratory 
function  frequently  will  confirm  the  hypo- 
thyroidism, and  the  patient  is  placed  on  med- 
ication without  further  diagnostic  studies. 
If,  however,  the  patient  presents  with  a 
euthyroid  state,  subsequent  diagnostic  studies 
and  therapy  for  the  goiter  may  vary  consid- 
erably among  physicians.  The  goiterous  con- 
dition may  reflect  inefficient  thyroid  hor- 
mone synthesis  because  of  an  underlying 
inherited  or  acquired  enzymatic  defect  in 
thyroid  hormonogenesis.  These  enzymatic 
defects*  include  a TSH  resistance  state;  ab- 
normalities in  trapping,  organification,  cou- 

*From the  Endocrine  Service,  Department  of  Medicine, 
Fitzsimons  Army  Medical  Center,  Denver,  Colorado  80240, 
and  Children's  Hospital,  Denver,  Colorado. 

The  opinions  or  assertions  contained  herein  are  the  pri- 
vate views  of  the  author(s)  and  are  not  to  be  construed 
as  official  or  as  reflecting  the  views  of  the  Department 
of  the  Army  or  of  the  Department  of  Defense. 

Presented  at  the  Regional  American  College  of  Physi- 
cians meeting,  Colorado  Springs,  12  January  1974. 


pling,  deiodination,  and  proteolysis;  or  a 
peripheral  cellular  resistance  to  circulating 
thyroid  hormone.  We  report  in  detail  the  re- 
sults of  specific  thyroid  studies  performed  in 
a family  with  varying  degrees  of  goiterous 
hypothyroidism.  The  results  of  the  evalua- 
tion exclude  the  possibility  of  familial  goiter 
and  are  consistent  with  acquired  lymphocy- 
tic thyroiditis  in  these  family  members. 

CASE  REPORT 

A 19-year-old  nursing  student,  Jean,  presented 
at  Fitzsimons  Army  Medical  Center  (FAMC)  with 
a hypometabolic  state  associated  with  a goiter  of 
unknown  duration.  She  had  been  to  her  private 
physician  at  age  14  with  weight  gain  and  irregular 
periods.  At  that  time,  a low  BMR  was  obtained, 
and  she  was  placed  on  thyroid  hormone.  At  the 
time  of  her  evaluation  at  FAMC,  she  had  been 
off  thyroid  hormone  for  the  previous  four  months 
and  was  complaining  of  irregular  periods,  fatigue, 
dry  skin  and  cold  intolerance.  She  had  become 
aware  of  an  enlarging  thyroid  gland.  Her  past 
medical  history  was  noncontributory.  Her  family 
history  revealed  a sister,  age  11,  with  diabetes 
mellitus  and  goiterous  hypothyroidism.  A sister, 
age  14,  also  had  a goiter.  There  was  a family  his- 
tory of  a maternal  great  aunt  and  a maternal 
grandmother  with  goiter.  The  mother  had  been 
treated  for  “low  thyroid”  at  age  9 to  11  years,  but 
was  off  thyroid  medication  at  the  present  time 
and  clinically  appeared  to  be  euthyroid.  General 
physical  examination  was  unremarkable  except 
for  the  thyroid  gland  which  was  diffusely  en- 
larged, smooth  and  soft  in  texture;  it  approx- 
imated 50  grams  in  size.  The  patient  had  dry  skin 
and  slow  reflexes.  Laboratory  data  are  presented 
in  Table  1. 
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Fig.  1.  Radioactive  iodine  scans  in  patient  Jean, 
(a)  scan  (86  fj,Ci  dose)  Scan  shows  decreased 
uptake  with  irregular  labeling  of  the  ill-defined 
gland. 

The  sister,  Susan,  was  evaluated  as  to  her 
thyroid  function  as  part  of  a familial  evaluation 
for  thyroid  goiter.  She  was  an  11 -year-old  stu- 
dent. Her  past  medical  history  revealed  diabetes 
mellitus  which  presented  with  ketoacidosis  in 
January  1970.  She  had  subsequently  required 
parenteral  insulin  therapy  for  regulation.  A 
goiter  was  noted  during  that  hospitalization 
which  was  evaluated  in  August  1970  when  the 
patient  presented  with  symptoms  of  mild  hypo- 
thyroidism. At  that  time,  her  PBI  was  4.1  ^g/100 
ml  and  a Col  T4  was  2.0  ^g/100  ml.  She  was 
treated  with  Synthroid,  0.2  mg  per  day.  Her  past 
medical  history  was  otherwise  unremarkable.  On 
physical  examination,  she  had  a 25  gram  thyroid 
gland  which  was  firm,  smooth,  and  the  left  lobe 
was  larger  than  the  right.  Prior  to  the  evaluation 
of  her  thyroid  status,  she  was  taken  off  thyroid 
hormone  for  six  weeks  and  was  clinically  hypo- 
thyroid at  the  time  of  the  evaluation.  Laboratory 
studies  were  obtained  at  that  time  and  are  pre- 
sented in  Table  2. 

TABLE  1 

LABORATORY  DATA  OF  PATIENT  JEAN 


May 

May 

Normal 

1972 

1973 

Values 

ART 

480 

420 

280-360  m sec 

THAT 

Neg 

Neg 

<1:2,500 

Cholesterol 

155 

200 

150-300  mg/100  ml 

Resin  T3 

24 

20 

25-35% 

Col  T4 

0.6 

0.5 

2. 8-6. 4 mg/100  ml 

TI 

0.14 

0.10 

.7-2.2 

Free  T4 

0.2 

0.3 

1-2.3  jjmg/100  ml 

PBI 

2.3 

1.1 

4-8  jjg/100  ml 

CPB  T4 

0.5 

0.6 

3-7  ijg/100  ml 

TSH 

366 

210 

<12  jjU/ml 

LATS 

jl31 

Neg 

jl23 

jl31 

RAI  4-hour 

2.3 

4.0 

3-15% 

24-hour 

2.0 

3.0 

6-30% 

ll31 

Tc99m 

I 131  tc99^ 

Salivary  2 hour 

11.7 

7.1 

30  24.5 

/Plasma  4 hour 

13.9 

7.9 

32 

Perchlorate 

Discharge 

0% 

<5% 

PB1I3I 

0.026 

to.l5%/L 

(b)  7^23  scan  (296  jxCi  dose)  The  thyroid  gland  is 
enlarged.  There  is  irregular  labeling  and  better 
delineation  of  thyroid  tissue. 


The  14-year-old  sister,  Janice,  a “B”  high 
school  student,  was  also  evaluated  as  a family 
member.  She  had  a goiter  of  unknown  duration 
of  which  she  was  aware  only  recently  because  of 
the  studies  being  conducted  among  the  family.  She 
appeared  to  be  euthyroid  except  for  the  complaint 
of  some  mild  fatigue.  She  had  good  exercise  tol- 
erance, and  specifically,  denied  cold  intolerance, 
constipation,  or  change  in  skin  texture.  Examina- 
tion showed  a thyroid  gland  that  was  approx- 
imately 50  grams  in  size,  smooth,  symmetrical  and 
soft  in  texture.  She  had  hyperkeratoses  of  both 
elbows.  Laboratory  tests  are  reported  in  Table  2. 

The  mother  was  asymptomatic  as  to  under- 
lying thyroid  disease,  had  a normal  sized  thy- 
roid gland,  and  clinically  appeared  to  be  euthyroid. 
Her  laboratory  data  are  presented  in  Table  2. 

RESULTS:  Patient,  Jean,  was  evaluated  on 
two  different  occasions  while  off  thyroid  hor- 
mone, one  year  apart,  in  May  1972  and  May  1973 
(Table  1).  It  can  be  seen  that  she  had  evidence  of 
hypothyroidism  on  both  occasions  as  manifested 
by  prolonged  Achilles  relaxation  time  (ART)  and 
low  thyroid  peripheral  products  (Resin  T3,  Col- 
umn T4,  free  thyroxin,  PBI,  competitive  protein 
binding  T4)  and  a markedly  elevated  pituitary 
TSH  level.  A radioactive  I^^^  uptake  was  2.3% 
at  4 hours  and  2%  at  24  hours  and  studies  with 
P23  showed  similarly  low  values  of  4%  and  3%, 
respectively.  A measurement  of  her  salivary- 
plasma  ratios  at  2 and  4 hours  were  depressed  to 
both  1131  and  a technetium,  compared  to  a normal 
control  population.  Her  perchlorate  discharge  test 
was  normal.  She  had  evidence  of  poor  incorpora- 
tion of  iodide  into  a protein  bound  fraction  as 
manifested  by  a PBH^i  conversion  rate  of  0.026% 
per  liter,  which  indicates  poor  thyroid  hormone 
synthesis.  An  P^i  scan.  Fig.  la,  was  performed  to 
86  fxCi  of  1131  and  shows  poor  uptake  of  Ii3i  at  24 
hours  with  irregular  diffuse  labeling  of  a poorly 
defined  gland.  A thyroid  scan  to  296  yu.Ci  of  Ii33 
at  41/2  hours.  Fig.  lb,  shows  better  delineation  of 
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Fig.  2.  Technetium  scan  of  head  and  neck  in 
patient  Jean.  Decreased  uptake  is  seen  in  thyroid 
gland  compared  to  oral  structures  and  there  is  no 
uptake  in  submandibular  glands. 


her  thyroid.  This  better  visualization  is  secondary 
to  a larger  administered  isotope  dose.  Again,  there 
is  irregular  labeling  and  evidence  of  an  enlarged 
gland.  The  patient  was  also  studied  after  500  ^Ci 
of  technetiumss™  was  administered.  The  scans  of 
the  neck  with  the  gamma  scintillation  camera  are 
shown  in  Fig.  2.  This  study  shows  imaging  of  the 
patient’s  thyroid  and  salivary  gland.  There  is  good 
visualization  of  the  nasal  mucosa,  mouth  and 
parotid  gland  with  no  uptake  in  the  submandib- 
ular glands  and  poor  visualization  of  the  thyroid 
when  compared  to  the  oral  structures.  This  pa- 
tient’s studies  represent  a case  of  partial  monova- 
lent anion  trapping  defect  in  both  thyroid  and 
salivary  glands  as  manifested  by  studies  with 
F23  and  technetium'^^  ™ . 

The  sister,  Susan,  showed  evidence  of  hypo- 
thyroidism as  manifested  by  prolonged  ART  and 
abnormally  low  peripheral  thyroid  products 
(Table  2).  A pituitary  TSH  was  elevated  to  160 
^U/ml.  A comparison  of  her  PBI  to  specific  T4 
measurements  (Column  T4  or  competitive  pro- 
tein binding  T4)  indicates  the  production  of  ab- 
normal iodinated  proteins,  reflected  in  the  large 
discrepancy  between  the  two  values.  This  dis- 
crepancy reflects  an  abnormality  most  likely  in 
dehalogenation  or  possibly  proteolysis  of  thyroid 
hormone.  She  also  had  an  abnormal  perchlorate 
discharge  test  of  18.7%.  This  patient’s  study  dem- 
onstrates two  defects  in  thyroid  hormone  syn- 
thesis. 

Sister,  Janice,  had  an  Achilles  relaxation  time 
which  was  380  milliseconds.  Her  thyroid  periph- 
eral products  were  all  within  the  normal  range. 
However,  she  had  an  elevated  pituitary  TSH  level 
of  21  yLiU/ml  and  a distinctly  abnormal  perchlorate 
discharge  test.  There  was  no  evidence  of  circulat- 
ing abnormal  iodinated  proteins.  Both  sisters  had 
normal  PBH^i  conversion  rates. 

The  patient’s  mother,  (Table  2)  showed  no 
abnormalities  in  any  of  the  parameters  of  thy- 


TABLE  2 

LABORATORY  DATA  OF  FAMILY  MEMBERS 


Susan 

Janice 

Mother 

Normal  Values 

ART 

400 

290 

380 

280-380  m sec 

THAT 

neg 

neg 

neg 

<1:2,500 

Cholesterol 

300 

195 

205 

150-300  mg/100  ml 

Resin  T3 

22 

26 

31 

25-35% 

Col  T4 

1.0 

2.8 

4.4 

2. 8-6. 4 ojg/lOO  ml 

TI 

0.22 

0.98 

1.36 

0.7-2. 2 

Free  T4 

0.7 

1.4 

1.2 

1 .0-2.3  iimg/100  ml 

PBI 

5.6 

5.2 

5.5 

4-8  jjg/100  ml 

CPB  T4 

1.8 

4.2 

3.6 

3-7  Aig/100  ml 

TSH 

160 

21 

2 

12  jjU/ml 

RAI — 4 hour 

2 

14 

10 

3-15% 

24  hour 

Salivary/  I^^^ 

7 

22 

25 

8-30% 

Plasma--2  hour 

44 

51 

26.6 

20 \ mean  value 

4 hour 

60 

50 

20 

8 control 
' subjects 

Perchlorate 

Discharge 

18.7 

27.2 

- 

<5% 

PBi131 

.12 

.17 

- 

«,.15%/L 

roid  function  measured.  All  family  members  were 
negative  for  thyroid  hemagglutinating  antibodies. 

Thyroid  scans  for  these  family  members  are 
shown  in  Fig.  3. 

Discussion 

Thyroid  hormone  synthesis  occurs  under 
a hypothalamic-pituitary  servo-mechanism 
(Fig.  4).  Pituitary  secretion  of  TSH  depends 
on  a hypothalamic  thyroid  releasing  factor 
(TRF)  and  the  level  of  circulating  thyroid 
hormone.  A short  feedback  loop  is  postulated, 
but  its  existence  has  not  yet  been  confirmed. 
TRF  has  been  isolated,  its  structure  has  been 
determined,  and  it  is  available  for  limited 
clinical  studies.  It  is  a three  amino  acid  pep- 
tide whose  structure  is  (pyro)  Glu-His-Pro- 
amide.  TSH,  a pituitary  glycoprotein,  acts  on 
the  thyroid  gland  to  initiate  many  of  the  im- 
portant steps  in  thyroid  hormone  synthesis. 


A ’ 

Fig.  3.  Thyroid^^^  scan  in  other  family  members, 
(a)  Susan.  (77.9  fxCi  dose)  The  thyroid  gland  is 
slightly  enlarged  with  the  right  lobe  appearing 
larger  than  the  left.  There  is  irregular  labeling 
and  uptake  of  in  thyroid  tissue. 
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(b)  Janice.  (77.9  ^Ci  dose)  Thyroid  gland  is  en- 
larged. There  is  poor  uptake  with  irregular  dif- 
fuse labeling. 

There  is  a long  feedback  loop  between  se- 
creted thyroid  hormone  and  pituitary  TSH 
release  at  the  level  of  the  pituitary  gland. 
The  biologically  active  thyroid  hormone  may 
be  triiodothyronine  (T3) . Thyroxine  (T4) 
may  circulate  in  the  plasma  as  a prohormone 
which  is  converted  to  T3  peripherally. 

Within  the  thyroid  gland,  there  are  cer- 
tain essential  enzymatic  steps  required  for 
adequate  thyroid  hormone  synthesis.^"*  These 
steps  include  the  uptake  of  iodine  into  the 
thyroid  gland  and  its  concentration  at  the 
thyroid  trap.^  Subsequently,  there  is  oxida- 
tion of  iodide  to  iodine  which  occurs  through 
a mitochondrial  hydrogen  peroxidase  system 
and  a peroxidase  enzyme.  In  this  step  of  or- 
ganification, iodide  becomes  highly  oxidized 
and  is  coupled  to  tyrosine  for  a formation  of 
monoiodotyrosine  (MIT)  and  diiodotyrosine 
(DIT).  These  compounds  attached  to  thyro- 
globulin  undergo  coupling  with  the  forma- 


A 


c 


(c)  Mother.  (103.2  jxCi  dose)  Thyroid  gland  ap- 
peared to  be  slightly  enlarged.  There  is  even  up- 
take of  in  both  lobes. 

tion  of  T3  and  T4.  These  iodothyronines  and 
iodotyrosines  are  stored  as  follicular  colloid. 
Under  increased  peripheral  needs  for  thy- 
roid hormone,  there  is  proteolysis  involving 
endocytosis  and  lysis  of  these  membrane- 
bound  granules  by  lysosomes.  MIT  and  DIT 
undergo  an  intracellular  dehalogenation 
process  while  T3  and  T4  are  released  into  the 
circulation  as  thyroid  hormones. 

Certain  laboratory  tests  will  allow  for  as- 
sessment of  each  of  these  steps.  (Table  3). 
The  trap  can  be  evaluated  with  an  up- 
take but  more  specifically,  by  determining 
salivary-plasma  ratios  as  a similar  iodide 
concentrating  mechanism  exists  in  the  saliv- 
ary glands.  The  organification  step  can  be 
evaluated  with  a perchlorate  discharge  test. 
The  evaluation  of  coupling  is  a tedious  pro- 
cedure as  it  requires  a tissue  assay  for  MIT 
and  DIT  and  the  iodothyronines  after  the 


TABLE  3 

ABNORMALITIES  IN  THYROID  HORMONOGENESIS 


DEFECT 

RAI131 

PBI131 

PBI 

T4{RAI) 

CHARACTERISTIC  FEATURES 

Trapping 

low 

low 

low 

low 

uncommon  (8  reported  cases) 

1^1 

low  salivary/plasma  1 ratio 

Organification 

high 

low 

low 

low 

most  common 

positive  perchlorate  discharge  test 

Coupling 

high 

gen, 

low 

gen.  normal 
to  low 
(occas . 
high)* 

normal 
to  low 

rare,  difficult  to  diagnose  as  requires  chromatography 
of  I^^^  labeled  tissue  digests  which  shows  only  MIT  and  DIT. 
*The  deiodination  system  for  MIT  and  DIT  may  be  overwhelmed 
and  result  in  circulating  iodoproteins. 

Thyroglobulin 

Proteolysis 

high 

high 

high 

low 

least  common,  also  called  "NBEI"  syndrome.  Results  from 
abnormal  synthesis  of  thyroglobulin  or  abnormal  thyro- 
globulin proteolysis  with  iodoalbumin  and  other  iodoprotein 
present  in  serum. 

De-iodi nation 

high 

high 

high 

normal 
to  low 

common,  chromatography  of  serum  shows  MIT  and  DIT. 
labeled  MI^^P  is  not  detonated. 
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administration  of  Because  of  the  com- 
plexity of  this  evaluation,  there  are  only  a 
few  reported  cases  of  bona  fide  coupling  de- 
fects. The  steps  of  proteolysis  and  dehalo- 
genation  can  be  suspected  to  be  abnormal 
when  the  individual  is  secreting  a high  per 
cent  of  protein  bound  iodide  which  is  not 
represented  within  the  butanol  extractible 
iodide  fraction  or  thyroxine  fraction.  The 
specifically  circulating  iodinated  protein  can 
be  identified  by  chromatographic  procedures. 
When  chromatographic  procedures  reveal 
the  circulating  protein  to  be  MIT  or  DIT, 
confirmation  of  a dehalogenation  defect  can 
be  made  by  injecting  a trace  dose  of  P^^ 
labeled  MIT  and  DIT  and  showing  that  there 
is  no  peripheral  deiodination  of  these  com- 
pounds. This  is  demonstrated  by  the  failure 
of  the  urine  to  contain  significant  quantities 
of  the  inorganic  P^h 

The  conventional  radioactive  P^'  uptake 
is  low  in  trapping  defects  and  may  be  normal 
or  high  in  patients  with  other  intrathyroidal 
enzyme  defects.  The  PBP^*  conversion  rate 
determines  the  rate  of  iodide  incorporation 
into  a protein  bound  fraction  and  indirectly 
reflects  the  overall  synthesis  of  thyroid  hor- 
mone and  its  intermediates  MIT  and  DIT. 
The  PBP^^  conversion  rates  will  be  low  in 
individuals  with  a trapping  defect  or  in  pa- 
tients with  a significantly  abnormal  organ- 
ification or  coupling  defect.  It  will  be  normal 
or  high  in  patients  who  make  significant 
quantities  of  abnormal  iodinated  proteins, 
namely  defects  in  proteolysis  and  dehalo- 
genation. 

Using  this  approach  of  measuring  conven- 
tional thyroid  products  and  readily  available 
radionuclide  procedures,  we  have  evaluated 
a family  with  varying  degrees  of  goiterous 
hypothyroidism  who  showed  interesting  ab- 
normalities in  thyroid  hormone  synthesis. 
Patient  Jean  had  evidence  of  a partial  mo- 
novalent anion  trapping  defect  as  manifest 
by  abnormal  studies  to  P^^  and  P^^  and  tech- 
netium®®'” . Her  case  report  is  the  eighth  in 
the  literature®  of  a trapping  defect  and  is  the 
first  reported  case  of  the  disease  occurring 
on  an  acquired  basis  with  the  defect  occur- 
ring both  in  the  salivary  and  thyroid  glands. 
In  studies  of  this  patient,  the  iodide  isotope 
P®®  was  used.  This  isotope  has  a short  half- 
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^Fig.  4.  Scheme  of  thyroid  hormone  synthesis  under 
,S  hypothalmic-pituitary  servomechanism. 

^ife  of  13.1  hours.  As  larger  doses  of  the 
isotope  can  be  given,  one  can  obtain  greater 
'kinetic  data,  particularly  in  regards  to  up- 
take and  scanning.  As  noted,  her  P®®  scan 
showed  better  imaging  density  than  seen 
with  P®h  This  isotope  emits  a low  energy 
gamma  particule  which  results  in  low  energy 
radiation  dosage  to  tissue  and  is  more  suit- 
able for  studies  in  children. 

Because  of  the  rarity  of  the  defect  in  this 
patient,  it  was  anticipated  that  since  a num- 
ber of  her  family  members  had  goiters  the 
diagnosis  most  likely  was  familial  goiter  due 
to  a similar  trapping  defect.  However,  as 
noted,  her  sister,  Susan,  had  evidence  of  two 
defects,  one  in  the  secretion  of  abnormal 
iodinated  proteins  and  the  other  as  reflected 
as  an  organification  defect.  She  was  frankly 
hypothyroid  because  of  these  defects  and  re- 
quired thyroid  hormone  replacement  ther- 
apy. Her  sister,  Janice,  had  a goiter  and  by 
all  outward  objective  and  subjective  data 
appeared  to  be  clinically  euthyroid.  How- 
ever, an  elevated  pituitary  TSH  indicated 
early  thyroid  failure.  She  had  an  abnormal 
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perchlorate  discharge  test  indicating  an  ab- 
normality at  the  organification  step  of  thy- 
roid hormone  synthesis.  She  was  subse- 
quently placed  on  thyroid  hormone  as  ther- 
apy for  her  goiter  and  mild  hypothyroidism. 

This  evaluation  of  these  family  members 
with  diffuse  nontoxic  goiters  revealed  that 
each  member  of  the  family  had  evidence  of 
a different  enzymatic  defect  in  thyroid  hor- 
mone synthesis.  These  abnormalities  would 
be  inconsistent  with  an  inherited  enzyme  de- 
fect which  occurs  at  only  one  enzymatic  step 
in  familial  goiter  patients.  The  most  likely 
explanation  for  these  diverse  abnormalities 
is  that  these  individuals  have  varying  de- 
grees of  lymphocytic  thyroiditis.  Lympho- 
cytic thyroiditis  in  young  patients  frequently 
occurs  in  association  with  negative  or  low 
titer  thyroid  antibodies  as  noted  in  this  fam- 
ily. Evaluations  of  patients  with  lymphocytic 
thyroiditis  have  shown  associated  abnormal- 
ities in  thyroid  hormone  synthesis  of  the  va- 
riety demonstrated  in  our  patients.  How- 
ever, an  abnormality  in  trapping  has  not 
previously  been  reported  with  lymphocytic 


thyroiditis.  The  abnormal  trapping  defect 
demonstrated  in  patient  Jean,  leads  one  to 
presume  that  a similar  lymphocytic  infil- 
trate exists  in  the  salivary  glands  or  that  hor- 
monal factors  are  influencing  salivary  physi- 
ology. 

Studies  performed  in  this  family  demon- 
strate the  importance  of  pituitary  TSH  lev- 
els in  diagnosing  overt  and  subtle  hypothy- 
roid states.  With  the  use  of  readily  available 
laboratory  tests  and  procedures  using  radio- 
nuclides, the  various  defects  in  thyroid  hor- 
mone synthesis  may  be  identified  in  goiter- 
ous  patients.  Such  an  evaluation  in  patients 
or  family  members  with  goiter  is  important 
as  it  distinguishes  familial  goiter,  a rela- 
tively rare  condition,  from  the  more  com- 
monly seen  cause  of  goiter,  namely,  acquired 
lymphocytic  thyroiditis.  • 
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Staphylococcal  septicemia 


Following  removal  of  sebaceous  cysts 


We  recently  observed  a case  of  wound  sepsis 
and  septicemia  from  staphylococcus  aureus 
occurring  within  twelve  hours  of  a minor 
surgical  procedure. 

CASE  REPORT 

A 24-year-old  male  was  seen  in  the  Outpatient 
Department  with  multiple  sebaceous  cysts  in  the 
preauricular  region  of  both  ears.  Subsequently, 
total  excision  of  the  cysts  from  both  ears  was 
done  under  one  per  cent  xylocaine.  At  the  time 
of  surgery,  there  was  no  gross  evidence  of  infec- 
tion in  the  cysts. 

Twelve  hours  after  surgery,  the  patient  sud- 
denly developed  severe  nausea,  bilious  vomiting, 
accompanied  with  watery  diarrhea.  He  was  found 
to  be  extremely  toxic  with  tachycardia  of  130, 
respirations  32,  and  blood  pressure  50/0.  Metarami- 
nol  was  started  by  a local  physician.  About  24 
hours  postoperative,  he  was  readmitted  to  our 
hospital  by  M.A.S.T.  helicopter. 

Physical  examination  showed  a drowsy,  mus- 
cular male,  very  toxic  with  warm,  flushed  skin. 
With  intravenous  Metaraminol,  his  vital  signs 
were  BP  112/80,  pulse  160,  respiration  40,  tem- 
perature 104°  F.  White  blood  count  initially  was 
7550/cu  mm  with  shift  to  the  left  and  subsequently 
rose  to  20,800/cu  mms.  The  only  positive  finding 
was  moderate  erythematous  swelling  and  slight 
tenderness  at  the  right  preauricular  incision,  com- 
pared to  the  normal  appearing  incision  on  the 
left. 

The  right  surgical  wound  was  aspirated  and 
15  CCS  of  serosanguinous  fluid  was  obtained  and 
sent  for  culture,  including  anaerobes,  and  the  in- 
cisional sutures  were  removed.  At  the  same  time, 
the  first  blood  culture  was  obtained,  followed 
with  two  more  blood  cultures  at  30-minute  inter- 
vals. Urinalysis  showed  50  WBC’s  with  2+  albu- 
min and  granular  casts.  Urine  culture  was  also 
done. 
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pital, Pueblo,  Colorado.  Reprints  should  be  requested 
from  William  E.  Looby,  MD,  Pueblo  Army  Depot,  Pueblo, 
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Broad  spectrum  antibiotics  were  started,  gen- 
tamicin, carbenicillin  initially,  and  later  methicil- 
lin.  Metaraminol  was  discontinued.  CVP  and 
hourly  urine  output  were  monitored.  Ringer’s  lac- 
tate was  given  intravenously. 

Gram  stain  from  the  surgical  wound  showed 
gram  positive  cocci  with  pus  cells.  After  methicil- 
lin  was  started,  the  patient’s  condition  improved 
dramatically  within  six  hours.  His  temperature 
dropped  to  100°  F.  and  all  the  vital  signs,  as  well 
as  the  temperature,  returned  to  normal  in  24 
hours. 

Culture  from  the  incisional  wound  grew  out 
pure  culture  of  staphylococcus  aureus,  coagulase 
positive.  The  first  blood  culture  also  grew  out 
staphylococcus  aureus,  coagulase  positive.  Both  of 
these  organisms  had  identical  antibiotic  sensitivity 
patterns.  Stool  culture  was  negative  for  pathogen. 
Urine  culture  was  also  negative.  At  the  time  of 
discharge  from  the  hospital,  the  urinalysis  was 
normal. 


Discussion 

It  is  apparent  that  this  patient  developed 
staphylococcus  aureus  septicemia  twelve 
hours  after  excision  of  dormant  sebaceous 
cysts.  It  is  postulated  that  the  organisms  were 
already  present  in  the  cysts  and  subsequently 
were  introduced  into  the  blood  stream  in  the 
process  of  surgical  removal. 

It  should  be  remembered  that  group  A 
beta  hemolytic  streptococcus'-^  and  clos- 
tridiaP  sepsis  can  cause  severe  toxemia  with 
erythematous  swelling  in  the  surgical  wound 
within  24  hours  of  operation.  However, 
staphylococcal  septicemia  also  can  cause  this 
catastrophe  within  24  hours,  as  vividly  dem- 
onstrated by  this  case  report.  • 
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Coronary  heart  disease 


An  epidemiologic  study  of  Crow 
and  ISorthern  Cheyenne  Indians 


Ronald  E.  Pinkerton,  MD,  and  Fred  R.  Badke,  MD,  Denver 


A VARIETY  OF  EPIDEMIOLOGIC  STUDIES  have  sug- 
gested that  ethnic  factors  are  important  in 
the  development  of  coronary  heart  disease 
(CHD) . In  particular,  a number  of  studies 
on  the  American  Indian  have  revealed  a sig- 
nificant difference  between  the  incidence  of 
CHD  among  Indians  living  in  the  Southwest 
and  white  populations.  The  fact  that  CHD 
occurs  much  less  often  among  Navajos  than 
a white  population  has  been  indicated  by 
several  researchers^"^  and  has  been  proved  by 
Fulmer  et  aP  in  a six-year  prospective  study. 
Clifford  et  aP  concluded  the  same  for  the 
Apache  people.  Finally,  according  to  a Pub- 
lic Health  Service  study"  in  1955,  American 
Indians  manifest  a low  death  rate  for  deaths 
due  to  CHD  when  compared  to  the  general 
U.S.  population. 

However,  death  rate  may  or  may  not  be 
a good  indicator  of  the  incidence  of  a disease 
in  a population.  Also,  a low  incidence  of  CHD 


This  paper  was  researched  and  written  by  Drs.  Pinkerton 
and  Badke  while  Medical  Students  at  the  University  of 
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ventive Medicine,  and  Dr.  Strother  Walker,  Chief,  Division 
of  Biometrics,  University  of  Colorado  Medicai  Center. 
Currently,  Dr.  Badke  and  Dr.  Pinkerton  are  medical 
interns,  at  the  University  of  California  Medical  Center  at 
San  Diego  and  at  the  University  of  Missouri  Medical  Cen- 
ter at  Columbia,  respectively. 


among  Navajos  and  Apaches  does  not  neces- 
sarily imply  a low  incidence  for  American 
Indians  in  general.  In  this  light,  we  studied 
the  Crow  and  Northern  Cheyenne  Indian 
populations  using  the  Framingham  Heart 
Study  as  a model. 

We  chose  the  Framingham  Study  since  it 
was  a long  term  (fourteen  years)  compre- 
hensive investigation  of  a white  middle-class 
population.  Also,  the  published  study  in- 
cludes the  raw  data  and  methods  of  data 
analysis  which  facilitated  our  handling  of  the 
Crow  and  Cheyenne  data  in  an  analogous 
manner.  Since  the  business  of  comparing  in- 
cidence and  prevalence  data  of  various  pop- 
ulations is  beyond  the  scope  of  this  paper, 
we  will  not  compare  Crow  and  Cheyenne 
data  with  any  CHD  studies  other  than 
Framingham. 

Methods 

The  Crow  and  Northern  Cheyenne  Reser- 
vations occupy  a large  comer  of  Southeast- 
ern Montana  near  the  northern  border  of 
Wyoming.  Approximately  5,200  Crow  Indians 
live  on  the  Crow  Reservation,  and  roughly 
2,400  Cheyennes  inhabit  the  Cheyenne  Reser- 
vation. In  addition,  members  of  other  tribes 
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and  whites  reside  on  both  reservations.  Liv- 
ing remains  exclusively  rural;  people  reside 
either  on  their  properties  located  diffusely 
throughout  the  reservation  or  in  small  vil- 
lages. 

Collectively,  the  Crow  and  Cheyenne  Res- 
ervations comprise  a Service  Unit  in  the  Pub- 
lic Health  Service  system  of  health  care.  Lo- 
cated at  Crow  Agency,  Montana,  are  a hos- 
pital, Mental  Health  Clinic,  Dental  Clinic, 
and  a Community  Health  Services  Facility. 
These,  in  addition  to  a full  time  Outpatient 
clinic  at  Lame  Deer,  Montana,  and  a part  time 
Outpatient  Clinic  at  Pryor,  Montana,  make 
up  the  majority  of  the  health  care  facilities 
for  the  Service  Unit.  The  hospital  has  facili- 
ties for  both  inpatients  and  outpatients  and 
thus  serves  the  inpatient  needs  of  both  reser- 
vations as  well  as  outpatient  needs  for  those 
living  closer  to  Crow  Agency  than  to  Pryor 
or  Lame  Deer. 

In  choosing  the  diagnostic  criteria  for 
this  study  we  attempted  to  follow  the  Fram- 
ingham criteria.  Framingham  physicians  di- 
agnosed CHD  when  a person  manifested  any 
of  the  following  (Section  8,  Framingham) : 

(a)  Myocardial  infarction:  Diagnosis  required 
the  use  of  ECG.  In  addition,  beginning  in  1954,  a 
hospital  report  for  a subject  showing  a rise  in  the 
serum  glutamic  oxaloacetic  transaminase  (SCOT) 
level  along  with  a history  of  prolonged  ischemic 
chest  pain  w'as  accepted  as  evidence  of  an  infarc- 
tion. Alternately,  an  autopsy  report  would  make 
the  diagnosis. 

(b)  Myocardial  insufficiency:  Diagnosis  was 
made  when  ECG  abnormalities  were  accompanied 
by  ischemic  chest  pain. 

(c)  Angina  pectoris:  Brief  recurrent  chest  dis- 
comfort of  up  to  fifteen  minutes  duration,  pre- 
cipitated by  exertion  or  emotion  and  relieved  by 
rest  or  nitroglycerin,  was  regarded  as  angina  if 
two  physicians  interviewing  the  subject  agreed 
that  this  condition  was  present. 

(d)  Sudden  unexpected  death:  If  a subject  ap- 
parently well  was  observed  to  have  died  within 
an  hour  from  onset  of  symptoms,  and  the  cause 
of  death  could  not  be  attributed  to  some  poten- 
tially lethal  disease  other  than  CHD,  this  was 
called  sudden  unexpected  death. 

(e)  Non-sudden  death  from  CHD:  If  the  ter- 
minal episode  lasted  longer  than  one  hour,  and 
if  the  available  information  implied  that  the 
cause  of  death  was  probably  CHD  (and  no  other 
cause  could  be  ascribed),  this  was  called  non-sud- 
den death  from  CHD. 

The  fact  that  the  Framingham  criteria 


provide  good  standards  for  the  epidemiolog- 
ical diagnosis  of  CHD  has  been  shown  by 
several  studies.  Higgin  et  al®  confirmed  the 
validity  of  the  Framingham  abnormalities  of 
ECG  diagnostic  of  CHD.  They  also  demon- 
strated, using  Framingham  data,  that  the 
presence  of  the  abnormalities  was  associated 
with  a subsequent  increase  in  mortality  due 
to  CHD.  The  fact  that  the  diagnosis  of  myo- 
cardial infarction  by  ECG  is  correlated  with 
pathologic  anatomical  changes  was  shown 
by  Menik  et  al.®  Berge,^°  reviewing  several 
articles,  reported  that  93  to  99  per  cent  of 
persons  with  a myocardial  infarction  will 
manifest  an  elevated  SGOT  level. 

Next,  we  met  the  problem  of  determining 
the  criteria  used  by  the  Crow  Hospital  phy- 
sicians in  the  diagnosis  of  CHD.  Had  there 
been  one  group  of  physicians  serving  these 
people  during  the  last  fourteen  years,  we 
could  have  merely  asked  them  for  their  cri- 
teria. However,  the  hospital  normally  em- 
ploys staff  physicians  for  a two-year  period, 
which  is  equivalent  to  military  service.  Thus, 
many  physicians  have  been  involved  in 
health  care  for  these  people  over  the  past 
fourteen  year  period — too  many,  at  least,  for 
us  to  contact  and  determine  their  standards 
for  the  diagnosis.  In  addition,  in  reviewing 
inpatient  medical  records  of  CHD  patients, 
we  noted  that  the  diagnostic  criteria  had  not 
been  routinely  recorded.  However,  we  did 
gain  a general  impression  of  the  standards 
used. 

Crow  Hospital  physicians  have  had  avail- 
able the  ECG  since  1956  and  SGOT  and  lac- 
tic dehydrogenase  (LDH)  determinations 
since  1961.  These  have  been  used  for  diag- 
nosis of  myocardial  infarction,  and  various 
internists  from  Billings,  Montana,  reviewed 
the  ECG’s  in  these  cases.  When  either  the 
staff  physicians  or  the  internists  recorded 
their  criteria  in  the  patient’s  chart,  they 
noted  Framingham  ECG  abnormalities.  The 
internists  reviewed  all  cases  of  coronary  in- 
sufficiency, and  the  ST  segment  and  T wave 
abnormalities  were  mentioned  in  some  cases. 
We  noted  no  CHD  criteria  other  than  Fram- 
ingham criteria  in  regard  to  the  ECG  trac- 
ings. 

In  order  to  formulate  populations  at  risk 
for  the  two  tribes,  we  investigated  the  four- 
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teen  year  period  from  January  1956  through 
December  1969  (since  Framingham  was  a 
fourteen  year  study) . Indians  between  the 
ages  of  29  and  74  as  of  January  1956  were 
eligible  for  the  population  at  risk.  A tribal 
census,  compiled  by  the  Bureau  of  Indian 
Affairs  in  1953  and  continuously  updated 
until  1970,  provided  us  with  a population  for 
the  Crow  people.  This  census  included  per- 
sons by  family  and  indicated  the  degree  of 
tribal  and/or  racial  mixture.  We  tabulated, 
by  age  and  sex,  those  persons  who  were  one- 
fourth  or  more  Crow  and  lived  on  or  near 
the  reservation.  We  thereby  excluded  those 
persons  who  were  not  eligible  for  care  at  the 
hospital  or  who  lived  too  far  away  to  come 
for  care  (i.e.,  they  were  not  at  risk  for  this 
study). 

In  addition  to  the  census,  we  were  also 
able  to  construct  a population  at  risk  from  a 
1970  Tribal  Roll.  This  Roll  lists  all  Crows  (of 
one-fourth  blood  or  greater)  by  name,  age 
and  address.  Theoretically,  the  fX)pulations 
computed  from  the  two  sources  should  have 
been  the  same.  The  results,  which  show  good 
comparison  (as  we  will  show  later),  appear 
in  Table  1. 

For  the  Cheyenne  people,  the  situation 
was  somewhat  different.  The  Bureau  of  In- 
dian Affairs  had  not  taken  a similar  census, 
or,  if  they  had,  it  was  unavailable.  A 1935 
Tribal  Roll,  updated  continuously  until  1961 
by  the  Bureau,  served  as  our  sole  source  for 
the  Cheyenne  population.  Under  the  assump- 
tions that  no  Indians  have  moved  on  or  off 
the  reservation  (or  that  emigration  equals 
immigration)  between  1961  and  1970,  and 
that  the  Bureau  had  recorded  all  deaths  with 
death  certificates,  we  compiled  a population 
at  risk.*  Obviously  these  assumptions  were 
not  entirely  correct,  but  we  could  find  no 
other  population  listings. 

Our  next  task  involved  searching  out  all 
CHD  cases  during  the  past  fourteen  years. 
Since  no  listing  of  those  persons  diagnosed 
with  CHD  existed,  and  reviewing  several 
thousand  patient  charts  was  not  possible,  we 
were  able  to  utilize  only  the  CHD  recorded 

*The  death  certificates  we  utilized  to  amend  the  1953 
census  were  of  two  types:  Montana  State  Death  Certifi- 

cates and  Burial  Transit  Slips  from  one  of  the  local  mor- 
tuaries. The  former  consisted  of  death  certificates  com- 
pleted by  physicians  at  the  Crow  Hospital,  while  the  latter 
evidenced  death  occurring  on  the  reservation  but  not  at 
the  hospital  and  did  not  indicate  who  had  diagnosed  the 
cause  of  death. 


TABLE  \ 

Crow  Population  in  1970 

1953  Census  1970  Tribal  Roll 

(Updated  with  death  (Excluding  off- 

certificates)  reservation  Indians) 


Aqe  in  1956 

Men 

Women 

Men 

Women 

30  - 39 

182 

170 

87 

177 

AO  - A9 

125 

1 10 

12A 

103 

50  - 59 

76 

8A 

78 

83 

on  inpatient  chart  “briefs”.  These  briefs  con- 
sisted of  one  page  summaries  of  all  hospital 
admissions,  listing  the  patient’s  final  diag- 
nosis and  vital  statistics.  By  screening  these 
briefs  for  the  past  fourteen  years  we  noted 
any  category  of  CHD  by  the  type,  name  of 
the  patient,  date  of  occurrence,  age,  sex,  and 
tribe  (Crow  or  Cheyenne  only).  Thus,  we 
were  aware  of  both  recurrences  and  new 
manifestations  of  CHD  in  old  CHD  patients. 

Results 

Let  us  first  consider  incidence  of  myo- 
cardial infarction  in  the  Indian  and  Fram- 
ingham populations.  Table  2 shows  the  indi- 
vidual cases  of  initial  infarctions,  the  popula- 
tions at  risk  for  these  groups**  and  the  crude 
fourteen  year  rates. t We  computed  these 
rates  by  dividing  the  ten  year  subtotals  by 

TABLE  2 

Myocardial  infarctions  during  a fourteen  year  period 

incidence  of  infarction  show  in  numerator: 

Corresponding  population  at  risk  in  denominator 

Appropriate  lA  year  rate  in  parentheses 


Men  Women 


Age* 

Fram. 

Crow 

Cheyenne 

Fram. 

Crow 

Cheyenne 

30  - 39 

23/827 

5/182 

1/120 

A/ 1026 

1/170 

2/137 

(2.8%) 

(2.7%) 

(0.8%) 

(0.A%) 

(0.6%) 

(1.5%) 

AO  - Ag 

A5/779 

6/125 

2/72 

5/95A 

5/110 

5/90 

(5.8%) 

(A. 8%) 

(2.8%) 

(0.5%) 

(A. 5%) 

(5.6%) 

50  - 59 

51/653 

5/76 

1/52 

19/787 

5/8A 

1/59 

(7.8%) 

(6.6%) 

(1.9%) 

(2.A%) 

(6.0%) 

(1.7%) 

*Age  at 

first  exam  (Framl 

ngham) ; age 

in  1956 

(Crow  and 

Cheyenne] 

‘♦One  Crow  male  and  one  Crow  female  infarction  sub- 
stantiated by  burial  transit  slips  only  were  included  in 
these  incidences.  The  reliability  of  the  diagnosis  is  ques- 
tionable in  these  two  cases;  it  is  possible  that  the  deaths 
occurred  suddenly  and  so  were  called  infarctions,  al- 
though the  stringent  criteria  normally  associated  with  the 
diagnosis  were  not  applied.  Deleting  these  two  cases,  how- 
ever, does  not  significantly  change  any  of  the  conclusions 
concerning  the  comparison  of  rates  between  the  popula- 
tions. 

tAs  we  mentioned  in  the  introduction,  the  1970  Tribal 
Roll  served  as  a check  on  the  1953  census  for  the  Crow 
population;  for  each  age-sex  category  we  selected  the 
greater  of  the  two  possibilities  and  constructed  a "max- 
imum” population  at  risk.  Under  these  constraints,  the 
maximum  difference  for  the  age-specific  Crow  rates  is: 
Rate  maximum  difference  = (Incidence/Pop.)  — (Inci- 
dence Pop.  + max.  diff.)  = Incidence  x (max.  diff./ 
[Pop.  (Pop.  -1-  max.  diff.)))  < (8  x Incidence) /Pop.2 

< 8 X 7/76=  = 56/5776  = .0097  = .97% 

Consequently,  any  new  rate  will  be  at  most  0.97%  less 
than  the  age-adjusted  rates  in  Table  3. 
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TABLE  3 

Age-Adjusted  Fourteen  Year  Rates 


Fram. 

Men 

Crow 

Cheyenne 

Fram. 

Women 

Crow  Cheyenne 

Myocardial 

1 nfarct ion 

'..7^ 

1.9% 

1 .0% 

3.7% 

3.0% 

Total  CHD 

13.91 

5.0% 

1.9% 

6.2% 

h/k% 

5.'*% 

the  appropriate  population 

at  risk. 

Standard- 

izing  these  rates  against  the  1960  U.S.  pop- 
ulation (as  per  the  1960  U.S.  census),  we  ob- 
tained the  fourteen  year  rates  which  appear 
in  Table  3. 

The  Framingham  infarctions  in  Tables  2 
and  3 come  from  Table  8-A-4  of  section  8 of 
the  published  Framingham  Study  (myo- 
cardial infarction  by  history  category) . The 
event  of  an  infarction  during  any  of  the  two 
year  exam  intervals,  accompanied  by  the 
classical  symptoms  and  confirmed  by  ECG 
(both  at  the  time  of  the  infarction  and  at  the 
scheduled  exam)  defined  a history  of  infarc- 
tion. We  define  the  Indian  infarctions  as 
those  events  which  appear  as  “myocardial 
infarction”  either  on  the  chart  briefs  as  a 
diagnosis  or  on  death  certificates  as  the  cause 
of  death.  Practically  speaking,  the  criteria 
for  the  Framingham  “history  of  infarction” 
category  compares  well  with  the  criteria  for 
the  “total  infarctions”  category  of  the  Indian 
populations.  The  Framingham  Study  included 
a “silent  infarct”  subgroup  in  its  “total  in- 
farction” category,  characterized  by  ECG  ab- 
normalities at  a given  exam  (but  not  noted 
in  any  previous  exam)  for  which  the  patient 
remained  asymptomatic  with  respect  to  in- 
farction symptoms.  Since  Crow  Hospital  phy- 
sicians did  not  routinely  run  ECG’s  on 
asymptomatic  persons,  silent  infarcts  were 
not  noted,  and  thus  the  criteria  for  the  “total 
infarction”  category  for  Indians  represents 
the  equivalent  of  Framingham’s  category 
“myocardial  infarction  by  history.” 

We  believe  that  myocardial  infarction  is 
the  best  indicator  of  CHD  obtainable  for  the 
Indian  populations  because  only  inpatient 
records  were  available  for  review  and  an- 
gina pectoris  or  myocardial  insufficiency 
without  more  serious  cardiac  manifestations 
would,  in  the  majority  of  cases,  be  treated 
on  an  outpatient  basis.  This  premise  is  borne 
out  in  the  difference  between  the  age- 
adjusted  rates  for  infarction  and  total  CHD 


(i.e.,  total  of  all  CHD  categories)  in  Table  3. 
Framingham  rates  for  total  CHD  are  about 
twice  the  infarction  rate  for  men  and  six 
times  for  women;  Crow  and  Cheyenne  rates 
do  not  show  this  difference.  This  simply 
means  that  we  found  the  Crow  and  Cheyenne 
total  CHD  rate  in  Table  3 to  be  composed  al- 
most entirely  of  infarctions  with  few  cases 
in  other  CHD  categories.  In  particular,  as 
opposed  to  a significant  rate  of  angina  in  the 
Framingham  population,  only  three  cases 
appeared  in  the  inpatient  briefs  over  the 
fourteen  year  period.  In  summary  then,  we 
believe  the  total  CHD  rates  for  Crows  and 
Cheyennes  in  Table  3 to  be  too  small  since 
we  probably  missed  a large  number  of  non- 
infarction CHD  cases.  Therefore,  comparisons 
between  the  infarction  rates  offer  the  best 
idea  of  CHD  in  the  Indian  and  Framingham 
populations. 

Next,  among  the  three  populations,  what 
are  the  chances  that  a person  of  a certain 
age  group  will  develop  his  first  infarction? 
Table  4 gives  the  average  annual  incidence 
for  myocardial  infarction  per  1000  persons  at 
risk.  In  order  to  arrive  at  these  rates  we  di- 
vided our  fourteen  year  study  into  seven  two 
year  subunits,  and  examined  the  population 
at  the  end  of  each  subunit.  If  an  individual 
manifested  an  infarction  during  a particular 
subunit,  we  dropped  that  person  from  the 
population  at  risk  for  the  remainder  of  the 
seven  subunits  and  recorded  the  event  by  the 
person’s  age  at  the  beginning  of  that  sub- 
unit. 

Next,  by  combining  the  seven  subunits 
containing  the  same  aged  people,  we  com- 
puted the  total  population  at  risk.  These  com- 
putations yielded  the  average  two  year  inci- 
dence, and  subsequently  we  took  five  year 

TABLE  A 

Average  annual  Incidence  of  myocardial 
infarctions  per  1,000  population 


Age* 

Fram. 

Men 

Crow 

Cheyenne 

Fram. 

Women 

Crow 

Cheyenne 

35-'4A 

1.3 

1.9 

0.9 

0.1 

0.2 

0.2 

3.5 

3.8 

1.1 

0.5 

3.1 

3.2 

55-6A 

8.0 

9.1 

0.7 

1.4 

5.5 

5.1 

65-72 

8.2 

8.2 

3.2 

2.5 

14.4 

4.8 

*Age  at 

t ime 

of  first 

i nfarct ion 
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running  averages  of  these  two  year  rates. 
Finally  Table  4 expresses  these  smoothed  av- 
erage rates  in  ten  year  subgroups. 

Discitssion 

Due  to  the  availability  of  only  inpatient 
records  for  this  study,  we  were  not  able  to 
compare  all  of  the  Framingham  criteria. 
Rather,  myocardial  infarction  seems  to  be 
the  most  reliable  indicator  of  CHD  available 
at  this  time  for  the  Crow  and  Cheyenne  In- 
dians. 

Our  data  in  Table  5 indicates  that  when 
all  three  populations  are  considered,  myo- 
cardial infarction  rate  is  dependent  upon  the 
population  for  both  men  and  women.  We 
found  no  significant  differences  in  the  in- 
farction rate  for  Framingham  and  Crow  men 
(X“  = 0.74),  but  the  differences  for  Framing- 
ham and  Cheyenne  men  was  significant  (X- 
= 5.45,  P<0.0025).  For  women,  both  the 
Crow  (X^  = 8.85,  P<  0.005)  and  Cheyenne 
(X^  = 5.6,  P<  0.025)  rates  were  significantly 
greater  than  Framingham  women.  In  com- 
paring the  rates  for  men  and  women  in  their 
respective  tribes  we  found  no  significant  dif- 
ference in  either  the  Crow  fX-  = 0.43)  or 
the  Cheyenne  (X^  = 0.8) . Thus,  we  have 
shown  that,  except  for  Cheyenne  men,  the 
rate  of  infarction  among  Crow  and  Cheyenne 
equals  or  exceeds  that  for  Framingham  men 
and  women. 

These  findings  for  the  Crow  and  Chey- 
enne Indians  are  much  different  than  those 


TABLE  5 


CHI  square 
in  the 

tests  for  the  significance  of  differences 
myocardial  infarction  incidence  among 
the  three  populations 

Men 

1 nfarct ion 

No  infarction 

Total 

% 

Fram 1 ngham 

119 

2140 

2259 

S.2%* 

Crow 

16 

367 

383 

h.2% 

Cheyenne 

A 

240 

244 

1 .6^ 

Women 

1 nfarct ion 

No  infarction 

Total 

% 

Framingham 

28 

2739 

2767 

1 .01* 

Crow 

1 1 

353 

364 

3.0^ 

Cheyenne 

8 

278 

286 

2.3% 

*lf  persons  rejected  from  Framingham's  first  exam  due  to  CHD  are 
added  to  the  Framingham  population  at  risk  and  infarction 
categories  the  rate  for  men  becomes  7.6%  and  the  rate  for 
women  becomes  2,2%  (See  Discussion  section). 


reported  for  other  tribes  in  the  previously 
mentioned  studies.'*'  For  example,  in  com- 
paring Navajo  CHD  to  the  Framingham 
Study,  Fulmer  et  aP  observed  only  one  case 
of  CHD  in  a six  year  period  in  a population 
of  154  Navajo  men.  Using  Framingham  rates, 
9.3  cases  would  have  been  expected  with 
that  size  population  in  the  six  year  time  pe- 
riod. 

Table  4 reveals  some  interesting  relation- 
ships. Crow  and  Framingham  males  have  a 
comparable  incidence  at  all  ages,  while  the 
rates  for  Cheyenne  men  are  considerably 
lower,  especially  in  the  older  age  groups. 
Crow  and  Cheyenne  women  have  at  least 
twice  the  infarction  rate  as  Framingham 
women  in  each  age  category.  The  largest  dif- 
ference in  rates  for  women  is  in  the  45-54  age 
group.  Indian  women  in  this  group  have 
more  than  six  times  the  infarction  rate  as 
Framingham  women.  Thus,  these  Indian 
women  appear  to  manifest  their  infarctions 
(and  possibly  CHD)  at  an  earlier  age  than 
whites. 

Ultimately,  however,  the  validity  of  com- 
paring the  age  distribution  or  the  overall  in- 
farction rates  depends  upon  the  validity  of 
the  methods  we  used  to  collect  the  data.  In 
this  light,  we  have  some  comments  concern- 
ing the  population  and  incidence  data.  The 
population  figures  may  be  too  high  since  (1) 
Indians  on  the  reservation  may  have  moved 
away  during  the  fourteen  year  period  or  (2) 
certain  individuals  may  receive  their  med- 
ical care  from  private  (off  reservation)  phy- 
sicians. We,  of  course,  would  have  missed  any 
CHD  in  these  persons,  thus  causing  our  pop- 
ulation at  risk  to  be  too  large.  Alternately, 
our  population  at  risk  may  be  too  small  due 
to  Indians  moving  on  the  reservation  during 
the  fourteen  years.  The  Crow  Tribal  Roll 
would  have  picked  up  Crow  Indians  who 
moved  on  or  off  the  reservation,  but  the 
Cheyenne  population  data  can  certainly  be 
criticized  here.  We  did,  however,  include  off 
reservation  Indians  in  tabulating  the  Chey- 
enne population  so  these  population  figures 
are  probably  too  large  rather  than  too  small. 
In  summary,  then.  Crow  population  data  are 
probably  more  accurate,  but  we  believe  that 
our  figures  for  both  populations  are  more 
likely  to  be  too  large  rather  than  too  small. 
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Populations  too  large  set  a lower  bound  on 
our  fourteen  year  rates;  hence  the  rates  are 
at  least  as  large  as  indicated. 

Now  let’s  consider  our  incidence  data.  If 
we  missed  cases  of  myocardial  infarction  our 
incidence  rates  would  be  too  small,  but  since 
we  generally  found  Indian  infarction  rates 
equaling,  if  not  exceeding,  those  of  Framing- 
ham we  shall  not  consider  this  point  further. 
Next,  were  Indian  criteria  for  infarctions 
comparable  to  Framingham  criteria  (i.e., 
might  the  incidence  rates  have  been  too 
large)  ? Given  that  Crow  staff  physicians 
used  roughly  the  same  methods  (EKG  and 
enzymes) , we  could  only  assume  that  they 
would  neither  overdiagnose  nor  underdiag- 
nose myocardial  infarction  compared  to  the 
Framingham  staff.  An  important  difference 
in  the  way  Framingham  defined  incidence 
as  compared  to  our  study  was  that  Framing- 
ham rejected  all  persons  with  known  CHD 
at  the  first  exam.  We  couldn’t  do  this  because 
Crow  Hospital  records  prior  to  1956  were  un- 
available and  incomplete.  If  we  add  all  those 
rejected  from  Framingham’s  first  exam  (due 
to  known  CHD)  to  their  population  at  risk 
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and  assume  they  all  had  infarctions  during 
the  fourteen  years  following,  we  arrive  at  an 
upper  limit  for  the  Framingham  rates  (Table 
5).  Under  these  constraints,  the  rate  for 
Framingham  is  now  significantly  larger  than 
the  4.2%  Crow  male  rate  (X^  = 4.1,  P<0.05). 
The  maximized  Framingham  female  rate 
(2.2%)  is  not  significantly  different  from 
either  the  Crow  (3.0%,  = 1.05)  or  the 

Cheyenne  (2.9%,  X^  = 0.93)  women’s  rates. 
This,  however,  does  not  affect  the  conclusion 
that  Crow  and  Cheyenne  have  comparatively 
more  CHD  than  Navajo  and  Apache  Indians. 

In  characterizing  risk  factors  for  these 
populations,  we  were  unable  to  locate  any 
anthropological  studies,  but  it  appears  that 
the  Crow  and  Cheyenne  diet  is  high  in  lipid 
content.  Some  of  the  men  are  physically  ac- 
tive in  farm  work,  but  most  are  inactive,  as 
are  the  women.  It  also  appeared  to  us  that 
men  are  relatively  thin  compared  to  whites, 
whereas  women  are  comparatively  obese 
due  to  gaining  and  maintaining  a large 
amount  of  weight  with  each  pregnancy. 
Cigarette  smoking  and  hypertension  seem  to 
be  uncommon.  Finally,  mature  onset  diabetes 
may  be  prevalent,  especially  among  women. 

A possible  explanation  for  the  relatively 
high  infarction  rate  among  Crow  and  Chey- 
enne women  might  be  the  elevated  levels  of 
carbon  monoxide  found  in  some  of  the  homes 
on  the  Cheyenne  reservation  by  Byram  and 
Betts.”  They  indicated  that  a large  number 
of  Indian  homes  may  have  increased  carbon 
monoxide  levels  due  to  defective  hydrocar- 
bon-fired heating  units  in  the  homes.  The  re- 
lationship between  exposure  to  low  levels  of 
carbon  monoxide  and  the  development  of 
atherosclerosis  has  been  demonstrated  by 
Astrup  et  al.*^  They  noted  that  a group  of 
rabbits  exposed  to  low  levels  of  carbon  mon- 
oxide had  a significantly  higher  degree  of 
aortic  and  coronary  atherosclerosis  than  a 
control  group. 

The  clinical  impression  maintained  by 
most  of  the  Crow  Hospital  staff  was  that  in- 
farction occurs  rarely  among  Crow  and  Chey- 
enne Indians;  our  study  does  not  support  this 
impression.  We  suggest  that  similar  studies 
should  be  done  among  other  Indian  tribes. 
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Summary 

In  a retrospective  study,  we  compared  the 
incidence  of  coronary  heart  disease  among 
the  Crow  and  Northern  Cheyenne  Indian 
populations  to  the  incidence  for  the  Framing- 
ham study  for  fourteen  year  periods.  We  be- 
lieve that  myocardial  infarction  is  the  best 
indicator  of  coronary  heart  disease  available 
for  these  tribes.  Utilizing  inpatient  hospital 


records  and  population  censuses,  we  found 
that,  except  for  Cheyenne  men,  the  rate  of 
myocardial  infarction  among  Crow  and  Chey- 
enne equals  or  exceeds  the  rate  for  both 
Framingham  men  and  women.  These  results 
show  considerably  more  coronary  heart  dis- 
ease for  Crow  and  Cheyenne  than  previous 
studies  show  for  other  American  Indian 
tribes.  • 
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Hemodialysis  for  renal  failure 

in  children* 


Donough  O’Brien,  MD,  Denver 


Public  Law  92-603  will  do  much  to  alleviate 
the  financial  burden  of  renal  failure  at  all 
ages.  It  seems  inevitable  that  this  in  turn  will 
result  in  an  increasing  demand  for  facilities 
for  the  management  of  chronic  renal  failure 
either  conventionally  or  by  dialysis  or  by 
transplantation,  and  family  doctors  increas- 
ingly will  be  asked  to  participate  in  all  the 
problems  of  care.  These  latter  procedures  al- 
ways demand  some  degree  of  fortitude  by  the 

•From  the  Pediatric  Dialysis  Unit.  University  of  Colorado 
Medical  Center,  Denver. 


patient — sometimes  a great  deal.  For  an 
adult,  the  bargain  is  fairly  straightforward, 
even  if  unpleasant.  That  is  to  say,  the  adult 
can  obtain  a reasonably  clear  idea  of  what 
the  expectation  of  life  is  likely  to  be,  what 
the  advantages  to  their  family  will  be,  and 
what  the  attendant  cost  in  discomfort  and 
personal  wealth  must  be  set  against  these. 
Also,  an  adult  can  opt  out  of  such  a program 
at  will,  and  from  time  to  time  some  do. 

Clearly,  the  situation  with  children  is  dif- 
ferent. Since  it  is  now  technically  possible  to 


for  October  1974 


583 


dialyze  children  even  in  infancy,  it  becomes 
possible  to  sustain  life  in  the  face  of  absolute 
renal  failure  at  almost  any  age.  Equally 
clearly,  children  cannot  often  judge  how 
much  they  should  endure  as  the  price  of  an 
ill-defined  life  extension.  Physicians,  parents, 
nurses,  and  social  workers  must  work  to- 
gether to  make  this  determination,  and  de- 
cisions are  not  always  easy,  although  the 
fiscal  aspects  are  happily  less  of  an  influence 
than  they  used  to  be. 

Setting  aside  moral  issues,  however,  there 
are  many  aspects  of  dialysis  which  are  dif- 
ferent for  children  than  for  adults  and  which 
justify  special  pediatric  centers  such  as  those 
in  Boston,  Minneapolis,  San  Francisco,  Los 
Angeles,  and  at  Colorado  General  Hospital  in 
Denver.  Most  obvious,  perhaps,  is  the  fact 
that  if  children  are  going  to  spend  six  hours 
three  times  a week  on  dialysis,  which  many 
still  do,  then  school  work  has  to  go  on.  There 
has  to  be  a teacher  to  visit  the  hospital  unit 
and  if  possible,  home  tutoring  has  to  be  ar- 
ranged through  the  public  school  system.  Of 
course,  matters  can  be  helped  if  the  children 
can  be  dialyzed  on  Saturdays  or  if  they  are 
of  the  lucky  group  who  do  not  get  symptoms 
with  rapid  dialyzing  and  can  be  treated  for 
four  hours  or  so  after  school.  In  England, 
some  of  the  adolescents  at  a unit  in  London 
have  adjusted  for  this  requirement  of  time 
by  becoming  expert  at  self-dialysis  at  home 
in  the  evenings.  “All  work  and  no  play”  is 
no  more  possible  on  dialysis  than  at  home  so 
that  film  strips,  movies,  story  telling,  and  as 
a last  resort,  television,  all  have  a role  to 
play,  and  someone  has  to  organize  the  whole 
program. 

The  technical  aspects  are  important  also, 
especially  those  of  fluid  balance.  Modern  ar- 
tificial kidneys,  especially  the  hollow  fiber 
ones,  are  very  efficient  and  by  increasing  the 
pressure  differential  between  blood  and 
dialysate,  fluid  can  be  readily  removed  from 
the  patient.  With  children  this  is  especially 
easy  to  do  and  overzealous  dialysis  can  easily 
lead  to  a disequilibrium  and  with  it  nausea, 
vomiting,  abdominal  pain,  headaches,  and 
hypotension.  Administration  of  plasma,  50 
per  cent  dextrose,  saline  or  mannitol  can 
often  correct  this  imbalance,  but  may  also 


lead  to  inappropriate  fluid  retention.  Infants 
must  be  managed  with  great  delicacy,  and 
they  usually  have  to  be  dialyzed  on  a bed 
with  a sensitive  scale. 

Detailed  attention  to  nutrition  is  abso- 
lutely essential.  Growth  on  dialysis  is  erratic 
at  best,  but  if  acidosis  is  contained  by  oral 
bicarbonate  and  calories  are  somehow  con- 
sumed at  a level  that  is  about  10  per  cent 
more  than  normal  recommended  daily  al- 
lowances, perhaps  half  of  children  will  show 
modest  growth  increments,  although  virtu- 
ally none  “catch  up.”  There  have  been  some 
tentatively  encouraging  results  with  both 
high  calorie  glucose  supplements  and  intra- 
venous Fre-Amine  E given  during  dialysis  as 
an  efficient  source  of  essential  amino  acids. 

Anemia  is  a constant  problem.  Sometimes 
there  is  iron  deficiency,  but  for  the  most  part 
the  root  cause  is  failure  to  synthesize  erythro- 
poietin. Transfusions  are  really  the  only 
treatment.  Originally  it  was  considered  very 
undesirable  to  transfuse  because  of  the  pos- 
sibility of  developing  tissue  antibodies  which 
might  accentuate  rejection  after  transplanta- 
tion. Recent  evidence,  however,  suggests  the 
opposite  may  be  true,  transfusing  seems  to 
afford  a small  but  significant  prognostic  ad- 
vantage perhaps  by  producing  relatively  be- 
nign blocking  antibodies. 

Bone  pain  from  loss  of  bone  density  is 
common  in  renal  failure  in  children  as  in 
adults.  Both  hemodialysis  and  transplantation 
help  to  resolve  this,  especially  in  conjunction 
with  Amphojel  to  reduce  serum  phosphorus 
levels  and  perhaps  in  conjunction  with  oral 
calcium  lactate  and  vitamin  D to  raise  serum 
calcium  levels.  Dementia  and  neuropathy 
are  fortunately  uncommon  complications  in 
childhood. 

In  the  meantime,  dialysis  technics  con- 
tinue to  advance.  Dialysis  units  become 
smaller  and  more  robust  and  there  are  con- 
tinuing attempts  to  decrease  dialysis  time 
and,  at  the  same  time,  circumvent  the  dis- 
equilibrium syndrome.  One  of  the  most 
promising  avenues  for  children  is  that  of 
automatic  peritoneal  dialysis  at  night,  a 
procedure  that  could  be  readily  carried  out 
at  home.  • 
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Coincident  infectious  mononucleosis 

and  ulcerative  colitis 

A case  report 


M.  J.  Winship,  MD,  Missoula,  Montana 


In  young  adults,  infectious  mononucleosis  is 
fairly  common*'-  and  ulcerative  colitis  is  not 
uncommon,  however  co-existence  of  infec- 
tious mononucleosis  and  ulcerative  colitis 
has  not  been  reported.  The  following  study 
describes  a young  woman  who  was  admitted 
with  ulcerative  colitis  and  who  developed 
acute  infectious  mononucleosis  during  hos- 
pitalization. 

CASE  REPORT 

A twenty-year-old  white  female  university 
student  was  admitted  to  the  community  hospital 
on  April  26,  1973,  because  of  two  to  five  bowel 
movements  per  day  of  blood-tinged  unformed 
feces,  associated  with  cramps,  which  had  per- 
sisted for  approximately  one  month  despite  treat- 
ment with  salicylazosulfapyridine  (Azulfidine®), 
one  tablet  four  times  a day,  and  diphenoxylate 
with  atropine  (Lomotil®),  one  tablet  twice  a day. 
A barium  enema  radiographic  study  was  inter- 
preted as  showing  ulcerative  colitis.  The  patient 
had  not  lost  any  weight  and  was  not  anemic.  A 
similar  episode  in  1971  terminated  spontaneously 
without  treatment.  Her  roommate  had  recently 
recovered  from  infectious  mononucleosis. 

Initial  physical  examination  disclosed  an  afeb- 
rile, normal-appearing  young  lady.  Small  tender 
nodes  were  palpable  in  the  anterior  neck.  The 
throat  was  not  inflamed.  No  organs  were  palpable 
in  the  abdomen.  On  sigmoidoscopy,  multiple  small 
punctate  erosions  of  the  mucosa  bled  when 
wiped  with  a cotton  swab.  There  were  19,500 
leukocytes/mm.  with  14  segmented  neutrophils 
and  2%  stabs;  84%  lymphocytes  were  described  as 
being  atypical  and  monocytoid  in  character.  A 
mono  spot  test  (Mono  Spot®)  was  positive.  Hete- 
rophil antibodies  were  present  in  a titer  of  1:448 
after  guinea  pig  absorption,  whereas  beef  red 
blood  cell  absorption  reduced  the  titer  to  1:14. 


The  patient’s  ulcerative  colitis  was  readily 
controlled  by  increasing  the  Azulfidine®  to  three 
tablets  four  times  a day  and  Lomotil®  to  one  tab- 
let four  times  a day.  However,  the  right  pharyn- 
geal tonsil  became  enlarged  and  spotted  with 
exudate.  Bilateral  swelling  of  the  tonsils  and 
pharyngitis  developed  over  the  succeeding  day 
leading  to  difficulty  swallowing.  The  tonsils  al- 
most met  in  midline,  and  a membraneous  exudate 
extended  over  the  tonsils  down  the  lateral 
pharyngeal  wall.  In  both  anterior  cervical  areas, 
large  tender  lymph  nodes  were  palpable.  She  ap- 
peared acutely  ill.  Cephalexin  (Keflex®)  was 
given  in  a dose  of  30  mg./kg.  body  weight  per  day 
when  Staphylococcus  aureus  was  isolated  from  the 
urine,  stool,  throat  cultures,  and  the  patient  gave 
a history  of  penicillin  hypersensitivity.  During  the 
next  three  days,  the  tonsils  returned  to  normal 
size  and  the  cervical  adenopathy  disappeared.  She 
was  discharged  two  days  later  to  continue  taking 
Azulfidine®  and  Lomotil®.  Her  outpatient  course 
was  uneventful.  Lomotil®  and  Azulfidine®  were 
slowly  reduced  in  dosage  and  discontinued  over 
the  next  two  months.  When  seen  five  months  after 
hospital  discharge,  the  patient  was  asymptomatic 
and  a heterophil  test  was  non-reactive. 

Discussion 

The  manifestations  of  infectious  mono- 
nucleosis include  sore  throat,  lymphadenop- 
athy,  palpable  spleen,  fever,  rash,  jaundice, 
tonsillar  enlargement,  eyelid  edema,  and 
rarely,  hematologic  complications,  neurologic 
complications,  and  splenic  rupture. The 
life-threatening  complications  are  obstruc- 
tive tonsillitis,  airway  obstruction  by  mem- 
brane formation,  and  splenic  rupture.  Al- 
though this  patient  had  extremely  swollen 
tonsils,  airway  obstruction  did  not  result; 
however,  otolaryngologic  consultation  was 
obtained. 
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Ulcerative  colitis  is  primarily  a disease  of 
the  colon  which  is  commonly  manifested  by 
diarrhea,  hematochezia  and  lower  abdominal 
cramps.  The  colonic  mucosa  is  typically  hy- 
peremic,  edematous,  granular,  friable,  and 
spotted  with  small  bleeding  ulcerations.  One 
of  the  distinctive  features  of  ulcerative  colitis 
is  the  friability  of  the  mucosa  when  wiped 
with  a cotton  swab.  The  extra-colonic  mani- 
festations of  ulcerative  colitis  are  many  and 
varied. Complications  of  ulcerative  colitis 
include  bowel  perforation,  recurrent  hemor- 
rhage, and  carcinoma  after  long-standing 
disease.  Acute  fulminating  colitis  may  be 
life-threatening,  with  or  without  toxic  mega- 
colon. 

Infectious  mononucleosis  may  be  caused 
by  the  Epstein-Barr  virus. Some  of  the 
manifestations  have  been  likened  to  “im- 
munologic disorders”.  Ulcerative  colitis  may 
be  a disordered  immunologic  response,’^  and 
antibodies  to  colonic  mucosa  have  been  found 


in  the  serum  of  patients  with  ulcerative  co- 
litis.’^ Humoral  antibodies,  the  Paul-Bunnell- 
Davidson  antibodies,^®’'”  are  also  present  in 
infectious  mononucleosis.  Both  disease  enti- 
ties are  associated  with  an  “immunologic 
component”,  and  the  liver  is  the  one  organ 
involved  in  both  diseases.  However,  the  pa- 
tient had  normal  liver  function  tests.  Both 
diseases,  despite  being  fairly  common,  have 
not  been  reported  as  occurring  at  the  same 
time. 

Glucosteroids  have  been  advocated  in  the 
treatment  of  acute  ulcerative  colitis  and 
acute  infectious  mononucleosis  when  compli- 
cations are  present.  This  patient  improved 
without  benefit  of  glucosteroids.  • 
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MATERNAL  « 

MORTALITY  S 

The  following  case  has  been  reviewed  \ 
by  the  Colorado  Maternal  Mortality  Com-  \ 
mittee*  and  selected  for  publication  because  y 
of  its  educational  value.  V 


Maternal  Hemorrhage 

R.  H.  IS  A 28  YEAR  Caucasian,  Gravida  1 Para 
0,  married  patient,  who  entered  the  hospital 
on  January  29  at  42  weeks  gestation  for  elec- 
tive induction  at  7:15  a.m.  in  the  morning. 
She  was  pronounced  dead  at  8:50  p.m.  the 
same  day.  Religious  feelings  prevented  the 
use  of  whole  blood  or  blood  products. 

Her  antepartum  course  was  completely 
negative  except  that  she  went  over  her  due 
date  of  January  16,  and  she  required  high 
doses  of  oral  iron  and  iron  and  folic  acid  to 
maintain  a hematocrit  of  34  over  the  last  6 
weeks. 

Labor  was  started  with  IV  Pitocin  about 
8:30  and  by  10:00  she  was  in  active  labor. 
The  labor  itself  progressed  rapidly;  the  pa- 
tient was  completely  dilated  at  3:  00.  She  re- 
ceived Nicentil  40  mg  at  11:35  a.m.  and  a 
one-shot  caudal  at  1:23.  At  3:05  delivery  was 
by  outlet  forceps  over  right  mediolateral 
episiotomy  of  an  eight  pound  baby  which  did 
well  postpartum. 

During  the  episiotomy  repair,  the  patient 
began  bleeding  excessively.  Forty  units  of 
Pitocin  were  placed  in  the  IV.  By  3:30  the 
patient’s  pulse  was  125,  blood  pressure  was 
70/0.  A subclavian  catheter  was  placed  and 
by  4:  09  she  had  received  Methergine  IM  and 
IV  push.  By  4: 25  the  patient  was  given  Dex- 
tran  500  cc  and  had  received  a D&C  and  man- 
ual exploration  of  the  uterus.  By  5:05  she 

•The  following  physicians  have  been  appointed  to  serve 
on  the  Maternal  Mortality  Committee,  a subcommittee 
under  Maternal  and  Child  Health;  Lawrence  W.  Roessing, 
Jr.,  Chairman,  Maxwell  A.  Abehnan,  L.  Joseph  Butter- 
field, Gerard  W.  del  Junco,  Watson  A.  Bowes,  Jr.,  Horace 
E.  Thompson,  all  of  Denver;  John  H.  Darst,  Greeley; 
Walter  J.  Grund,  Littleton;  Mallory  T.  Harling,  Fort  Col- 
lins; Ronald  E.  Harrington,  Boulder;  James  R.  Patterson, 
Englewood;  Edwin  N.  Running,  Jr.,  Arvada;  Louis  C. 
Wollenweber,  Jr.,  Lakewood;  Thomas  F.  Purdon,  Colo- 
rado Springs. 


had  received  another  1000  cc  of  Dextran  and 
had  bled  through  two  uterine  packs. 

By  5:15  the  patient  was  in  the  operating 
room  receiving  a hysterectomy;  the  pulse 
was  150;  and  the  blood  pressure  was  40  man- 
ually, decreasing  to  20/0.  She  was  anuric  and 
the  blood  was  not  clotting.  During  the  pro- 
cedure each  needle  hole  began  bleeding  and 
petechia  and  an  ecchymosis  were  noted  on 
bowel  and  peritoneum.  Blood  report  during 
surgery  revealed  a hemoglobin  6 9,  hemato- 
crit 19,  platelets  40,000.  PT  and  PTT  were 
greater  than  2,  fibrinogen  was  60.  Patient 
was  given  200  cc  Rheomacrodex,  100  cc  20% 
Manitol,  1000  cc  Normisol,  20  mg  of  Lasix, 
10,000  units  Heparin  in  the  OR. 

When  she  left  the  OR  for  ICU  at  6: 30,  she 
was  moribund  with  a hematocrit  of  4.  No 
urinary  response  was  noted.  In  ICU  she  de- 
teriorated rapidly,  drugs  given  in  ICU  were 
Decadron  80  mg  at  6:30,  soda  bicarbonate 
50  cc  at  6:45.  By  8:00  the  patient  had  no 
blood  pressure  and  a heart  rate  of  less  than 
40.  By  8: 30  a flat  EKG  was  obtained;  she  was 
pronounced  dead  at  8:50. 

The  attending  MD  had  discussed  blood 
transfusion  three  times  during  this  event 
with  the  patient’s  husband  and  once  with  the 
patient  herself.  Each  time  blood  was  refused. 

Comments  by  the  Committee  were  di- 
rected toward  the  risks  and  problems  dealing 
with  elective  induction  and  the  possibility  of 
hypotension  during  blood  loss  under  conduc- 
tive anesthesia. 

Death  was  termed  preventable  and  due  to 
patient’s  responsibility. 

As  in  the  review  of  any  Maternal  Mortal- 
ity death,  valuable  lessons  can  be  learned 
from  R.  H.  In  the  Formulary  we  find  a goodly 
listing  of  intravenous  solutions  which  may 
be  used  when  whole  blood  or  blood  products 
must  be  restricted. 

The  question  repeatedly  is  asked,  “Should 
labor  have  been  induced?”  when  an  unhappy 
result  occurs.  The  physician  must  take  a 
stand  on  this  point  and  know  he  has  given  the 
proper  treatment  when  a patient  carries  a 
pregnancy  42  weeks.  Self-incrimination  by 
the  physician  need  not  be  felt  under  these 
conditions. 
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The  patient  who  goes  into  labor  with 
anemia  enters  the  race  with  a handicap.  We 
may  find  a longer  labor,  weaker  contractions, 
increased  operative  deliveries,  fetal  distress, 
or  a uterine  atony  in  the  third  stage.  Perhaps 
a simpler  conduction  anesthetic  (local  pu- 
dendal) might  have  reduced  the  likelihood  of 


the  uterine  atony  for  R.  H.  in  the  face  of 
anemia. 

Many  physicians  will  refer  patients  of  this 
religious  sect  rather  than  assume  responsi- 
bilities for  them.  Maybe  our  outlook  in  the 
future  should  be  to  accept  these  patients,  and 
to  accept  the  challenge  to  offer  them  the  very 
best  care  that  we  can. 


Now  SIDS  Has  a Number 

795.0  Sudden  Infant  Death  Syndrome,  under  one  year  of  age 

795.1  Sudden  Infant  Death  Syndrome,  one  year  of  age 

795.2  All  other  sudden  death  age  two  years  and  over. 

In  May  of  1973  the  medical  representatives  of  the  International  Classification 
of  Diseases  identified  Sudden  Infant  Death  as  a disease  entity  and  agreed  upon 
the  above  coding.  Later  in  that  year  the  National  Center  for  Health  Statistics  is- 
sued guidelines  to  all  registration  areas  that  will  result  in  more  reliable  compilation 
of  statistics  on  SIDS. 

This  is  one  of  many  fronts  of  action  reported  in  the  Annual  Report  of  the  Na- 
tional Foundation  for  Sudden  Infant  Death  by  Abraham  B.  Bergman,  MD,  Pres- 
ident. 

SIDS  is  a major  unsolved  problem,  taking  10,000  young  lives  each  year,  the 
most  common  cause  of  death  between  two  weeks  and  one  year. 

One  hundred  twenty  babies  will  die  of  this  syndrome  in  1974.  These  will  be 
sudden,  unexplained  deaths  that  relinquish  no  cause  of  death  at  autopsy. 

Since  the  first  symptom  of  this  syndrome  is  death — the  guilt  and  grief  reaction 
in  affected  families  is  profound.  Doctors  and  nurses  need  to  know  about  SIDS  to 
help  ease  the  family  pain!  The  National  Foundation  for  Sudden  Infant  Death  is  a 
voluntary  agency  which  fosters  the  twin  goals  of  prevention  of  the  syndrome  and 
support  of  the  affected  families. 

At  the  national  level,  legislation  has  been  passed  to  establish  regional  SIDS 
centers  to  provide  education  and  counsel  while  seeking  basic  information  through 
research. 

Denver  is  a logical  site  for  such  a center.  Increasing  the  awareness  of  SIDS 
among  the  professionals  and  our  patients  is  a first  step.  Assuming  a leadership  role 
by  establishing  a regional  center  for  SIDS  is  a logical  sequel. 

Tell  someone  about  SIDS  and  help  ease  the  pain. 


PICKER  Medical  Prod  ucts 

3890  ELM  STREET  — TEL.  388-573 1 — DENVER,  COLORADO  80207 
Offices  also  in: 

Colorado  Springs,  Colorado  Medical  X-Ray  Equipment 

1618  Holmes  Dr.,  597-2389 

Accessories  & Film 

Salt  Lake  City,  Utah 

21  Kensington  Street,  487-7519  Nuclear  Equipment 

Albuquerque,  New  Mexico  Ultrasonic  Equipment 

3009  Aztec,  N.E. 
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half-ounce 
prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’sgood  medicine.  Whetherfor  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 
Neosporin®Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  itcontainsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Here  is  the  famous  Hamilton  Premiere  examining  suite.  Versatility 
of  style,  size,  and  cabinetry  make  it  possible  to  combine  those  “just 
right”  components  for  your  particular  office.  Large  or  standard  table 
. . . full  complement  of  treatment  and  utility  cabinets  or  modular . . . 
whatever  your  needs  demand,  Hamilton  physicians’  furniture  will 
provide. 


GEO.  BERBER!  & SONS,  INC. 

1717  Logan  Street,  DENVER,  COLORADO  80203  • Tel.  255-0408 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  {)rohlem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  liistory  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Tour  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


€)oMar 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 
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Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


E.vt^Htahs’ 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day's pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness,  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphenf 
with  Codeine 

Phenaphen  with  Codeine  No.  2.  3.  or  4 contains'  Phenobarbital  ('4  gr.).  16  2 mg.  (warning: 
may  be  habit  forming):  Aspirin  {2y2  gr.),  162  0 mg  : Phenacetin  (3  gr,),  194  0 mg  ; Codeine 
phosphate.  ’4  gr.  (No.  2).  Va  gr.  (No.  3)  or  1 gr  (No.  4)  (warning  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature 

Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
v!L  stances  Act  of  1970,  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 

A H Robins  Company,  Richmond,  Va  /\'  H'DOBINS 
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University  Professor  of  Pediatrics 
Receives  Award 

Dr.  Henry  K.  Silver,  who  initiated  the  first 
nurse  practitioner  program  in  the  United  States 
to  provide  extensive  high-quality  direct  primary 
health  care  and  services  to  children,  has  been 
awarded  the  1974  Martha  May  Eliot  Award  for 
exceptional  leadership  in  promoting  maternal  and 
child  health  in  the  United  States. 

Silver,  in  addition  to  his  leadership  in  promot- 
ing maternal  and  child  health  care  in  the  United 
States,  is  a professor  of  pediatrics  at  the  Univer- 
sity of  Colorado  School  of  Medicine.  He  receives 
the  award  on  October  22,  during  the  meeting  of 
the  American  Public  Health  Association,  donors 
of  the  award,  in  New  Orleans. 


University  of  Colorado  Medical  Center 

W.  K.  Kellogg  Foundation  Awards  Grant  to 
the  University  of  Colorado  School  of  Nursing 

The  W.  K.  Kellogg  Foundation,  Battle  Creek, 
Michigan,  has  awarded  a $267,071  grant  for  a 
three-year  period  to  the  University  of  Colorado 
School  of  Nursing  to  develop  an  interdisciplinary 
area  of  study  in  nursing  service  administration  at 
the  masters  level.  The  grant  will  support  an  in- 
novative program  to  be  jointly  developed  and  of- 
fered by  the  faculties  of  the  University  of  Colo- 
rado School  of  Nursing  and  the  University  of 
Colorado  School  of  Medicine,  Division  of  Health 
Administration. 

Although  nurses  have  traditionally  had  access 
to  training  programs  in  nursing  service  adminis- 
tration, this  program  represents  a new  model  in 
which  students  in  nursing  service  administration 
and  in  health  administration  share  a core  of  learn- 
ing experiences  in  addition  to  the  courses  they 
take  separately  in  the  two  majors.  The  program 
is  designed  to  assist  students  to  develop  adminis- 
trative competence  and  research  skills  as  these 
relate  to  the  delivery  of  nursing  services  in  a va- 
riety of  settings. 


The  degree  program  will  consist  of  classes  and 
field  experiences.  The  classes  will  include  a min- 
imum of  14  semester  hours  in  administration  and 
19  hours  in  nursing  with  each  student’s  curricu- 
lum designed  to  support  his  or  her  special  inter- 
ests and  individual  learning  needs.  The  program 
will  take  15  minutes  to  complete  and  will  culmi- 
nate in  a Master  of  Science  degree.  Research 
methods,  clinical  nursing,  administrative  theory 
and  process  will  be  integral  parts  of  the  program. 

The  grant  also  will  support  a continuing  educa- 
tion program  for  practicing  nursing  service  di- 
rectors and  an  annual  national  conference. 

In  announcing  this  grant  award.  Dr.  Eunice 
Blaire,  dean.  School  of  Nursing,  and  Dr.  Harry 
Ward,  dean.  School  of  Medicine,  noted  that  this 
represents  a significant  step  in  the  development 
of  collaborative  programs  between  the  faculties 
of  the  two  schools. 


University  of  Utah  Medical  Center 

University  Medical  Researchers  Begin  Study 

An  $87,304  grant  to  conduct  a feasibility  study 
for  developing  a statewide  epilepsy  program  has 
been  awarded  to  three  medical  investigators  as- 
sociated with  the  University  of  Utah  Medical  Cen- 
ter. The  award  is  one  of  11  in  the  United  States 
sponsored  by  the  National  Institute  of  Neurolog- 
ical Diseases  and  Stroke.  It  names  Drs.  Dixon  M. 
Woodbury,  Jack  A.  Madsen  and  Madison  H. 
Thomas  as  principal  investigators. 

Dr.  Woodbury  is  chairman  of  the  department 
of  pharmacology.  Dr.  Madsen  is  associate  profes- 
sor of  pediatrics  and  neurology,  and  Dr.  Thomas 
holds  a clinical  associate  professorship  in  neurology 
at  the  university  and  heads  the  EEG  laboratory 
at  LDS  Hospital  in  Salt  Lake  City. 

The  study  will  determine  the  feasibility  of  es- 
tablishing a statewide  service,  teaching  and  re- 
search program  for  epilepsy.  According  to  the 
three  researchers,  such  a program  would  require 
combined  efforts  of  practicing  physicians,  research 
physicians,  and  persons  from  all  levels  of  educa- 
tional, rehabilitation,  and  family  services. 

* « « « « 

University  Faculty  Member  Awarded  Grant 

An  $80,000  grant  to  sponsor  a study  into  find- 
ing out  what  causes  cells  to  become  cancerous  and 
how  this  condition  is  maintained  has  been 
awarded  to  a University  of  Utah  researcher.  Dr. 
Frank  J.  O’Neill,  an  assistant  professor  of  micro- 
biology and  pathology  at  the  Medical  Center,  who 
was  funded  by  the  National  Cancer  Institute. 
Title  of  his  research  is  “Control  of  Nuclear  Events 
in  Normal  and  Neoplastic  Cells.”  The  University 
researcher  is  conducting  his  work  at  the  Salt 
Lake  City  Veterans  Administration  Hospital 
where  he  is  head  of  the  clinical  cytogenetics  serv- 
ice. 
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“It  appears  that  division  of  cells’  nuclei  is  con- 
trolled in  normal  cells  but  uncontrolled  in  cancer 
cells,’’  Dr.  O’Neill  said.  But  the  scientist  has 
found  he  can  restore  control  of  nuclear  division  in 
cancer  cells  by  using  a drug  known  as  a protease 
inhibitor  with  another  drug,  cytochalasin-B. 

“If  we  can  find  out  what  is  wrong  with  cancer 
cells  by  using  this  approach,  scientists  may  some 
day  be  able  to  develop  therapy  for  better  treat- 
ment of  the  disease.” 

Dr.  O’Neill  has  also  received  a $1,143  award 
from  the  National  Research  Council  to  finance  a 
trip  in  October  to  Florence,  Italy,  for  a meeting 
of  the  11th  International  Cancer  Congress.  He  will 
present  a paper  on  his  work  at  the  meeting. 

Dr.  O’Neill  has  been  on  the  faculty  for  three 
years.  He  received  his  PhD  in  molecular  and 
genetic  biology  at  the  university  in  1969. 


Fniversity  of  New  Mexico 
School  of  Medicine 

A faculty  member  from  the  University  of  New 
Mexico  School  of  Medicine  was  in  Great  Britain 
in  September  discussing  a neuromuscular  disease 
which  seems  unique  in  the  Navajo  population. 

Dr.  Russell  D.  Snyder,  associate  professor  in 
the  Departments  of  Neurology  and  Pediatrics  at 
the  University  of  New  Mexico  School  of  Medi- 
cine, presented  a display  on  “Navajo  Neuropathy” 
at  the  third  International  Congress  on  Muscle  Dis- 
ease at  Newcastle-Upon-Tyne,  Great  Britain. 

Other  participants  in  the  Sept.  15-21  Congress 
from  UNM  were  Dr.  Mario  Kornfeld,  associate 
professor  of  pathology,  and  Dr.  Otto  Appenzeller, 
professor  of  neurology. 

Some  Navajos,  the  group  has  learned,  have  an 
abnormality  of  the  nerves  connecting  the  spinal 
cord  and  muscle.  This  appears  to  be  a unique  dis- 
ease restricted  to  this  special  ethnic  group.  Dr. 
Snyder  said,  which  causes  differences  in  strength 
and  sensations. 

The  peripheral  degeneration  results  in  a rela- 
tive indifference  to  pain,  their  display  states. 
Structural  changes  in  the  peripheral  nerves  are 
characterized  by  an  almost  total  absence  of  mye- 
lin, a fatty  substance  which  normally  insulates 
the  nerves. 


Kelly  Named  Administrator 

H.  Mikkel  Kelly,  who  has  been  active  in  the 
New  Mexico  health  field  for  more  than  a dozen 
years,  has  been  named  administrator  for  the  Uni- 
versity of  New  Mexico  Cancer  Research  and 
Treatment  Center.  From  1961-1973,  Kelly  was 
executive  vice  president  and  administrator  of  Al- 
buquerque’s Bataan  Memorial  Hospital.  He  later 
served  as  executive  vice  president  of  the  Love- 
lace-Bataan  Medical  Center,  and  as  vice  chair- 
man and  treasurer  of  the  Lovelace-Bataan  Health 
Program. 

Kelly  holds  a B.S.  degree  in  economics,  and  a 
master’s  degree  in  hospital  administration,  from 
the  University  of  Minnesota.  He  served  four  years 
as  a Navy  pilot  during  the  Korean  War.  Prior  to 
coming  to  New  Mexico,  Kelly  was  assistant  ad- 
ministrator and  instructor  at  the  University  of 
Arkansas  Medical  Center  in  Little  Rock,  and  an 
administrative  resident  at  St.  Luke’s  Hospital  in 
Kansas  City.  For  the  past  two  years  he  has  been 
a preceptor  for  the  University  of  California  grad- 
uate program  in  hospital  administration  in  Berke- 
ley, Calif. 

The  $4.5  million  Cancer  Center,  located  north 
of  Bernalillo  County  Medical  Center  on  the  UNM 
health  Sciences  campus  in  Albuquerque,  is  ex- 
pected to  open  this  fall.  Funding  has  been  through 
state  and  federal  sources. 

The  Center  will  have  facilities  for  all  conven- 
tional forms  of  cancer  treatment  (radiation  ther- 
apy, chemotherapy,  surgery)  and  electron  beam 
therapy.  It  also  will  conduct  research  and  treat- 
ment using  the  pi  meson  beam  at  the  Los  Alamos 
Scientific  Laboratory. 

The  $56  million  Clinton  P.  Anderson  Meson 
Physics  Facility  in  Los  Alamos,  N.M.  includes  a 
biomedical  building  at  the  end  of  the  half-mile 
long  beam.  Tests  began  in  July  using  living  tissue 
to  calculate  the  radiation  doses  being  delivered 
by  the  computer-controlled  machine. 

Producing  800  million  electron  volts  and  800 
kilowatts,  it  is  the  most  powerful  pion  beam  in 
the  world.  Scientists  are  now  checking  to  see  if 
the  beam  can  be  precisely  directed  to  literally 
“explode”  certain  types  of  tumors. 
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W.  J.  Weinstein,  MD,  of  Englewood,  Colorado, 
died  June  27,  1974,  at  the  age  of  46  years.  Born 
January  5,  1928,  in  New  York  City,  he  was  ed- 
ucated in  the  public  schools  of  that  city.  After 
receiving  his  academic  degree  from  Columbia 
University  in  New  York  City,  he  attended  Wash- 
ington University  School  of  Medicine  in  St.  Louis, 
Missouri,  receiving  his  degree  in  1956.  After  serv- 
ing a rotating  internship  and  a year  of  residency 
in  internal  medicine  at  the  St.  Louis  Jewish  Hos- 
pital, he  entered  a residency  in  neurology  at 
Washington  University  and  Barnes  Hospital  in 
St.  Louis.  On  completion  of  SVa  years  of  training 
in  neurology,  he  joined  the  staff  of  the  Depart- 
ment of  Neurology  of  that  institution,  where  he 
remained  three  years  on  a full  time  basis. 

Doctor  Weinstein  belonged  to  the  Denver  and 
Colorado  Medical  Societies  and  the  American 
Medical  Association.  He  was  a member  of  the 
American  Academy  of  Neurology  and  was  certi- 
fied by  the  American  Board  of  Neurology.  He 
was  a member  of  the  Associate  Staff  at  Porter 
Memorial  Hospital  and  the  Courtesy  Staffs  of 
Children’s  and  General  Rose  Hospitals  of  Denver 
and  Swedish  Hospital,  Englewood.  In  addition  to 
his  office  and  hospital  practice  in  the  Denver 
area.  Doctor  Weinstein  conducted  a neurology 
clinic  located  in  Glenwood  Springs,  Colorado. 
This  activity  was  designed  primarily  to  care  for 
the  youth  of  Garfield  and  Pitkin  counties. 

On  September  1,  1952,  he  was  married  to  Elsie 
Koppel  in  Rochester,  New  York.  The  couple  had 
five  children.  In  addition  to  his  wife  and  five 
children,  he  is  survived  by  his  mother  and  two 
brothers. 

***** 

Frank  Thomas  Joyce,  MD,  of  Denver,  Colo- 
rado, died  Thursday,  August  15,  1974,  in  the  Vet- 
erans Administration  Hospital.  He  was  62  years 
of  age.  Born  October  24,  1911,  in  Wheatland,  Ok- 
lahoma, he  received  his  preliminary  education  in 
the  public  schools  of  that  area,  then  attended  the 
University  of  Oklahoma,  receiving  his  BA  in 
1933.  He  was  awarded  a BA  in  medicine  in  1934, 
and  an  MD  in  1936,  all  from  that  same  institution. 
After  an  internship  at  the  University  of  Iowa 
Hospital,  Iowa  City,  Iowa,  he  entered  a medical 
residency  at  that  institution  which  he  completed 
in  1940. 

He  served  as  an  officer  in  the  Army  Medical 
Corps  between  October  1942  and  August  1946.  He 
opened  his  office  in  Denver  shortly  after  World 
War  H,  limiting  his  practice  to  Allergy. 


Doctor  Joyce  was  certified  by  the  American 
Board  of  Internal  Medicine  in  1943.  He  held  the 
academic  rank  of  Associate  Clinical  Professor  of 
Internal  Medicine  (allergy)  at  the  University  of 
Colorado  and  was  Consultant  in  Allergy  to  both 
Fitzsimons  Army  General  Hospital  and  the  Vet- 
erans Administration  Hospital. 

He  was  on  the  Active  Staff  of  Children’s  Hos- 
pital, the  Associate  Staff  at  St.  Luke’s  Hospital, 
the  Consulting  Staff  of  Presbyterian  Medical  Cen- 
ter, and  the  Courtesy  Staffs  of  Mercy  and  St. 
Joesph  Hospital. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  Societies  and  of  the  American  Medical 
Association.  He  was  a Fellow  of  the  American 
College  of  Physicians  and  a member  of  the  Amer- 
ican Academy  of  Allergy.  He  belonged  to  the 
Denver  Clinical  and  Pathological  Society,  and  the 
Rocky  Mountain  Allergy  Club.  He  was  elected  a 
Fellow  of  the  American  College  of  Physicians  and 
was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine. 

Doctor  Joyce  was  married  to  Dorothy  F.  Led- 
erer  in  Fletcher,  Oklahoma,  May  7,  1937.  Mrs. 
Joyce  survives,  as  do  a son  Walter  W.  Joyce  of 
Oklahoma  City  and  a daughter  Alice  C.  Joyce, 
Denver.  Also  surviving  are  his  father  Charles  W. 
Joyce  of  Fletcher  and  two  brothers,  Sam  K.  Joyce 
of  Corsicana,  Texas  and  Walter  R.  Joyce  of  Al- 
buquerque, New  Mexico. 


New  Mexico 

Edward  A.  Zimmermann,  MD,  professor  in  the 
School  of  Medicine  at  the  University  of  New  Mex- 
ico in  Albuquerque,  died  August  21,  1974,  of  can- 
cer at  the  age  of  67. 

Doctor  Zimmermann  was  professor  of  obstet- 
rics and  gynecology.  He  had  been  a member  of  the 
UNM  faculty  since  1969.  Members  of  the  1974 
graduating  medical  class  had  named  him  out- 
standing professor  in  medicine  at  graduation  cere- 
monies last  May. 

The  Bernalillo  County  Unit  of  the  American 
Cancer  Society  honored  him  for  his  medical  and 
scientific  achievement  in  cancer  research. 

Before  joining  UNM,  he  was  in  the  Army  Med- 
ical Corps  from  1941  to  1968.  He  retired  as  a 
colonel.  He  was  a graduate  of  the  St.  Louis,  Mo. 
School  of  Medicine  and  received  his  bachelor’s 
degree  from  the  University  of  Dayton.  He  at- 
tended St.  Charles  Catholic  Church. 

Surviving  are  his  wife,  Katherine;  two  daugh- 
ters, Mrs.  Dolores  Randerson,  Omaha,  Neb.;  Mrs. 
Dorris  Lampe,  Bowie,  Md.;  two  sons,  Norman  of 
Zephyr  Cove,  Nevada  and  Paul  of  San  Jose,  Cali- 
fornia, and  12  grandchildren. 
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Burns 


HERE 


When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


^ prescribing  convenience: 

up  to  5 refills  in  Smooths, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


Hawaii  Medical  Association 


Civil  A\dation  Medical  Association 
ANNUAL  SCIENTIFIC  SEMINAR 
Antlers  Hotel,  Colorado  Springs,  Colorado 
October  21-23,  1974 

Contact:  LeRoy  A.  Wolever,  MD,  4200  West 
Charleston  Blvd.,  Las  Vegas,  Nevada  89102. 

American  College  of  Physicians 
VALVULAR  HEART  DISEASE— 1974 
University  of  New  Mexico  School  of  Medicine 
Albuquerque,  New  Mexico 
October  24-26,  1974 

Contact:  Registrar,  Postgraduate  Courses,  ACP, 
4200  Pine  Street,  Philadelphia,  Pennsylvania 
91904. 


.American  College  of  Physicians 
NEW  MEXICO  REGIONAL  MEETING 
Presbyterian  Hospital  Center 
Albuquerque,  New  Mexico 
November  22-23,  1974 

Contact:  Thomas  L.  Carr,  MD,  719  Parkland 
Circle,  S.E.,  Albuquerque,  New  Mexico  87108. 

The  Department  of  Otolaryngology, 
University  of  Illinois,  at  the  Medical  Center 

THE  ANNUAL  OTOLARYNGOLOGIC 
ASSEMBLY 

Eye  and  Ear  Infirmary 

University  of  Illinois  Hospital,  Chicago,  Illinois 
October  26-November  1,  1974 

Contact:  OTOLARYNGOLOGY,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

COURSE  IN  LARYNGOLOGY  AND 
BRONCHOESOPHAGOLOGY 

Eye  and  Ear  Infirmary 

University  of  Hlinois  Hospital,  Chicago,  Illinois 
November  18-23,  1974 

Contact:  Department  of  Otolaryngology,  Eye 
and  Ear  Infirmary,  1855  West  Taylor  Street,  Chi- 
cago, Illinois  60612. 


118TH  ANNUAL  SCIENTIFIC  MEETING 

nikai  Hotel,  Honolulu,  Hawaii 
October  28-November  2,  1974 

Contact:  Harold  P.  Brown,  Director,  Confer- 
ence Center,  CCECS,  University  of  Hawaii  at 
Manoa,  Honolulu,  Hawaii  96822. 


Medical  Society  of  the  United  States 
and  Mexico 

22ND  ANNUAL  MEETING 

Guadalajara  Hilton  Hotel 
Guadalajara,  Jalisco,  Mexico 
November  6-8,  1974 

Contact:  Mrs.  Virginia  E.  Bryant,  333  West 
Thomas  Road,  Suite  207,  Phoenix,  Arizona  85013. 


American  Cancer  Society 

Tammen  Auditorium,  Children’s  Hospital 
Denver,  Colorado 
November  8,  1974,  1-3  p.m. 

PEDIATRIC  POSTGRADUATE  DAY 
Speaker:  John  Ziegler,  MD 


■American  Academy  for  Cerebral  Palsy 

28TH  ANNUAL  MEETING 

Denver  Hilton,  Denver,  Colorado 
November  14-20,  1974 

Contact:  American  Academy  for  Cerebral 
Palsy,  1255  New  Hampshire  Avenue,  N.W.,  Suite 
1030,  Washington,  D.C.  20036. 

American  Association  for  Clinical 
Immunology  and  Allergy 

ANNUAL  MEETING 

Pier  66,  Ft.  Lauderdale,  Florida 
November  21-24,  1974 

Contact:  John  L.  Dewey,  MD,  American  Asso- 
ciation for  Clinical  Immunology  and  Allergy,  P.O. 
Box  912  DTS,  Omaha,  Nebraska  68101. 


American  Society  for  Surgery  of  the  Hand 

RHEUMATIC  AND  ARTHRITIC  CONDITIONS 
OF  THE  UPPER  EXTREMITY 

Marriott’s  Camelback  Inn,  P.O.  Box  70 
Scottsdale,  Arizona  85252 
December  2-4,  1974 

Contact:  Rex  Peterson,  MD,  2950  N.  7th  St., 
Phoenix,  Arizona. 


for  October  1974 


597 


American  Medical  Association 


1974  AIR  POLLUTION  MEDICAL 
RESEARCH  CONFERENCE 

Sheraton-Palace  Hotel,  San  Francisco,  California 
December  5-6,  1974 

Contact:  Frank  Chappell,  Department  of  En- 
vironmental, Public,  and  Occupational  Health,  535 
N.  Dearborn  St.,  Chicago,  Illinois  60610. 


Institute  of  Clinical  Toxicology 

ADVANCES  IN  ANALYTICAL  TOXICOLOGY, 
SECOND  ANNUAL  SYMPOSIUM 

Marriott  Hotel,  Houston,  Texas 
December  9-11,  1974 

Contact:  Eric  G.  Comstock,  MD,  Institute  of 
Clinical  Toxicology,  P.O.  Box  2565,  Houston,  Texas 
77001. 


•American  College  of  Surgeons- 
Colorado  Committee  on  Trauma 

THE  CARE  OF  THE  ACUTELY 
ILL  AND  INJURED 

Cosmopolitan  Hotel,  Denver,  Colorado 
December  11-13,  1974 

Contact:  John  A.  Boswick,  Jr.,  MD,  University 
of  Colorado  Medical  Center,  4200  East  9th  Avenue, 
Denver,  Colorado  80220. 


•American  College  of  Emergency  Physicians- 
Emergency  Department  Nurses’  Association 

FIRST  ANNUAL  ROCKY  MOUNTAIN 
CONFERENCE  ON  EMERGENCY  MEDICINE 

Manor  Vail,  Vail,  Colorado 
January  19-22,  1975 

Contact:  Ellen  H.  Taliaferro,  MD,  Ambulatory 
Care  Services,  St.  Joseph  Hospital,  18th  and 
Franklin  Streets,  Denver,  Colorado  80218. 

Colorado  Heart  Association 
HIGH-COUNTRY  CARDIAC  CONFERENCE 

Manor  Vail  and  Hilton  Inn,  Vail,  Colorado 
January  23-25,  1975 

Contact:  Colorado  Heart  Association,  4521  East 
Virginia  Avenue,  Denver,  Colorado  80222. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS;  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  ot  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations ot  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines, Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nohsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  reguire  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiling,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  Is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q I d for  a total  of  5 4 grams. 

For  treatment  ot  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  lor  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  lor  at  least  10  days, 
SUPPLIED:  Rondomycin'  (methacycline  HCI)  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptibie  strains  of  H.  influenzae  and  pneumococci* 


Rondomvcin  sqOg 

[metihacvciine  HCI] 


Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  ^pjdjy  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are 


known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide’,  check  serum 
potassium  frequently  — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec- 
trolytes were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&E).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  repxjrted  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur;  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  descreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  pares- 
thesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of 
SmithKlme  Corporation 


KEEPTHE  HYPERTEHSIVE  PATIENT 
ON  THERAPy 

KEEPTHERAPy  SIMPLE  WITH 

Umax 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  Trademark 

triamterene)  and  25  mg.  of  hydrochlorothiazide. 

No  potassium  supplements 

No  special  K+  rich  diets 

Just  ‘Dyazide’  once  daily  or  twice  daily 


Studies  have  demonstrated  that  two  prime  reasons  patients  drop  out  of 
hypertensive  therapy  are:  ( 1)  the  patient  failed  to  understand  directions, 
and  (2)  the  regimen  was  overly  complicated.*  Dosage  is  simple  with 
‘Dyazide’,  easily  understood,  once  or  twice  daily,  depending  on  response. 

There’s  no  need  to  complicate  the  regimen  with  potassium  supplements 
or  unwieldy  potassium-rich  diets. 

*E.D.  Freis:  The  Modem  Management  of  Hypertension,  V.A.  Information 
Bulletin,  11-35. 

TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


A summary  of  AMA,  medical  & health  news 

American  Medical  Association/ 535  North  Dearborn  Street/ Chicago,  Illinois  60610/Phone  (312)  751-6000 /TWX  910-221-0300 


The  AMA  is  offering  two  “firsts”  in  postgradu- 
ate courses,  beginning  with  the  Clinical  Conven- 
tion in  Portland,  Ore.  Scheduled  for  Nov.  30- 
Dec.  1,  a postgraduate  course  in  public  speaking 
will  cover  the  basic  speaking  skills  offered  in  the 
regular  AMA  speakers’  programs,  plus  personal 
coaching  and  evaluation  through  television  play- 
backs. The  course  provides  11  hours  of  Category 
I credit  toward  the  AMA’s  Physician’s  Recognition 
Award.  Also  offering  Category  I credit  will  be 
new  courses,  co-sponsored  by  the  AMA  and  state 
medical  societies  and  offered  as  regional  pro- 
grams. They  are  designed  for  physicians  who  do 
not  attend  AMA  Annual  or  Clinical  Conventions. 

The  Joint  Commission  on  Accreditation  of 
Hospitals’  Board  of  Commissioners  has  expanded 
due-process  provisions  for  physicians  employed 
by  hospitals  in  medical-administrative  positions. 
Under  the  new  policy,  a physician  or  dentist  who 
is  being  terminated  has  the  right  to  a hearing 
before  a joint  conference  of  hospital  governing 
board  representatives  and  representatives  se- 
lected by  the  voting  members  of  the  medical 
staff.  The  change  in  the  interpretive  material  of 
Standard  VIII  of  the  “Governing  Body  Manage- 
ment” section  of  the  JCAH  Accreditation  Manual 
for  Hospitals,  is  expected  to  restrict  arbitrary 
action  in  the  termination  of  salaried  chiefs  of 
services  and  other  physicians  in  medical-admin- 
istrative positions. 

An  open  hearing  on  the  AMA’s  Section  Coun- 
cils will  be  conducted  by  the  Council  on  Consti- 
tution and  Bylaws,  Nov.  30,  during  the  1974  Clin- 
ical Convention. 

Coverage  for  chiropractic  services  under 
Medicare  will  not  be  expanded.  HEW  issued  final 
regulations  limiting  a chiropractor’s  activity  un- 
der law.  Coverage  will  be  provided  only  for  treat- 
ment of  “subluxation”  when  “a  malpositioning 
of  a vertebra  (is)  anatomically  demonstrable  on 
an  x-ray  film.”  Chiropractors  will  not  be  paid 
for  diagnostic  x-rays. 

AMA  computer  services  available  to  state  and 
medical  specialty  societies  under  AM-CAP— 
American  Medical  Computer  Services— are  de- 
tailed in  a booklet  prepared  by  the  AMA’s  Dept, 
of  Data  Services.  Societies  may  obtain  a copy 
from  Dept,  of  Data  Services,  AMA  Headquarters. 


A three-year,  experimental  citywide  prepaid 
health  system  under  Medicaid  will  be  launched 
in  Newark,  N.J.  Between  $36  million  and  $54 
million  in  federal  and  state  money  will  be  spent 
on  the  project.  The  plan  will  reorganize  the  exist- 
ing health  facilities  in  Newark  into  one  system 
of  care,  available  on  a prepaid  basis.  Six  hos- 
pital clinics  and  six  neighborhood  health  centers 
are  participating  in  the  program.  The  majority 
of  physicians  in  the  city  have  formed  an  inde- 
pendent practice  association  that  will  provide 
private  doctors’  services  in  the  same  prepaid 
way. 

Acceptance  of  foreign  medical  graduates  by 
all  U.S.  training  hospitals  was  urged  by  the 
AMA’s  Committee  on  Housestaff  Affairs.  The 
committee  issued  a report  with  45  separate 
recommendations  advocating  the  “elimination  of 
double  standards,  discriminatory  requirements 
and  other  pernicious  policies. . .”  The  report 
will  be  forwarded  to  the  AMA’s  Board  of  Trust- 
ees to  be  included  in  the  Board’s  report  to  the 
Clinical  Convention  in  December. 

Non-profit  hospitals  are  no  longer  exempt 
from  the  National  Labor  Relations  Act.  The  new 
law  includes  a provision  for  a 30-day  fact-finding 
period  prior  to  the  end  of  negotiations  on  con- 
tracts. The  American  Hospital  Assn,  had  advo- 
cated a 60-day  cooling-off  period  beginning  at 
the  end  Qf  contract  negotiations. 

Retired  military  physicians  may  now  take  po- 
sitions as  physicians  with  the  Defense  Dept,  with- 
out losing  any  of  their  retirement  pay.  Defense 
asked  the  Civil  Service  Commission  to  waive 
provisions  of  the  Dual  Compensation  Act  because 
of  the  physician  shortage  caused  by  the  end  of 
the  “doctor  draft.”  Previously,  CSC  had  waived 
the  provisions  against  dual  compensation  in  indi- 
vidual cases,  but  had  never  granted  the  blanket 
authority. 

Three  upcoming  AMA  courses  and  confer- 
ences at  the  Marriott  Motor  Hotel,  Chicago  are: 
Financial  Management  Seminar,  Nov.  2-3,  contact 
Practice  Management  Section,  AMA  Headquarters 
...AMA  Speakers  and  Leadership  Program,  Nov. 
16-17,  contact  AMA  Speakers  and  Leadership 
Programs,  AMA  Headquarters. . .3rd  AMA  Na- 
tional Leadership  Conference,  Jan.  24-26,  1975, 
contact  Field  Service  Dept.,  AMA  Headquarters. 
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sleep! 

is  usually  maintained  with 
fewer  nimttime  awakenings 


• • • 


a consistent  benefit  of 


Dalmane 

(flurazepam  HCI)  proved  by  a 

17-night  clinical  study  in  the  sleep  research 
laboratory  evaluating  effectiveness  in 
insomnia  patients' 

Eight  patients  received  no  medication  on  nights  1-4;  Dalmane  (flurazepam  HCI) 
or  placebo  on  nights  5-9;  crossover  capsule,  nights  10-14;  and  no  medication, 
nights  15-17.  While  placebo  had  no  significant  effect  on  sleep  maintenance, 
Dalmane  reduced  nighttime  awakenings  by  55. 1%  when  given  on  nights  5-9, 
43.7%  on  nights  10-14.  When  four  control  subjects  received  placebo  on  the 
10  “drug”  nights,  awakenings  increased  11.5%  over  baseline.’ 


Average  Number  of  Awakenings 
and  Minutes  of  Wake  Time 
(4  Studies.  16  Subjects) 


34.61 

min 


Number  of  WakeTime 

Awakenings 

(Decreased  31.3%)  (Decreased  52.6%) 


B Baseline  (no  medication) 

[m  Dal  mane  (f  lurazepam  HCI)  30  mg 


confirmed  by  clinical  studies 
in  four  geographically  separated 
sleep  research  laboratories'^  ® 

Using  a 14-night  protocol,  involving  eight  insomniac 
an(d  eight  normal  subjects,  four  stuciies  confirmecd 
the  sleep-maintaining  effectiveness  of  Dalmane 
(flurazepam  HCI)  and  the  reproducibility  of  this 
response.  On  average,  one  30-mg  capsule  reduced 
number  of  awakenings  by  31.3%  and  wake  time  by 
52.6%.  In  all  these  studies,  Dalmane  induced  sleep 
rapidly,  on  average  within  17  minutes;  reduced 
nighttime  awakenings;  and  provided,  on  average, 

7 to  8 hours  of  sleep  without  repeating  dosage.^-^ 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 


Dalmane  is  generally  well  tolerated;  morning  "hang-over”  has  been  relatively  infrequent. 
While  dizziness,  drowsiness,  lightheadedness  and  the  like  have  been  noted  most  often, 
particularly  in  the  elderly  and  debilitated,  physicians  should  be  aware  of  the  possibility 
of  more  serious  reactions,  as  noted  in  the  Complete  Product  Information. 


Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CMS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions. 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied;  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule /i.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


REFERENCES:  1.  Kales  J,  et  al:  Clin  Pharmacol  Ther  72:691-697,  Jul-Aug,  1971 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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You're  treated  like  a royal  pair! 

. . .on  our  mini-vacation  weekend 
special.  You  both  deserve  it.  Get 
away  from  your  problems,  and  let  us 
pamper  you  for  a change.  . . 

* Your  private  suite  with  its 
own  lanai  for  2 full  days  and 
nights. 

* Breakfast  in  bed  (or  in  the  Hunt 
Room)  Saturday  and  Sunday. 

* Your  first  cocktail  each  evening, 
Friday  and  Saturday,  while  enjoyir 
entertainment  in  the  Cork  Room. 

* Sightsee  Denver,  shop 
nearby  downtown,  enjoy  color 
TV  in  your  private  suite. 

* All  this,  plus  a surprise 
gift. 

A real  bargain 
these  days. 


$78.00 

value! 


CENTRALLY  LOCATED 


For  tJtie  medical  and  dental  professions 


REPUBLIC  BUILDING  CORPORATION 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for 
illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Rocky  Mountain  Medical  Journal 


WANT  ADS 


PHYSICIANS  WANTED.  Two  men  to  join  nine-man  multi- 
speciaity  group  in  scenic  Gienwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact:  Dr.  Orrie  Clemens  or  Dr.  G.  Thomas 
Morton,  Gienwood  Medical  Associates,  1905  Blake,  Gienwood 
Springs,  Colorado  81601,  or  call  (303)  945-5441.  374-4-TF 


DOCTORS— LICENSED  TO  PRACTICE  MEDICINE  in  Colo- 
rado needed  fulltime  for  plasma  center.  RN  on  duty  to  as- 
sist. Retired  doctors  considered.  No  age  limit.  Salary  open. 
Please  reply  to  Box  674-4- TFB,  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Ave.,  Denver,  Colo.  80218.  674-4-TFB 


MEDICAL  OFFICE  SPACE  AVAILABLE  in  Professional  Arts 
Building.  1245  East  Colfax  Avenue,  Denver,  located  close  to 
Midtown  Hospital  Area.  Predominantly  medical  building  at 
attractive  rates.  Contact:  Mr.  E.  Crust,  Richter/Robb  & Co., 
(303)  831-7888.  674-8-TFB 


GENERAL  INTERNIST  position  available  immediately  in 
the  modern  115  bed  VA  hospital  located  in  beautiful  Colo- 
rado West.  Grand  Junction  is  a progressive  small  city  with 
clean  air,  moderate  climate,  and  ready  access  to  unlimited 
outdoor  recreation.  Medical,  economic,  and  cultural  center 
of  the  area.  Board  certification  desirable  but  not  required; 
salary  dependent  upon  qualifications.  Non-discrimination  in 
employment.  Contact:  Chief,  Medical  Service,  VA  Hospital, 
Grand  Junction,  Colorado  81501.  974-5-3B 


OB/GYN — 38-physician  multispecialty  group  seeks  third 
OB/GYN  specialist  to  replace  retiring  partner.  Salary: 
$35,000-S40,000.  Partnership  in  two  years.  Contact:  E.  W. 
Gibbs,  MD,  Medical  Director,  The  Billings  Clinic,  Billings, 
Montana  59103.  974-3-3B 


PEDIATRICIAN  NEEDED  to  share  established  practice  in 
Bou'der,  Colorado.  Call  M.  Gehres,  M.D.  collect  at  (303) 
443-8880.  574-6-TF 


COLORADO  MOUNTAIN  PROPERTY:  Beautiful  two-acre 
building  sites  near  Buena  Vista,  Colorado,  with  uninter- 
rupted view  of  the  magnificent  Collegiate  Mountain  Range. 
County-maintained  roads  are  in.  Two  lakes.  Call  (303)  534- 
2379,  or  write:  Harvard  Ranch  Estates,  Buena  Vista,  Colorado 
81211.  This  is  really  a beautiful  area.  874-5-3B 


EMERGENCY  ROOM  PHYSICIAN  WANTED  for  320  bed 
JCAH  accredited  general  hospital.  In  process  of  reorganizing 
emergency  room  services.  Excellent  salary  and  fringe  bene- 
fits. Contact:  Administrator,  Memorial  Hospital  of  Natrona 
County,  Casper,  Wyoming  82601.  774-5-TFB 


OPHTHALMOLOGIST — 31,  excellent  Emory  residency  to  be 
completed  June  1975.  Well  versed  medical  and  surgical 
aspects  of  Ophthalmology.  Consider  solo,  association,  single, 
or  multispecialty  group.  Married,  military  completed.  Cur- 
riculum on  request.  John  Hagan,  MD,  143  Pinecrest  Avenue, 
Decatur,  Georgia  30030  Call  (404)  373-7400.  974-1-3B 


ATTENTION  DOCTORS — Rent  or  Lease,  Belcaro  Medical 
Building,  915-925  South  Colorado  Boulevard,  Denver.  500 
sq.  ft.  to  1500  sq.  ft.  Will  divide  to  suit.  Carpets,  drapes,  air 
conditioning,  new  burglar-proof  system,  pharmacy,  ample 
parking.  Call:  (303)  399-1774  or  (303  ) 399-6020  for  appoint- 
ment. 974-6-3B 


ACTIVE  FAMILY  PRACTICE,  approximately  30  years  old. 

Immediately  available,  complete  with  space,  records,  and 
equipment,  located  in  the  center  of  Midtown  Hospital  area, 
Denver,  Colorado.  No  down  payment  required.  Write:  F.  R. 
Lauvetz,  MD,  1801  High  Street,  Denver,  Colorado  80218  or 
call  (303)  355-5473.  1074-2-lB 


MEDICAL  CLINIC  SITE,  Longmont,  Colorado.  R-3  zoned  for 
8 medical  suites,  with  off-street  parking  provisions.  V2  block 
from  Longmont  Community  Hospital.  Rampart  Developments. 
Cali:  (303  ) 776-4050.  1074-1-lB 


PHYSICAL  THERAPIST— staff  position  sought  by  August 
1974  graduate.  Resume  and  references  upon  request.  Con- 
tact: Carol  Hogan,  1340  East  3rd  Avenue,  Durango,  Colorado 
81301.  1074-3-lB 


MIDTOWN  MEDICAL  AREA,  DENVER.  One  suite  available 
in  modern  four-story  medical  building  across  from  St. 
Luke's  Hospital.  Ideal  for  two  physicians  but  will  divide 
for  solo  practice.  X-ray  laboratory,  optical,  and  pharmacy 
services  in  building.  Offstreet  parking  for  employees  and 
patients.  Call:  (303)  238-6433  for  information.  1074-5-3B 


FAMILY  PHYSICIAN  WANTED.  Some  experience  in  surgery. 

Community  of  2,000  on  Fort  Peck  Indian  Reservation.  Main 
street  office  rentals  available.  42-bed  modern  hospital.  Ap- 
proximate yearly  income  $80,000  on  up.  Two  PHS  doctors 
to  help  take  calls.  Contact:  Mrs.  Pat  G.  Beck,  Box  157,  Pop- 
lar, Montana  59255.  1074-4-2B 


Navajo  Hospital  Appeals  for  Doctors,  Nurses 

An  appeal  for  doctors  and  registered  nurses  to  serve  on  the  Navajo  Reserva- 
tion has  been  voiced  by  Melvin  R.  Gardner,  administrator  for  Sage  Memorial  Hos- 
pital at  Ganado,  who  said  the  facility  urgently  needs  additional  physicians  and 
specialists  on  both  permanent  and  short-term  basis.  Registered  nurses  also  are 
needed  to  help  deliver  health  care  to  some  10,000  Navajos  and  Hopis  in  the  300- 
square-mile  area  served  by  the  hospital  and  clinics. 

“We  are  totally  dependent  upon  non-Indian  doctors  and  nurses  to  staff  our 
expanding  program  in  an  area  where  the  medical  needs  are  critical,”  he  said.  “But 
we  are  experiencing  real  difficulty  in  reaching  and  attracting  enough  young  doc- 
tors and  nurses  to  share  what  we  believe  is  a uniquely  rewarding  career  experi- 
ence.” 

Gardner  said  the  modern,  45-bed  hospital  is  well  equipped  for  surgical,  diag- 
nostic, and  emergency  procedures  with  an  average  of  1,600  admissions  and  365 
births  a year. 

The  Navajo  Nation  Health  Foundation,  headed  by  Navajo  community  leaders, 
recently  assumed  management  of  the  extensive  facilities  following  a five-year 
development  and  training  program  under  Project  HOPE.  The  non-federal,  non- 
profit public  hospital  has  a staff  of  140. 

According  to  Gardner,  the  innovative,  trend-setting  program  may  serve  as  a 
pilot  for  similar  Indian  health  facilities  in  the  nation.  He  urged  medical  personnel 
to  contact  him  by  phone  or  by  writing  Sage  Memorial  Hospital,  P.  O.  Box  457, 
Ganado,  Ariz.  86505  for  information. 
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T riaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  yize  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bs-rd 
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When  diarrhea 
wrings  the 
wed^i^  belle... 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies^  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for  _ _ 
at  least  three  hours  more.  'S 

Physicians  prescribe  Lomotil  more  often  than  any  ~ 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  Gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  T958. 


Lomotil^ 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  . . 2.5  mg. 

(Warning:  May  be  habit-forming) 
atropine  sulfate 0.025  mg. 


Saves  the 


Ull 

10  m 

1 

1 w 1 

IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  carelul  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


ilndications:  Lomotil  is  effective  as  adjunctive  ther- 
apy In  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

iWarnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 


HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine:  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children-  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 


ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.l  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary. assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

cpADi  c SesriG  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  458 


Your  work  is  waiting 


This  is  a familiar  scene  for  hundreds  of 
successful  doctors  in  the  Rocky  Mountain  area 
Long  after-hours  trying  to  bring  their  personal 
finances  under  control.  And  here  are  some 
of  the  disturbing  reasons  why: 


Comprehensive  Financial  Planning  is  a single 
plan— a road  map  for  the  specific  ways  and  means 
for  you  to  achieve  your  personal  financial  gcals. 
Based  completely  on  your  goals,  your  life-style, 
and  your  spending  habits.  Here  are  just  a few 
of  the  items  your  plan  will  include; 

• a statement  of  estimated  income  and  expenses. 

• cash  flow  and  net  worth  analysis. 

• income  tax  reporting  methods  and  ways  of 
reducing  income  tax  liability. 

• review  of  life,  disability,  health,  and 
liability  insurance. 

• capital  needs  analysis  and  projections. 

• investment  reviews. 

• a list  of  recommendations,  with  time  schedule. 

• and,  most  important,  you  receive  assistance 
in  implementing  your  plan. 

Comprehensive  Financial  Planning  can  work 
for  you.  To  find  out  more,  give  us  a call.  We  look 
forward  to  meeting  with  you,  on  your  time  schedule. 

And  from  nowon,  when  you  come  home— your 
time  can  be  your  own. 


We’ve  found  doctors  forced  to  continue 
long  past  the  time  they've  chosen  to  retire, 
because  they  need  every  bit  of  their  income. 
We’ve  found  doctors  so  highly  leveraged, 
so  crippled  by  acute  cash  flow  difficulties, 
that  they  continue  in  debt  long  after  their 
earning  power  is  at  its  greatest. 

We’ve  even  found  doctors  who  have  earned 
$50,000  or  more,  year  after  year,  and  yet  are 
unable  to  afford  their  children’s  education. 


Well  finally  there  is  a comfortable,  sound  way 
to  avoid  these  and  other  needless  financial  binds. 
United  Bank: of  Denver  s Comprehensive  Financial 
Planning  service.  A highly  personal  blueprint 
for  financial  success— and  peace  of  mind. 


$ United  Bank  of  Denver 


National  Association. 

Comprehensive  Financial  Planning.  1 740  Broadway.  Phone  861-881 1 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/  or  severity  of  grand  mal  seizures  mai 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
1 symptoms,  she  is  a psychoneu- 
ii  rotic  patient  with  severe 
anxiety.  But  according  to  the 

(description  she  gives  of  her 
' feelings,  part  of  the  problem 
may  sound  like  depression. 
i This  is  because  her  problem, 

! although  primarily  one  of  ex- 
£ cessive  anxiety,  is  often  accom- 
[ panied  by  depressive  symptom- 
I atology.  Valium  (diazepam) 

I can  provide  relief  for  both— as 
h the  excessive  anxiety  is  re- 
L lieved,  the  depressive  symp- 
E toms  associated  with  it  are  also 
i often  relieved. 

I There  are  other  advan- 
K tages  in  using  Valium  for  the 
p management  of  psychoneu- 
rl  rotic  anxiety  with  secondary 
s depressive  symptoms:  the 
I'  psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 
in  the  patient  within  a few 
days  rather  than  in  a week  or 


2-mg,  5-mg,  10-mg  tablets 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  et  al:  Dis  Nerv 
Syst  iO; 675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-27^,  Mar  1971. 

3.  Claghorn  J:  Psvchosomatics 
7/:438-441,Sept-Oct  1970. 
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anxiety  states 
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surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
1 bearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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OUR  COVER 

What  force  the  American  West  had 
beyond  its  own  borders!  Even  a painter 
like  Arthur  Fitzwilliam  Tait,  1819-1905, 
bom  in  Liverpool,  who  was  never  west  of 
Chicago,  could  come  up  with  an  authentic 
scene  of  "Trappers  at  Fault  Looking  for 
the  Trail.”  In  his  youth  in  his  native 
England  he  had  seen  George  Catlin’s 
touring  American  Indians.  The  majesty  of 
these  Indian  Braves  pulled  Tait  to 
America,  and  once  there  he  provided 
Currier  and  Ives  with  some  of  their  most 
popular  prints.  In  search  of  the  American 
Heartland,  in  1893  he  did  go  to  Chicago  to 
see  the  Columbian  Exposition.  But  for  the 
painting  on  the  cover  he  sent  his  imagina- 
tion and  his  mind  out  beyond,  out  into  the 
unknown  that  he  could  conceive  so 
authentically.  Credit:  Denver  Art  Museum. 
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Your  work  is  waiting 


This  is  a familiar  scene  for  hundreds  of 
successful  doctors  in  the  Rocky  Mountain  area. 
Long  after-hours  trying  to  bring  their  personal 
finances  under  control.  And  here  are  some 
of  the  disturbing  reasons  why; 

We’ve  found  doctors  forced  to  continue 
long  past  the  time  they've  chosen  to  retire, 
because  they  need  every  bit  of  their  income. 

We've  found  doctors  so  highly  leveraged, 
so  crippled  by  acute  cash  flow  difficulties, 
that  they  continue  in  debt  long  after  their 
earning  power  is  at  its  greatest. 

We've  even  found  doctors  who  have  earned 
$50,000  or  more,  year  after  year,  and  yet  are 
unable  to  afford  their  children’s  education. 

Well  finally  there  is  a comfortable,  sound  way 
to  avoid  these  and  other  needless  financial  binds. 
United  Bankiof  Denver’s  Comprehensive  Financial 
Planning  service.  A highly  personal  blueprint 
for  financial  success— and  peace  of  mind. 


Comprehensive  Financial  Planning  is  a single 
plan— a road  map  for  the  specific  ways  and  means 
for  you  to  achieve  your  personal  financial  goals. 
Based  completely  on  your  goals,  your  life-style, 
and  your  spending  habits.  Here  are  just  a few 
of  the  items  your  plan  will  include: 

• a statement  of  estimated  income  and  expenses. 

• cash  flow  and  net  worth  analysis. 

• income  tax  reporting  methods  and  ways  of 
reducing  income  tax  liability. 

• review  of  life,  disability,  health,  and 
liability  insurance. 

• capital  needs  analysis  and  projections. 

• investment  reviews. 

• a list  of  recommendations,  with  time  schedule. 

• and,  most  important,  you  receive  assistance 
in  implementing  your  plan. 

Comprehensive  Financial  Planning  can  work 
for  you.  To  find  out  more,  give  us  a call.  We  look 
forward  to  meeting  with  you,  on  yourtime  schedule. 

And  from  nowon,  when  you  come  home— your 
time  can  be  your  own. 


United  Bank  of  Denver 

National  Association. 


Comprehensive  Financial  Planning.  1 740  Broadway.  Phone 861 -881 1 . 
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Dialogue 


“I  may  be  prejudiced,  but  I a] 
very  much  in  favor  of  the  detail  m i 
I meet.  Most  of  them  are  knowled^L 
able  about  the  drugs  they  promotq 
and  can  be  a great  help  in  acquair' 
ing  me  with  new  medication.” 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  ol 
the  men  who  visit  me  regularly  an(| 
they  in  turn  have  become  aware  o1, 
my  particular  interests  and  the  na 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  muc. 
as  possible  to  the  areas  of  interest' 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealin,| 
with  health  problems  in  this  count , 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  cente 
research  people,  and  academic 
people  have  and  that’s  in  all  likelih(|t 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of-health  profes- 
sionals. Thus  they  could  be— and 
attimes  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu-i 
national  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets— some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful —as  well  as  some  excellent  filmj, 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this. 


Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  largerteachingfacilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouragingthe 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  trainingof  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willingto  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


The  more  physicians 
consider  the  hemodynamics  of 
lowering  hlood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyidopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
on  this  nnique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
ally maintained  with  nocardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyidopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 


TABLETS,  250  mg  and  500  mg 


ALDOMET 


(METHYLDOPA I MSD) 


smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyidopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyidopa.  If  a 
positive  Coombs  test  develops  during  methyidopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyidopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyidopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyidopa,  the  drug  should  not  be  reinstituted. 
When  methyidopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yidopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  wifh 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SCOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyidopa.  If  caused 
by  methyidopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyi- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  yf^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyidopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyi- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyidopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
"black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  includBbreast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyidopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyi- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyidopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme.  Division  of  Merck  & Co..  iNC.. 
West  Point,  Pa.  19486 


“Required 

Reading” 

For Your 

Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  “High 
Blood  Pressure,”  a concise, 
pocket-sized  booklet  that 
defines  the  patient’s  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  i$  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen- 
tative or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 


“Gentlemen,^ 

congratulations  are  in  order” 


“A.H.  Robins  asked  me 
to  compare  the  banana  flavor  of  their 
Donnagel®  -PG  with  the  real  thing  and, 
by  jove,  I couldn’t  tell  the  difference. 
Not  even  in  sip-by-sip  comparison. 
Amazing! 

“There’s  no  unpleasant  ^ 
paregoric  taste  because  there’s  no 
paregoric.  Clever,  wouldn’t  you  say? 
Instead,  A.  H.  Robins  uses  the  thera- 
peutic equivalent,  powdered  opium, 
to  promote  the  production  of  formed 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingredients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I propose  a toast?” 


Donnagel-PG.  (2 

Donnagel  with  paregoric  equivalent 


Each  30  cc  contains: 

Kaolin  6 Og 

Pectin  . , 142  8mg 

Hyoscyaminesulfate  . 0 1037 mg 

Atropinesulfate  .00194mg, 

Hyoscine  hydrobromide  0 0065mg 

Powdered  opium.  USP  24  0mg. 

(equivalent  to  paregoric  6 ml.) 

(warning  may  be  habit  forming) 

Sodium  benzoate 60  0 mg, 

(preservative) 

Alcohol.  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 


A H Robins  Company.  Richmond,  Virginia  23220 


Fall  and  winter  coughs  are  back.  Time  to 
help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 
All  contain  glyceryl  guaiacolate,  the  effi- 
cient expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respira- 
tory tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo- 
bronchial mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easier  to  raise.  Available  on 
your  prescription  or  recommendation. 


For  unproductive  coughs 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITUSSIN  A-C®(v 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


RobItussin-DM  in  solid  form  tor  "coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Clears  nasal  and  sinus  passages  as  it  relieves  coughs 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1 .4% 


MEET  THE  NEWEST  MEMBER  OF  THE  LINE 

Comprehensive  decongestant  action  helps  control 
cough  and  clear  stuffy  nose  and  sinuses.  Non-narcotic. 

ROBITUSSIN®-CF 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 10.0  mg. 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Alcohol,  1.4% 


Select  the  Robitussin®  formulation 
that  treats  your  patient's 
individual  coughing  needs: 

ROBITUSSIN® 
ROBITUSSIN  A-C® 
ROBITUSSIN-DM® 
ROBITUSSIN-PE® 
ROBITUSSIN®-CF 
COUGH  CALMERS® 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


Dafeet-N  100 


DARVON 

COMPOUND-eS 


100  mg  propoxyphene  napsylate 
and  6^  mg.  acetaminophen 


w pmpoxyi^i^  hytjrochlonde.  227  mg 
162  mg  phenacel?i  atxJ  32.4  mg 
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Rocky  Mountain  Medical  Journal 


EDITORIALS 


O 


VER  THE  PAST  FEW  WEEKS  every  detail  of 
the  recent  illness  of  the  wife  of  the  President 
has  been  reported  in  the  news.  A television 
editorial  entitled  “Frank  Talk”  hailed  this 
in-depth  coverage  as  a great  forward  step 
for  Americans.  We 
disagree.  Not  only  was 
no  useful  p u r p os  e 
served,  but  much 
harm  was  done.  That 
Mrs.  Ford  had  cancer  of  the  breast  is  legit- 
imate news.  The  details  of  her  operation  and 
the  extent  of  her  disease  was  exploitation 
for  the  benefit  of  the  news  media. 


Shameful 

Exposure 


The  opinion  that  the  people  have  the 
right  to  know  about  serious  illness  of  per- 
sons in  high  office  was  accepted  by  the 
major  news  media.  What  is  high  office?  Who 
defines  the  seriousness  of  an  illness?  Is  the 
health  of  every  office  holder  to  be  a matter 
of  public  record?  More  irrational,  how  does 
accepting  such  a principle  for  a serious  ill- 
ness of  the  president  allow  it  to  be  extended 
to  the  President’s  wife?  Why  should  the 
health  of  the  relatives  of  an  official  be  legit- 
imate information  for  the  public?  Do  the 
people  have  the  right  to  know  that  the  wife 
of  an  important  official  has  severe  diabetes, 
that  a brother  is  an  alcoholic,  that  a child 
has  a probable  fatal  illness?  We  do  not 
think  so. 

That  President  Roosevelt  did  not  reveal 
his  sickness  and  President  Eisenhower  did 
was  advanced  as  proof  that  the  citizenry  is 
entitled  to  know  the  details  of  the  health  of 
their  leaders.  Actually,  President  Eisenhower 
and  his  advisers  decided  that  the  country 
should  be  told  the  details  of  his  coronary  oc- 
clusion to  allay  their  fears  and  to  stabilize 
the  functioning  of  the  government,  partic- 


ularly because  the  outcome  of  his  illness  ap- 
peared favorable.  And,  incidentally,  the  pub- 
lic was  informed  by  a physician,  Dr.  Paul  D. 
White,  and  his  explanations  were  masterful 
in  reassuring  the  people,  and  they  were  of 
top  quality  in  professional  presentation.  On 
the  same  basis  of  what  appeared  to  be  best 
for  the  United  States,  President  Cleveland 
decided  that  the  country  which  was  on  the 
brink  of  a financial  panic  should  not  be  told 
that  he  had  an  operation  for  sarcoma  of  the 
maxilla.  An  individual’s  state  of  health  is 
confidential  between  him  and  his  personal 
physician,  and  for  an  elected  official,  dis- 
closure of  that  information  is  his  decision 
based  upon  the  circumstances  of  the  mo- 
ment. Details  of  an  illness  of  a relative  of  an 
elected  official  are  at  the  least  equally  priv- 
ileged. 

One  commentator  decided  that  the  de- 
tailed exposure  of  Mrs.  Ford’s  cancer  was  a 
great  boost  for  the  war  against  cancer.  We 
disagree.  Actually  the  fact  that  Mrs.  Ford 
presented  with  a just  discovered  minimal 
lesion  only  to  find  there  was  already  lym- 
phatic extension  might  well  discourage  more 
women  than  it  reminded  of  the  necessity  of 
regular  examination  of  the  breast.  Certainly 
publication  of  the  prognostic  significance  of 
lymphatic  involvement  was  distressing  to 
many  women  who  have  adjusted  to  life  with 
their  comparable  problem.  Moreover,  to  pub- 
licize the  method  of  treatment  which  was 
elected  for  Mrs.  Ford  was  painfully  cruel  to 
patients  who  have  been  treated  another  way 
in  this  currently  extremely  controversial 
matter. 

The  exposure  of  Mrs.  Ford’s  cancer  does 
not  change  the  qualifications  of  the  Pres- 
ident. The  detailed  analysis  was  harmful  to 
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the  war  on  cancer,  and  was  harmful  to  pa- 
tients with  cancer.  Medical  professional  cus- 
tom and  ethics  were  poorly  served.  A per- 
son’s illness  is  still  his  private  business.  All 
of  the  rationalizing  of  the  giants  of  the  media 
do  not  make  this  type  reporting  anything 
else  than  what  it  is — a self  serving  activity 
plying  upon  the  morbid  curiosity  of  the  peo- 
ple. 


And  now  Mrs.  Rockefeller  is  reported  to 
have  had  an  operation  for  the  same  malig- 
nancy. Now  the  people  will  be  told  the  ex- 
tent of  her  problem  and  the  treatment  she 
shall  receive,  and  her  prognosis  will  be  com- 
pared to  Mrs.  Ford’s,  and  so  forth,  ad  nau- 
seum.  And  physicians  will  allow  themselves 
to  be  part  of  these  disclosures  of  profession- 
ally privileged  information.  Shameful! 


REGIONAL  ARTHRITIS  PROGRAM 


The  Colorado-Wyoming  Regional  Medical  Program  (CWRMP)  has  awarded  a 
$174,000  grant  to  the  Rocky  Mountain  Chapter  of  the  Arthritis  Foundation  for  the 
development  of  a Regional  Arthritis  Program.  The  primary  goal  of  the  new  Denver- 
based  program  will  be  to  upgrade  the  quality  of  diagnosis,  treatment  and  rehabilita- 
tion for  the  estimated  240,000  arthritics  in  the  two-state  region,  and  to  make  expert 
care  more  widely  available  through  improved  outreach  mechanisms  arranged 
through  a number  of  medical  facilities  and  other  organizations  throughout  the  two 
states  to  provide  greater  cooperation  and  coordination  among  the  participating  in- 
stitutions. 

A key  aspect  of  the  program  is  the  creation  of  a number  of  arthritis  diagnostic 
and  teaching  clinics  in  key  communities  in  Colorado  and  Wyoming  to  improve 
patient  access  to  diagnosis  and  treatment  at  the  local  level  throughout  the  region. 

Arrangements  are  being  completed  with  community  health  leaders  for  clinics 
in  Pueblo,  Durango,  Grand  Junction  and  Sterling,  all  in  Colorado,  and  Sheridan, 
Casper,  Thermopolis,  and  Laramie  in  Wyoming. 

Consulting  teams  from  the  University  of  Colorado  Medical  Center  arthritis 
division  will  visit  each  of  the  community  clinics  three  or  four  times  during  the 
one-year  pilot  project  to  demonstrate  new  techniques  in  arthritis  treatment.  At 
least  one  physician  from  each  community  will,  in  turn,  participate  in  a short,  but 
intense,  postgraduate  review  with  the  arthritis  division. 

The  Joe  and  Betty  Alpert  Arthritis  Treatment  Center  at  General  Rose  Memorial 
Hospital  will  open  in  January  under  the  medical  direction  of  Charley  J.  Smyth, 
MD,  who  was  instriunental  in  developing  the  Regional  Arthritis  Program  of  Colo- 
rado and  Wyoming  as  it  will  be  known.  Roy  L.  Cleere,  MD,  became  administrator 
of  this  two-state  program  as  of  November  1,  1974. 

The  newly  developed  program  is  one  of  29  similar  one-year  arthritis  pilot 
projects  across  the  nation  being  funded  by  Regional  Medical  Programs  (RMP).  The 
projects  were  selected  from  among  43  competitive  RMP  applications  for  portions 
of  some  $4.5  million  in  federal  funds  available  for  the  nation-wide  arthritis  effort. 

The  Regional  Arthritis  Program  is  one  of  several  region-wide  health  care  de- 
livery systems  supported  in  recent  years  by  the  Denver-based  CWRMP  in  a con- 
centrated effort  to  maximize  regional  health  resources  and  enhance  consumer  ac- 
cess to  medical  care  in  the  two  states.  ‘ 

The  Rocky  Mountain  Chapter  of  the  Arthritis  Foundation,  which  is  administer- 
ing the  new  program,  was  established  in  1950.  It  is  affiliated  with  the  National 
Arthritis  Foundation,  which  is  the  nation’s  only  voluntarily  supported  health  or- 
ganization working  in  the  area  of  arthritis  and  allied  rheumatic  diseases.  Nationally, 
there  are  more  than  20  million  persons  afflicted  with  abthritic  conditions  serious 
enough  to  be  under  the  care  of  a physician. 

The  Rocky  Mountain  Arthritis  Chapter  has  a broad  program  of  supporting  arth- 
ritis research,  conducting  extensive  educational  programs  for  both  lay  and  profes- 
sional groups  in  the  two  states,  and  supporting  rehabilitation  projects  for  arthritics 
to  the  extent  that  funds  are  available.  Chapter  activities  are  supported  by  voluntary 
contributions. 
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ARTICLES 


An  economist  looks  at  rural  health  care 


Jeffrey  C.  Bauer,  M.A.,  Denver* 


After  examining  some  general  factors 
which  have  contributed  to  the  lack  of 
health  manpower  in  rural  areas,  Colorado 
data  is  used  to  analyze  several  variables 
which  influence  the  location  of  rural 
physicians.  The  strength  of  the  economic 
base  emerges  as  a critical  factor  and 
leads  to  the  suggestion  that  rural  areas  must 
strengthen  their  demographic  and 
economic  foundations  in  order  to  attract 
adequate  health  care  resources. 


The  conditions  of  rural  health  care  have 
been  amply  documented  in  recent  years. 
Numerous  studies  indicate  that  rural  inhab- 
itants experience  at  least  as  many  medical 
problems  as  urban  populations,  yet  they  have 
considerably  less  access  to  physicians,  nurses, 
and  medical  facilities.  The  situation  in  Colo- 
rado is  typical.  Although  Colorado  as  a state 
ranks  seventh  in  the  national  ordering  of 
physician:  population  ratios,  more  than  half 
of  the  counties  in  Colorado  have  a physician: 
population  ratio  below  the  national  average. 
Indeed,  four  rural  Colorado  counties  do  not 
have  a physician.  As  elsewhere  throughout 
the  United  States,  the  physicians  are  heavily 
concentrated  in  the  more  prosperous  urban 
population  centers.  Health  manpower  is  not 
well  distributed  in  our  rural  areas. 


•Jeffrey  C.  Bauer  is  Research  Economist,  Division  of 
Health  Administration,  University  of  Colorado  Medical 
Center,  Denver. 


Since  the  rural  health  care  problem  is 
generally  described  in  terms  of  practical, 
everyday  reality,  this  paper  takes  the  liberty 
to  explore  some  theoretical  aspects  of  the 
topic  and  to  discuss  a few  of  the  tools  and 
theories  which  economists  use  to  analyze 
problems.  Hopefully,  this  economic  analysis 
will  improve  both  the  understanding  of  the 
present  situation  and  the  chances  of  improv- 
ing it  in  the  future. 

Economists  often  begin  their  work  by 
making  a few  important  distinctions.  The 
difference  between  the  short-run  and  the 
long-run  is  usually  the  first  distinction  to  be 
made.  Now,  contrary  to  popular  usage,  the 
difference  between  short-run  and  long-run 
is  not  defined  in  any  absolute  time  frame, 
such  as  one  year.  Rather,  the  short-run  is  the 
existing  situation  where  all  parameters  are 
fixed.  A short-run  solution  implies  working 
with  the  resources  at  hand.  The  rural  health 
care  dilemma  is  most  frequently  experienced 
and  interpreted  in  the  short-run  perspective. 
The  short-run  question  is,  “How  can  we  at- 
tract a physician  to  our  community  today?” 
or  “How  can  we  keep  the  one  we  have?”  On 
the  other  hand,  the  long-run  refers  to  the 
span  of  time  in  which  all  resources  can  be 
varied.  It  is  the  time  period  in  which  the 
rural  community  can  be  changed.  The  appro- 
priate long-run  question  is,  “What  changes 
must  we  make  in  our  rural  areas  to  insure 
adequate  health  manpower  in  the  future?” 
We  Americans  usually  spend  too  much  time 
dealing  with  the  short-run  and  too  little  time 
preparing  for  the  long-run. 
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The  second  important  distinction  of  the 
economist  is  the  difference  between  need  and 
demand.  Need  is  a concept  defined  by  pro- 
fessionals. Physicians,  county  Officials,  hos- 
pital administrators,  and  other  members  of 
the  rural  health  community  are  acutely 
aware  of  health  needs  in  terms  of  doctors, 
nurses,  hospitals,  medical  equipment,  etc. 
Need  refers  to  the  quantities  of  these  health 
resources  that  would  be  required  to  main- 
tain rural  communities  at  acceptable  levels 
of  mental  and  physical  health.  In  distinction, 
demand  is  an  economic  concept  which  relates 
the  quantity  of  a good  that  will  be  purchased 
to  certain  determining  factors  such  as  the 
good’s  price,  the  price  of  substitute  goods, 
the  buyer’s  incomes,  and  consumer  tastes. 
Perhaps  most  importantly,  demand  in  the 
economic  sense  exists  only  when  need  (or 
want)  is  backed  up  with  purchasing  power 
— which  shall  purposefully  be  defined  here 
as  something  of  value  that  is  given  in  ex- 
change for  the  demanded  good.  In  other 
words,  purchasing  power  is  more  than  just 
money.  As  an  old  saying  goes,  there  are  cer- 
tain things  that  money  cannot  buy.  Rural 
health  care,  like  love,  may  be  one  of  those 
things  which  can  be  effectively  demanded 
only  when  some  non-money  items  of  value 
are  offered  in  exchange. 

Many  researchers  have  already  developed 
an  extensive  literature  on  some  of  these  non- 
money factors  which  encourage  and  discour- 
age physicians  from  practicing  in  rural  areas. 
Recalling  the  distinction  between  need  and 
demand,  the  following  discussion  looks  at  a 
few  of  the  most  important  non-money  fac- 
tors and  places  them  in  economic  perspec- 
tive. 

The  substantial  post-war  trend  toward 
group  practices  is  one  major  economic  ex- 
planation of  the  lack  of  health  manpower  in 
rural  areas.  In  general,  a rural  area  does  not 
provide  enough  patients  to  support  several 
physicians  and  their  ancillary  personnel  in 
a group  practice.  Although  the  optimal  size 
group  is  not  known,  much  evidence  suggests 
that  an  efficient  group  would  be  too  large  to 
be  profitable  in  a non-urban  area.  The  unmet 
need  for  health  personnel  in  rural  areas  is 
also  explained  by  the  trend  toward  special- 
ization. A specialist  needs  a large  population 


to  provide  adequate  demand  for  his  partic- 
ular service.  For  example,  only  one  person 
in  a thousand  may  require  the  services  of  a 
neurosurgeon.  In  other  words,  the  rural  set- 
ting is  only  professionally  and  economically 
attractive  to  a general  practitioner,  and  until 
recently,  only  a small  number  of  medical 
school  graduates  were  entering  general  prac- 
tice. 

Individual  preference  is  another  non- 
money variable.  In  this  case,  rural  life  itself 
is  a value  offered  the  physician  in  exchange 
for  his  services.  Several  studies  have  shown 
that  a physician  who  grew  up  in  a rural  area 
is  more  likely  to  return  to  a rural  area  to 
practice.  In  fact,  doctors  generally  tend  to 
return  to  population  centers  which  are  sim- 
ilar in  size  to  their  own  places  of  origin.  The 
rural  areas  are  therefore  at  a disadvantage 
by  the  fact  that  more  and  more  medical  stu- 
dents are  now  growing  up  in  cities  and  are 
therefore  likely  to  return  to  cities  after  their 
education.  This  trend  can  be  reversed  some- 
what by  policies  which  place  more  rural  stu- 
dents in  medical  schools. 

The  importance  of  several  other  factors 
has  been  analyzed  by  a computer-aided  tech- 
nic called  multiple  regression  analysis.  This 
statistical  tool  permits  an  economist  to  exam- 
ine the  magnitude  of  relationships  between 
several  variables.  The  following  observations 
describe  the  relationship  between  the  num- 
ber of  practicing  physicians  in  each  rural 
Colorado  county  in  1970  and  several  major 
factors  which  are  frequently  mentioned  as 
important  influences  on  a doctor’s  choice  be- 
tween 'an  urban  and  a rural  practice  loca- 
tion. 

The  results  of  this  study  indicate  that 
three  commonly  identified  variables  do  not 
significantly  explain  the  distribution  of  rural 
doctors  in  Colorado.  First,  despite  many  doc- 
tors’ claims  that  rural  areas  are  undesirable 
because  they  are  too  far  from  the  teaching 
centers  of  modem  medicine,  the  distance  be- 
tween rural  counties  and  the  medical  school 
in  Denver  is  not  an  important  explanatory 
factor;  in  Colorado  physicians  are  not  dis- 
tributed according  to  the  distance  to  the 
state’s  teaching  hospital.  Second,  medical 
need,  as  often,  but  not  indisputably,  meas- 
ured by  infant  mortality  statistics,  is  sim- 
ilarly unable  to  identify  those  rural  areas 
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which  have  physicians;  doctors  would  not 
appear  to  be  attracted  to  areas  where  the 
need  for  their  services  would  be  the  great- 
est, as  some  have  theorized.  Third,  income 
distribution  in  the  rural  areas  was  examined 
because  doctors  might  avoid  practicing  in 
areas  with  many  low  income  residents.  How- 
ever, this  hypothesis  does  not  apply  in  Colo- 
rado— two  counties  alike  in  all  respects  ex- 
cept the  relative  concentration  of  low  in- 
come residents  tend  to  have  the  same  num- 
ber of  doctors. 

Then  what  variables  do  explain  the  dis- 
tribution of  doctors  in  rural  Colorado?  The 
study  of  Colorado  statistics  identifies  three 
factors  that  help  predict  which  counties  will 
and  will  not  have  physicians.  First,  for  the 
state  as  a whole,  the  number  of  hospital  beds 
in  each  county  is  apparently  important.  If 
several  counties  were  similar  in  all  respects 
except  the  number  of  hospital  beds  available, 
those  counties  that  have  hospital  facilities 
would  be  more  likely  to  have  manpower  to 
staff  them.  (A  warning  must  be  added  here 
because  causality  is  neither  established  nor 
implied.  A physician  may  have  been  respon- 
sible for  getting  the  hospital,  so  this  rela- 
tionship does  not  mean  that  having  a hos- 
pital will  be  certain  to  attract  a physician; 
it  only  implies  that  a physician  is  more  likely 
to  be  found  in  a rural  community  that  has 
a hospital,  all  other  things  being  equal.) 

The  second  significant  variable  is  the 
level  of  retail  sales  in  a rural  county. 
Whereas  the  income  distribution  data  meas- 
ures the  relative  number  of  people  at  or 
near  the  poverty  line,  the  retail  sales  data 
provides  a more  general  measure  of  the  eco- 
nomic base  of  a county.  It  reflects  the  total 
spending  in  such  a way  that  an  area  with  a 
high  per  cent  of  poor  people  could  still  have 
a favorable  economic  base  if  a few  wealthy 
citizens  and  a lot  of  tourists  spent  their 
money  there.  In  general,  those  counties  with 
high  retail  sales  also  had  a higher  propor- 
tion of  doctors.  This  finding  supports  the 
concept  of  trade  centers,  a shopping  location 
for  a given  area.  Trade  centers  are  classified 
according  to  the  number  of  services  they 
offer,  and  more  specialized  businesses  are 
likely  to  be  located  in  larger  trade  centers. 
If  we  accept  the  logical  supposition  that  doc- 


tors are  highly  specialized  businessmen,  then 
they,  too,  logically  will  be  attracted  to  larger 
trade  centers. 

Finally,  the  model  demonstrates  a re- 
markable relationship:  those  rural  counties 
with  a relatively  high  number  of  doctors  are 
counties  with  mountain  recreation  facilities, 
while  those  rural  counties  with  a signifi- 
cantly lower-than-predicted  physician  pop- 
ulation are  heavily  concentrated  in  the  east- 
ern agricultural  counties.  For  example,  Pit- 
kin County,  which  includes  the  Asnen  ski 
areas,  had  17  doctors  for  7,200  inhabitants. 
Kit  Carson  County,  on  the  Kansas  border, 
had  only  three  doctors  for  7,500  inhabitants. 
This  relationship  clearly  indicates  the  im- 
portance of  some  of  the  non-money  valuables 
which  influence  a doctor’s  response  to  the 
demand  for  his  services. 

These  findings  summarize  many  of  the 
short-run  health  care  problems  confronting 
rural  counties  in  Colorado.  They  describe  the 
situation  as  it  is  today.  All  other  things  being 
equal,  physicians  are  apparently  attracted 
to  trade  centers  with  hospitals.  Also,  moun- 
tain recreation  facilities  seem  to  help  raise 
the  number  of  doctors  in  the  state’s  non- 
urban  areas.  Income  distribution,  medical 
need,  and  distance  from  the  state’s  teaching 
hospital  do  not  appear  to  serve  as  factors 
which  significantly  explain  the  current  sit- 
uation. 

However,  analyzing  the  current,  short- 
run  problem  is  far  less  important  than  look- 
ing to  the  long-run  situation  where  all  fac- 
tors can  be  varied.  A young  doctor  or  nurse 
considering  rural  practice  would  certainly  be 
thinking  about  the  future  there,  so  we,  too, 
should  be  asking  ourselves  the  long-run  ques- 
tion posed  earlier:  “What  changes  should  we 
make  in  our  rural  areas  to  attract  adequate 
health  manpower  in  the  future?”  Failure  to 
deal  with  the  long-run  question  may  inevit- 
ably result  in  failure  to  procure  good  med- 
ical care  for  rural  America. 

The  key  to  this  long-range  thinking  is  the 
economic  growth  of  our  less-populated  areas. 
Quite  simply,  action  must  be  taken  to  reverse 
the  decline  of  the  rural  economic  base  be- 
cause rational  businessmen,  physicians  in- 
cluded, will  continue  to  prefer  growing. 
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prosperous  locations  as  long  as  our  country 
maintains  its  “free  enterprise”  system. 

The  importance  of  income  growth  in 
rural  areas  should  be  readily  apparent  when 
income  is  considered  in  its  expanded  sense, 
which  includes  non-money  income  factors. 
Physicians  and  nurses  who  grew  up  in  cities 
obviously  want  some  of  the  attractions  of 
city  life.  Entertainment,  modem  schools, 
recreation  facilities,  good  restaurants,  and 
other  such  establishments  are  a few  of  the 
factors  which  will  mean  just  as  much  to 
these  health  professionals  as  the  money  they 
earn.  However,  these  social  amenities  are 
likewise  unprofitable  when  the  economic 
base  is  declining.  Many  rural  residents  have 
certainly  seen  a movie  house,  a restaurant, 
or  a store  go  out  of  business  as  rural  people 
left  home  for  the  promise  of  higher  income 
in  the  city.  The  resultant  decay  of  many 
rural  areas  represents  a direct  loss  in  some 
of  the  non-money  income  factors  which  a 
doctor  or  nurse  surely  seeks.  Consequently, 
the  long-run  solutions  must  try  above  all  to 
increase  rural  income  by  attracting  industry 
and  jobs  to  rural  areas.  If  these  areas  can 
create  work  which  pays  a competitive  money 
wage,  they  will  certainly  create  enough  local 
spending  power  to  support  the  types  of  busi- 
ness and  entertainment  that  would  help 
make  smaller  towns  more  enjoyable  places 
to  live. 

This  prescription  for  rural  economic 
growth  must  be  accompanied  by  a warning. 
Growth  must  be  planned  wisely.  Areas  which 
have  grown  too  fast  and  too  haphazardly, 
such  as  southwestern  Wyoming,  may  actually 
be  worse  off  because  the  population  grew 
much  faster  than  the  ability  of  the  region’s 
social  structure  to  accommodate  it.  (Colo- 
rado’s Western  Slope  must  be  wary  of  this 
same  possibility.)  Rather,  rural  growth 
should  proceed  in  a balanced,  orderly  fash- 
ion, as  it  has  in  a European  country  like 
Switzerland.  If  rural  areas  pursue  wise 
growth  policies,  they  will  create  trade  cen- 
ters which  will  be  highly  desirable  places  to 
live  and  work  for  many  people,  including 
doctors  and  nurses.  After  all,  prosperous 
small  towns  offer  many  advantages  that  are 
not  to  be  found  in  cities. 


Therefore,  the  long-run  solution  to  rural 
health  care  problems  lies  in  rational  rural 
development  planning  that  strengthens  the 
economic  and  social  viability  of  Colorado’s 
non-urban  areas.  Although  rural  inhabitants 
will  and  should  continue  to  seek  more  health 
professionals  today,  they  must  revitalize 
their  towns  and  counties  if  they  reasonably 
expect  to  keep  the  doctors  and  nurses  tomor- 
row. All  people  concerned  with  rural  welfare 
should  become  actively  involved  at  the  state- 
house  in  a fight  for  a good  land  use  bill  that 
will  favor  rural  interests.  They  must  tell 
their  representatives  in  Washington  to  cre- 
ate sound  rural  development  legislation. 
They  should  demand  that  the  state  universi- 
ties help  work  on  projects  that  will  meet 
rural  needs,  such  as  setting  up  regional 
health  systems,  since  some  parts  of  a region 
will  never  be  large  enough  to  support  a doc- 
tor. Otherwise,  failure  to  strengthen  the 
rural  economic  base  will  inevitably  result  in 
rural  areas  that  have  neither  the  money  nor 
the  population  to  support  efficient,  modem 
medicine. 

Economic  analysis  in  the  long-run  per- 
spective suggests  another  compelling  reason 
for  the  need  to  stimulate  growth  of  the  rural 
economy  and  the  rural  population.  To 
achieve  the  best  possible  welfare  for  society 
as  a whole,  resources  should  quite  logically 
be  allocated  to  the  use  which  will  yield  the 
greatest  return,  i.e.  where  they  are  most  ef- 
fective and  where  they  will  help  the  people 
who  are  most  in  need.  To  put  it  bluntly,  the 
most  needy  areas  in  the  long-run  will  quite 
likely  be  the  cities  if  present  trends  con- 
tinue, because  the  cities  will  have  even  more 
people  living  in  even  unhealthier  conditions. 
The  urban  inhabitants  will  also  have  higher 
incomes,  so  they  will  command  more  health 
resources  on  either  count — need  or  ability  to 

pay- 

Some  analysts  would  suggest  that  gov- 
ernment intervention  could  resolve  the  prob- 
lem. Planning  could  be  used  to  assign  some 
doctors  and  nurses  to  rural  areas  which  did 
not  offer  sufficient  money  and  non-money 
income  to  attract  health  professionals  on 
their  own  free  will.  However,  wise  govern- 
ment planners  will  follow  the  same  rules  of 
social  welfare  maximization.  Even  under  an 
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efficient  government-controlled  medical  sys- 
tem, health  professionals  would  still  be  sent 
first  to  the  cities  if  needs  were  greater  there. 
Again,  one  can  conclude  that  the  population 
and  the  economic  base  of  rural  America  must 
grow — and  grow  wisely — if  long-run  rural 
health  issues  are  to  be  met. 

The  conclusions  of  this  analysis  are 
reminiscent  of  an  analogous  situation  that 
was  described  in  the  late  60’s  by  a well- 
known  political  humorist.  During  this  pe- 
riod, many  academicians  and  politicians 
were  concerned  with  the  overkill  capacity 
that  had  resulted  from  the  Cold  War  arms 
spiral.  Both  Russia  and  the  United  States 
possessed  atom  bombs  that  could  destroy  a 
large  city  ten  times  over.  Noting  the  waste- 
fulness of  such  redundant  power,  the  con- 
ventional wisdom  of  the  day  maintained  that 
the  arms  race  had  gotten  out  of  hand,  and 
the  obvious  solution  was  to  return  to 


cheaper,  smaller  bombs  that  had  only 
enough  power  to  kill  everybody  once.  Art 
Buchwald,  the  political  humorist,  took  the 
opposite  position.  He  theorized  not  that  the 
bombs  were  too  big,  but  rather  that  the  cities 
were  too  small.  He  suggested  that  we  should 
increase  the  size  of  our  cities  to  match  the 
potential  of  our  bombs. 

This  facetious  commentary  on  thermo- 
nuclear overkill  is  terribly  relevant  to  the 
rural  health  care  dilemma.  The  American 
system  of  health  care  is  too  big  and  too  ex- 
pensive for  the  country’s  sparsely  populated 
areas.  In  the  long-run,  the  problem  requires 
a bit  of  the  Buchwald  solution — the  popula- 
tion of  the  target  areas  must  be  increased. 
Rural  areas  must  grow,  economically  and 
demographically,  and  fulfill  their  potential 
to  counter-balance  the  unhealthy  aspects  of 
our  over-urbanized  society.  Better  medical 
care  should  follow  automatically.  • 


COURSE  IN  POSTGRADUATE  GASTROENTEROLOGY 
ABOARD  S.S.  STATENDAM 
3-13  MARCH  1975 


The  Annual  Course  in  ^Postgraduate 
Gastroenterology  of  the  American  Col- 
lege of  Gastroenterology  will  be  given 
aboard  the  S.S.  Statendam  which  sails 
from  Port  Everglades,  Florida  on  March 
3,  1975.  Five  sessions  will  be  held  aboard 
ship  on  the  mornings  of  March  4,  5,  6, 
11,  and  13,  with  small  Roimd-Table  dis- 
cussions on  four  afternoons,  for  a total 
of  18  hours  of  credit. 

A minimum  enrollment  of  100  is  re- 
quired by  January  15,  1975.  The  Course 
is  open  to  members  and  nonmembers  of 
the  College.  Members  of  the  College  will 


receive  formal  credit  for  advancement 
to  Associate  Fellowship  and  Fellowship. 
The  Course  has  received  Category  “A” 
approval  and  accreditation  of  the  Coun- 
cil on  Medical  Education  of  the  Amer- 
ican Medical  Association. 

Opportunities  to  visit  such  Carib- 
bean ports  as  Willemstad,  Curacao, 
N.A.;  Kingstown,  Fort-de-France,  and 
Charlotte  Amalie  will  be  provided. 

For  further  information  write  the 
American  College  of  Gastroenterology, 
299  Broadway,  New  York,  NY,  10007. 
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The  subclavian  steal 


Diagnosis  and  management 


Pathologic  entities  are  sometimes  first  rec- 
ognized because  of  the  availability  of  new 
diagnostic  procedures.  Increasing  interest  in 
cardiovascular  disease  during  the  past  dec- 
ades has  led  to  the  development  of  sophisti- 
cated angiographic  technics.  The  latter  have 
made  possible  the  formulation  of  new  con- 
cepts of  vascular  physiology  and  pathology. 
Reversal  of  blood  flow  in  a vertebral  artery 
as  a result  of  proximal,  ipsilateral  subclavian 
artery  stenosis  or  obstruction  is  an  example. 
The  condition  was  first  reported  in  1960  by 
Contomi®  who  described  the  angiographic 
findings.  The  following  year,  in  the  New 
England  Journal  of  Medicine,  Reivich,  Hol- 
ling,  Roberts  and  Toole-®  reported  two  pa- 
tients and  presented  experimental,  angiogra- 
phic, and  hemodynamic  data  which  further 
elucidated  the  pathophysiology.  An  editor® 
in  the  same  issue  of  that  journal  presented 
to  the  medical  world  the  interesting  and  de- 
scriptive appellation — subclavian  steal.  Syn- 
onomous  terms  such  as  vertebral-basilar  in- 
sufficiency and  brachial-basilar  insufficiency 
emphasize  other  aspects  of  the  anatomic  and 
hemodynamic  abnormalities. 

An  interesting  and  important  facet  of  the 
subclavian  steal  syndrome  is  the  variety  of 
symptoms  which  may  result  from  the  altered 
blood  flow.  The  sometimes  bizarre  com- 
plaints can  lead  the  unwary  physician  to  a 
diagnosis  of  “functional  disorder”.  In  fact. 


‘Presented  at  the  ninth  annual  meeting  of  the  Montana- 
Wyoming  Chapter,  American  College  of  Surgeons.  Big 
Sky,  Montana,  August  9-11,  1973. 


syndrome* 


H.  C.  Habein,  Jr.,  MD,  Billings,  Montana 


the  diagnosis  of  subclavian  steal  syndrome 
may  be  suspected  in  the  presence  of  a few, 
easily  elicited  physical  signs. 

Our  recent  experience  with  four  cases  of 
subclavian  steal  syndrome,  three  of  which 
were  treated  surgically,  has  stimulated  a re- 
view of  the  current  literature  and  forms  the 
basis  for  this  report. 

Pathophysiology 

From  the  physiologic  standpoint,  the 
basic  abnormality  in  the  subclavian  steal 
phenomenon  is  the  reduction  of  pressure  in 
the  subclavian  artery  by  a stenosing  or  ob- 
structing lesion  proximal  to  the  origin  of  the 
vertebral  artery.  The  pressure  gradient  be- 
tween the  basilar  artery  and  the  involved 
subclavian  artery  results  in  retrograde  flow 
of  blood  into  the  ipsilateral  vertebral  artery 
and  thence  to  the  subclavian  artery,  thus 
“stealing  blood”  from  the  cerebral  circula- 
tion. 

In  most  reported  cases  the  occlusive  lesion 
in  the  subclavian  artery  is  due  to  arterio- 
sclerosis which  typically  involves  the  origin 
of  the  artery  and  a variable  portion  of  the 
adjacent  aortic  wall.  Other  causes  of  sub- 
clavian artery  obstruction  are  reported. 
These  include  arteritis  and  fibromuscular 
hyperplasia,  congenital  abnormalities,  trau- 
matic lesions^®  and  iatrogenic  or  postopera- 
tive obstructions,  such  as  those  resulting 
from  certain  cardiopulmonary  bypass  tech- 
nics and  Blalock-Taussig  procedures  or  from 
repair  of  aortic  coarctation  utilizing  the  sub- 
clavian artery. 
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As  might  be  anticipated,  many  patients 
with  atherosclerotic  subclavian  artery  occlu- 
sions also  have  significant  obstructive  lesions 
in  their  carotid  systems.  There  is  evidence 
that  some  patients  exhibiting  the  subclavian 
steal  phenomenon  do  not  develop  cerebro- 
vascular symptoms  unless  there  is  associated 
carotid  occlusive  disease  or  abnormality  of 
the  circle  of  Willis.^*  Ehrenfeld,  Chapman 
and  Wylie"  and  others'®  have  noted  the  dis- 
appyearance  of  cerebrovascular  symptoms  in 
a group  of  patients  treated  by  only  carotid 
bifurcation  endarterectomy  and  without  re- 
pair or  bypass  of  the  co-existing  subclavian 
artery  obstruction. 

The  status  of  the  vertebral  arteries,  and 
the  presence  of  other  collateral  channels  in 
the  neck  is,  of  course,  of  importance  in  de- 
termining the  symptomatology  in  the  sub- 
clavian steal  syndrome.  In  addition  to  rever- 
sal of  vertebral  artery  blood  flow,  reversal 
of  flow  has  been  noted  in  the  common  caro- 
tid artery  in  the  presence  of  innominate  ar- 
tery occlusion  and  in  the  internal  carotid  ar- 
tery with  common  carotid  obstruction.'® 

Clinical  Aspects 

By  mid- 1972  approximately  361  cases  of  sub- 
clavian steal  syndrome  had  been  reported  in  the 
literature.  In  an  analysis  of  304  of  those  reports  in 
which  sufficient  data  had  been  given,  Heath^s 
noted  that  the  condition  occurred  three  times 
more  often  in  males,  and  the  left  subclavian  artery 
was  involved  three  times  more  often  than  the 
right.  The  average  age  of  patients  with  arterio- 
sclerotic subclavian  obstructions  is  about  53  years. 
Many,  however,  are  in  the  later  decades  of  life 
and  have  significant  atherosclerotic  occlusive  dis- 
ease in  other  portions  of  the  aorta,  in  their  cor- 
onary arteries,  and  in  small  cerebral  blood  ves- 
sels. 

High  grade  subclavian  artery  obstruction  with 
or  without  reversed  vertebral  artery  blood  flow 
is  sometimes  asymptomatic.  It  is  more  common, 
however,  to  have  neurologic  or  upper  extremity 
symptoms  or  both.  Santschi,  Frahm,  Pascale,  and 
Dumanian29  stated  that  of  68  case  reports  studied 
by  them  two  patients  were  asymptomatic,  10  pa- 
tients had  only  upper  extermity  symptoms,  31  pa- 
tients had  only  neurologic  symptoms,  and  25  pa- 
tients had  symptoms  of  both  cerebrovascular  and 
upper  extremity  ischemia. 

Pain  in  the  arm  and  shoulder  is  the  most  fre- 
quently noted  upper  extremity  complaint  in  the 
subclavian  steal  syndrome.  The  pain  is  usually 
aching  and  episodic  and  frequently  is  precipitated 
by  exercise  of  the  arm.  The  discomfort,  may  how- 


ever, be  described  as  ease  of  fatigue,  weakness, 
coolness,  numbness  or  paresthesias  of  the  arm,  and 
may  be  present  to  some  degree  at  rest.  Heath’® 
found  reports  of  five  patients  who  had  gangrene 
and  ulceration  of  finger  tips.  He  noted  also  that 
the  arm  pain  in  subclavian  steal  is  not  related  to 
position  of  the  arm  as  it  is  in  thoracic  outlet  com- 
pression or  to  position  of  the  head  or  neck  as  in 
cervical  disc  disease  or  osteoarthritis  of  the  cer- 
vical spine. 

The  common  neurologic  symptoms  are  dizzi- 
ness, light  headedness,  vertigo,  ataxia,  incoordina- 
tion, headaches,  visual  symptoms  such  as  diplopia, 
blurring,  etc.,  and  transient  episodes  of  numbness 
and  weakness  of  the  face  and  extremities.  Came- 
ron and  Wright^  reported  a patient  with  sub- 
clavian steal  who  had  olfactory  hallucinations 
which  disappeared  -after  ligation  of  the  vertebral 
artery.  The  symptomatology  in  some  patients  is 
further  complicated  by  the  presence  of  occlusive 
lesions  in  other  extracranial  cerebral  arteries. 

Precipitation  of  neurologic  symptoms  by  exer- 
cise of  the  involved  upper  extremity  occurs  in- 
constantly. Reivich,  Holling,  Roberts,  and  Toole^® 
reported  two  patients,  neither  of  whom  exhibited 
this  phenomenon,  and  it  will  be  recalled  that  the 
term  “subclavian  steal”  derived  from  that  paper. 
Siekert,  Millikan  and  Whisnant®°  reported  five 
patients,  none  of  whom  experienced  neurologic 
symptoms  with  exercise  of  the  arm.  North,  Fields, 
and  DeBakey23  stated  that  six  of  seven  of  their 
patients  had  neurologic  deficits  produced  by  exer- 
cise of  the  involved  upper  extremity.  Coder,  Frey, 
Bematz,  and  Sheps®  reported  the  case  of  a young 
man  with  bilateral  subclavian  steal  and  occlusive 
disease  of  the  right  common  carotid  artery  who 
had  attacks  of  dizziness  precipitated  by  holding 
a book  or  newspaper.  North^®  noted  that  occlu- 
sion of  the  vertebral  artery  on  the  same  side  as 
the  involved  subclavian  artery  or  the  presence  of 
sufficient  collateral  circulation  accounted  for  the 
fact  that  some  patients  did  not  precipitate  symp- 
toms with  exercise  of  the  arm. 

The  finding  of  a diminished  or  absent  brachial 
or  radial  pulse  in  a patient  with  arm  pain  and 
cerebrovascular  S3Tnptoms  should  immediately 
suggest  the  possibility  of  subclavian  artery  ob- 
struction and  reversal  of  vertebral  artery  blood 
flow.  Decreased  amplitude  with  or  without  delay 
of  the  pulses  in  an  upper  extremity  and  significant 
brachial  blood  pressime  difference  between  the 
two  arms  is  the  most  constant  physical  finding  in 
the  subclavian  steal  syndrome.  There  was  a 
brachial  blood  pressure  differential  in  all  27  pa- 
tients reported  by  Edwards  and  Ross,^  in  all  but 
four  patients  the  difference  being  greater  than  20 
mm  Hg.  Bryant  and  Spencer®  noted  brachial  ar- 
tery pressure  differences  of  at  least  20  mm  Hg. 
and  usually  40  mm  Hg.  in  foimteen  patients,  and 
two  of  their  patients  had  no  measurable  brachial 
artery  pressure.  These  authors  foimd  a relation- 
ship in  their  patients  between  the  brachial  blood 
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pressure  difference  and  the  predominant  symp- 
toms. Patients  with  symptoms  primarily  of  arm 
ischemia  had  50  mm  Hg.  or  more  difference  be- 
tween the  two  arms.  Patients  whose  predominant 
symptoms  were  those  of  cerebrovascular  insuf- 
ficiency had  a brachial  artery  pressure  difference 
of  less  than  50  mm  Hg.  suggesting  the  effective- 
ness of  the  vertebral  artery  as  collateral  for  the 
upper  extremity  in  some  cases. 

Javidi*  described  a “carotid  compression  test” 
in  which  the  radial  pulse  on  the  affected  side  is 
dampened  by  compression  of  the  ipsilateral  caro- 
tid artery  due  to  reduction  of  intracranial  blood 
pressure  and  flow.  Julian  and  Javid^^  mentioned 
a refinement  of  this  test  with  simultaneous  oscil- 
lometric  studies  of  the  two  upper  extremities  dur- 
ing carotid  compression. 

Many  patients  with  subclavian  artery  occlu- 
sive disease  have  a systolic  bruit  audible  over  the 
supraclavicular  region  and  upper  anterior  chest. 
If  there  is  occlusive  disease  of  other  branches  of 
the  aortic  arch  or  in  the  carotid  bifurcation  there 
may  be  arterial  bruits  elsewhere  over  the  chest 
and  in  the  upper  neck.  If  stenosis  progresses  to 
complete  occlusion,  the  bruit  disappears.  When 
present,  the  bruit  may  be  a highly  specific  find- 
ing. Julian  and  Javid,^^  in  discussing  the  signifi- 
cance of  these  bruits,  note  that  they  must  be  dis-* 
tinguished  from  the  ejection  murmur  of  aortic- 
valvular  disease  which  is  usually  transmitted 
toward  the  cardiac  apex  and  often  is  associated 
with  abnormalities  of  the  second  heart  sounds.  A 
venous  hum,  according  to  these  writers,  is  more 
easily  distinguishable  since  it  is  inconstant,  more 
likely  to  have  diastolic  accentuation,  and  may  be 
abolished  by  light  pressure  over  the  jugular  vein. 


The  sine  qua  non  in  the  diagnosis  of  sub- 
clavian steal  syndrome  is  angiographic  demonstra- 
tion of  the  arterial  obstructive  lesion  with  opaci- 
fication on  later  films  of  the  ipsilateral  vertebral 
and  distal  subclavian  artery.  Visualization  of  all 
the  branches  of  the  aortic  arch,  both  vertebral 
arteries  and  both  carotid  bifurcations,  is  necessary 
for  proper  evaluation.  There  is  general  agreement 
that  retrograde  catheterization  of  the  aortic  arch 
via  percutaneous  femoral  artery  puncture  is  the 
preferred  technic  using  a pressure  injector  and 
rapid  film  changer.  If  the  anatomic  situation  pre- 
cludes the  femoral  approach,  the  brachial  artery 
on  the  uninvolved  side  may  be  used,  or  trans- 
venous catheterization  of  the  right  heart  and  in- 
jection of  contrast  material  into  the  main  pul- 
monary artery  should  be  tried. 

Gonzalez,  Wiot,  and  Boyd,i3  and  Pineda  and 
Smithes  have  pointed  out  that  retrograde  flow 
may  occur  in  a vertebral  artery  and  may  be  de- 
monstrable during  angiography,  especially  with 
certain  technics,  in  patients  having  no  abnormality 
of  the  brachiocephalic  circulation.  In  discussing 
that  paper,  Javid^^  emphasized  that  the  diagnosis 
of  subclavian  steal  can  only  be  made  in  patients 
having  the  objective  physical  signs,  previously 
noted,  of  subclavian  artery  obstruction. 


Surgical  Treatment 

There  is  not  general  agreement  of  the  sig- 
nificance and  prognostic  implications  of  the 
subclavian  steal  phenomenon.  Most  authors 
agree  that  surgical  treatment  is  not  indicated 
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in  asymptomatic  patients.  Blaisdell,^  in  1965, 
stated  that  patients  with  symptomatic  sub- 
clavian steal  always  have  disease  in  other 
cerebral  arteries.  Ehrenfeld,  Chapman,  and 
Lord,”  referring  to  cerebrovascular  symp- 
toms, stated  that  subclavian  artery  obstruc- 
tion appeared  to  be  better  tolerated  than  ob- 
struction of  other  aortic  arch  branches,  and 
that  even  in  the  presence  of  subclavian  steal, 
subclavian  obstruction  was  probably  asymp- 
tomatic in  most  patients.  These  authors  re- 
p>orted  relief  of  symptoms  in  most  patients 
by  carotid  bifurcation  endarterectomy.  Ed- 
wards and  Wright*®  and  others, on  the 
other  hand,  have  reported  patients  who  had 
symptomatic  subclavian-vertebral  occlusive 
disease  without  carotid  artery  involvement. 
Fields*^  states  that  subclavian  artery  occlu- 
sive disease  may  cause  symptoms  of  inter- 
mittent ischemia  of  the  arm  and  brainstem, 
but  that  at  present  there  is  no  evidence  that 
reversal  of  flow  produces  cerebral  infarction 
unless  there  is  concomitant  carotid  occlusive 
disease;  in  the  latter  case  carotid  surgery 
will  usually  suffice  to  prevent  stroke. 

There  is  an  accumulating  literature  docu- 
menting the  fact  that  severe  and  often  dis- 
abling symptoms  of  subclavian  steal  respond 
to  proper  surgical  management.  Vertebral 
artery  ligation  was  the  definitive  treatment 
in  six  of  200  case  reports  reviewed  by  Pic- 
cone  and  LeVeen.^'*  Rob,^^  in  1961,  reported 
the  first  such  procedure  in  a high  risk  pa- 
tient, and  apparently  cerebrovascular  symp- 
toms were  relieved  as  they  were  in  the  other 
five  reported  cases.  Although  there  was  no 
mortality  in  these  cases,  and  only  one  upper 
extremity  was  transiently  ischemic,  the  pro- 
cedure has  not  been  widely  utilized.  It  would 
appear  to  be  physiologically  unsound. 

The  most  appropriate  procedure  for  cor- 
rection of  subclavian  occlusion  would  seem 
to  be  one  directed  at  repair  or  bypass  of  the 
lesion.  In  fact,  thromboendarterectomy  with 
or  without  patch  graft  angioplasty  was  the 
most  commonly  reported  procedure  (92 
cases)  in  the  group  reviewed  by  Piccone  and 
LeVeen.^'*  Bypass  of  the  obstructing  lesions 
with  synthetic  prostheses  or  autogenous 
veins  has  also  been  utilized  for  many 
patients  with  occlusive  disease  of  aortic 
arch  branches.  The  thromboendarterectomy 


or  bypass  of  an  innominate  artery  or 
proximal  left  subclavian  occlusion  requires 
median  sternotomy  or  left  thoracotomy. 
Many  patients  with  subclavian  steal  are  eld- 
erly, have  generalized  arteriosclerosis  and 
are  poor  surgical  candidates.  There  is  signifi- 
cant morbidity  and  mortality  associated  with 
major  intrathoracic  procedures  in  these 
cases.  For  this  reason  there  has  been  a trend 
in  recent  years  toward  extrathoracic  bypass 
procedures  In  1969,  Crawford,  DeBakey, 
Morris,  and  HowelF  reported  a mortality  of 
20  per  cent  in  patients  who  had  transthoracic 
procedures  for  occlusive  disease  of  the  in- 
nominate, subclavian,  and  common  carotid 
arteries.  From  I960  to  1967  transcervical 
carotid-subclavian  bypass  procedures  were 
utilized  by  these  surgeons  with  a reduction 
in  mortality  to  2.3  per  cent.  They  stated  that 
endarterectomy  had  been  practically  aban- 
doned. 

There  continues  to  be  some  disagreement 
regarding  the  hemodynamics  of  carotid-sub- 
clavian bypass.  Most  writers  refer  to  the  ex- 
perimental work  of  Harper  and  others*'*  who 
found  that  their  preparations  of  carotid-sub- 
clavian shunt  in  dogs  resulted  in  “siphoning” 
blood  from  the  carotid  artery  particularly 
when  peripheral  resistance  was  reduced  by 
papaverine  injected  distally  in  the  subclavian 
artery.  Lord  and  Ehrenfeld,^®  however, 
showed  that  reduction  of  distal  carotid  flow 
in  experimentally  produced  carotid-sub- 
clavian shunts  occurred  only  when  a stenotic 
lesion  was  created  proximal  to  the  graft. 
These  authors  believe  carotid-subclavian  by- 
pass is  hemodynamically  sound  provided  (1) 
the  common  carotid  artery  is  free  of  stenosis 
from  its  origin  to  the  graft,  (2)  the  carotid- 
graft  anastomosis  does  not  narrow  the 
carotid  artery,  and  (3)  coexisting  carotid 
bifurcation  lesions  are  corrected  before  es- 
tablishing carotid-subclavian  bypass. 

Bamer,  Kaiser,  and  Willman,*  in  an  ex- 
cellent clinical  study,  confirmed  the  experi- 
mental data  and  previously  reported  clinical 
finding  that  the  carotid  artery  is  adequate  to 
deliver  blood  to  both  carotid  and  subclavian 
systems  unless  there  is  proximal  stenosis  or 
constriction  at  the  graft-carotid  anastomosis. 
Intraoperative  studies  by  Barner,  Kaiser,  and 
Willman*  demonstrated  no  drop  in  carotid 
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pressure  when  the  bypass  was  opened.  Ca- 
rotid mean  pressure  fell  an  average  of  1.8  mm 
Hg.  with  papaverine  vasodilatation,  and  mean 
graft  flow  increased  from  149  to  408  ml/min- 
ute. It  was  believed  that  these  changes  were 
within  physiologic  limits.  The  patients  were 
relieved  of  their  symptoms.  These  authors 
reported  one  patient  who  had  carotid  bifur- 
cation occlusive  disease,  and  who  had  ca- 
rotid thromboendarterectomy  before  the  ca- 
rotid-subclavian bypass  was  established. 

Satisfactory  clinical  results  have  also 
been  reported  with  carotid-subclavian  bypass 
by  Najafi,  Dye,  Javid,  and  others^-  and  by 
Hewitt,  Weichert,  and  Drapanas.*®  Both 
groups  also  emphasize  the  importance  of  per- 
forming carotid  endarterectomy  in  addition 
to  the  bypass  when  carotid  occlusive  disease 
coexists  with  subclavian  steal  on  the  same 
side.  Edwards  and  Ross®  have  recently  advo- 
cated direct,  side-to-side  anastomosis  of  the 
carotid  and  subclavian  arteries  in  the  neck, 
the  obvious  advantage  being  the  elimination 
of  the  need  for  a phosthesis  or  autogenous 
vein  graft. 

CASE  REPORTS 

Case  1.  A 50-year-old  rancher  was  seen  with 
complaints  of  episodic,  aching  pain  in  the  left  arm, 
severe  headaches  and  occasional  “blackout  spells”. 
The  left  arm  pain  was  becoming  increasingly  se- 
vere and  disabling.  It  occurred  when  he  used  a 
shovel  or  swung  his  arm  and  was  relieved  by 
rest.  The  pain  was  not  affected  by  the  position 
of  his  head,  neck,  or  arm.  He  had  experienced 
severe  headaches,  had  noted  occasional  dizziness 
and  had  two  or  three  times  suddenly  lost  con- 
sciousness. There  was  no  apparent  correlation  be- 
tween these  latter  symptoms  and  exercise  of  the 
left  arm.  He  had  been  taking  Aldoril  for  hyper- 
tension, and  his  physician  had  noted  a difference 
in  the  amplitude  of  the  pulses  in  his  arms. 

Examination  showed  moderate  obesity.  The 
brachial  blood  pressure  was  130/90  mm  Hg.  on 
the  right  and  90/0  mm  Hg.  on  the  left.  There  were 
no  bruits  in  the  neck  or  over  the  subclavian  ar- 
teries. Peripheral  pulses  were  normal  except  for 
absent  left  axillary  and  brachial  pulses  and  di- 
minished left  radial  pulse.  Chest  roentgenogram 
showed  no  abnormalities  and  an  electrocardio- 
gram showed  “non-specific  T-wave  changes”.  Per- 
cutaneous, transfemoral,  retrograde  thoracic  aor- 
tography showed  complete  occlusion  of  the  left 
subclavian  artery  which,  on  serial  films,  was  seen 
to  fill  by  retrograde  flow  in  the  left  vertebral  ar- 
tery. The  remainder  of  the  extracranial  cerebral 
arteries  were  radiologically  normal. 


Fig.  1.  Case  #1.  Postoperative,  percutaneous  trans- 
femoral thoracic  aortagram  showing  normal  extra- 
cranial cerebral  arteries  and  satisfactorily  func- 
tioning aorta  to  left  subclavian  graft. 


An  aorta  to  left  subclavian  artery  graft  was 
constructed  for  this  patient  through  a left  an- 
terior thoracic  incision.  The  left  subclavian  artery 
was  completely  occluded  at  its  origin,  the  arterio- 
sclerotic process  involving  a large  portion  of  the 
adjacent  aortic  wall.  The  subclavian  artery  was 
divided  between  the  occluded  segment  and  the 
vertebral  artery.  An  8 mm  knitted,  dacron  graft 
was  sutured  te  the  side  of  the  distal  aortic  arch 
and  then  anastomosed  to  the  end  of  the  divided 
subclavian  artery.  The  postoperative  course  was 
uncomplicated.  He  was  dismissed  on  the  eighth 
day  at  which  time  brachial  blood  pressiire  was 
130/90  mm  Hg.  in  both  arms. 

Three  and  one-half  years  later  the  patient  re- 
turned with  complaints  of  periodic  “dizzy  spells”. 
He  had  had  no  more  headache  or  arm  pain.  The 
“dizzy  spells”  occurred  spontaneously  or  were  pre- 
cipitated by  turning  the  head  suddenly.  He  had 
“passed  out”  once.  There  was  no  history  of  local- 
ized numbness  or  weakness  of  arms  or  legs  and 
no  change  in  his  speech.  There  was  no  relation  to 
his  meals  or  to  the  time  of  the  day.  He  was  taking 
Aldoril. 
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The  patient  was  admitted  for  angiography. 
Salient  features  of  the  physical  examination  were 
moderate  obesity,  brachial  blood  pressure  130/90 
mm  Hg.  bilaterally,  carotid  and  all  peripheral 
pulses  normal,  and  no  cervical  or  subclavian 
bruits.  A neurologist’s  examination  showed  no  ab- 
normalities. Roentgenograms  of  the  chest  and 
skull  were  normal.  Blood  chemical  studies  were 
normal  except  for  slight  elevation  of  fasting  glu- 
cose and  uric  acid  levels,  and  an  electroencephal- 
ographic  tracing  was  normal.  Transfemoral  tho- 
racic aortography  showed  no  abnormalities  of  the 
extracranial  cerebral  arteries.  The  aorta  to  left 
subclavian  artery  graft  was  in  satisfactory  condi- 
tion (Fig.  1). 

The  consensus  of  neurologic  and  otolaryngo- 
logic consultants  was  that  the  patient’s  symptoms 
were  due  to  “small  vessel  disease  causing  transient 
ischemic  attacks”.  He  has  been  seen  regularly 
since  and  says  that  he  has  less  “dizziness”  since 
he  discontinued  Aldoril.  Brachial  blood  pressures 
are  equal  and  remain  only  slightly  elevated. 

COMMENT:  Surgical  treatment  was  rec- 
ommended for  this  patient  because  of  pro- 
gressive upper  extremity  pain  and  disability 
secondary  to  left  subclavian  arterial  insuf- 
ficiency. In  addition,  it  is  likely  that  some  of 
his  cerebrovascular  symptoms  were  due  to 
episodic  basilar  artery  insufficiency.  Al- 
though the  patient’s  upper  extremity  pain 
has  been  relieved,  all  the  cerebrovascular 
symptoms  have  not  responded  to  correction 
of  the  subclavian  steal  phenomenon,  prob- 
ably because  of  coexistent  “small  intracer- 
ebral vessel  disease”. 

Case  2.  A 67-year-old  widow  was  seen  com- 
plaining of  pain  in  the  left  arm.  She  had  sustained 
an  injury  of  her  left  wrist  at  work  a year  before 
and  said  that  there  had  been  “rupture  of  a tendon 
and  fracture  of  a bone”.  Later  an  operation  had 
been  done  elsewhere  “on  a tendon  sheath”  in  the 
left  wrist  and  a “bone  chip”  had  been  removed. 
She  had  had  a continuous,  deep  pain  in  the  left 
arm  ever  since.  The  pain  was  aggravated  by  exer- 
cising the  arm.  It  was  known  that  the  pulse  in 
this  arm  was  diminished,  and  angiograms  had 
been  made  elsewhere.  She  had  experienced  much 
light  headedness  and  frequent  headaches.  There 
was  no  apparent  relationship  between  these  symp- 
toms and  exercise  of  the  left  arm. 

Examination  showed  the  brachial  blood  pres- 
sure to  be  170/80  mm  Hg.  on  the  right  and  120/90 
mm  Hg.  on  the  left.  There  were  no  audible  bruits 
in  the  neck  or  over  the  subclavian  vessels.  Carotid 
pulses  were  normal.  The  carotid  compression  test 
was  positive  on  the  left.  Peripheral  pulses  were 
normal  except  for  markedly  diminished  left  sub- 
clavian, brachial,  and  radial  pulses. 


Aortic  arch  angiograms  made  elsewhere  showed 
obstruction  at  the  origin  of  the  left  subclavian 
artery  with  filling  of  this  artery  on  later  films  by 
retrograde  flow  in  the  left  vertebral  artery.  The 
other  extracranial  cerebral  arteries  appeared  nor- 
mal. 

Left  carotid-subclavian  bypass  was  carried  out 
through  two  left  cervical  incisions.  A 6 mm  dacron 
graft  was  anastomosed  end-to-side  to  each  vessel. 
There  were  no  immediate  postoperative  difficul- 
ties, and  the  patient  was  dismissed  on  the  tenth 
day,  her  brachial  blood  pressure  being  128/70  mm 
Hg.  bilaterally,  and  the  pulses  normal  in  the  left 
arm. 

For  several  weeks  after  hospital  dismissal  the 
patient  experienced  episodic  light  headedness,  and 
she  fainted  on  one  occasion.  A year  later  she  con- 
tinued to  have  light  headedness,  the  episodes  last- 
ing two  to  three  minutes  and  usually  preceded 
by  circumoral  numbness.  She  had  no  headaches 
or  exercise-induced  pain  in  the  left  arm.  Although 
she  was  able  to  do  light  work  in  a YWCA,  she 
continued  to  complain  of  aching  and  subjective 
weakness  in  the  left  arm.  The  brachial  blood  pres- 
sure was  160/80  mm  Hg.  in  both  arms.  There  were 
audible  bruits  over  both  carotid  arteries,  louder 
on  the  left.  Peripheral  pulses  were  normal.  The 
patient  was  advised  to  have  another  thoracic 
aortogram  but  refused. 

Twenty-six  months  after  carotid-subclavian 
bypass  the  patient  returned  complaining  of  more 
pain  and  progressive  disability  of  the  left  arm. 
She  stated  that  she  thought  she  was  entitled  to 
more  compensation  because  her  symptoms  had 
begun  at  the  time  she  was  injured  at  work.  She 
was  able  to  control  her  light  headedness  by  taking 
a drug  (Antivert). 

The  brachial  blood  pressure  was  160/90  mm 
Hg.  bilaterally.  There  were  soft  bruits  over  both 
carotid  arteries,  and  peripheral  pulses  were  nor- 
mal. Examination  by  a neurologist  revealed  no 
abnormalities.  It  was  noted  that  the  patient  ap- 
peared to  use  her  left  arm  well  when  not  being 
tested  but  had  subjective  numbness  and  weak- 
ness when  she  was  examined.  The  cause  of  her 
continued  pain  and  disability  was  unknown.  There 
were  no  stigmata  of  causalgia.  It  was  believed  the 
symptoms  were  on  a functional  basis.  The  patient 
refused  to  have  electromyographic  studies. 

COMMENT:  Surgical  treatment  was  car- 
ried out  for  this  patient  although  it  was  rec- 
ognized that  not  all  her  left  arm  pain  was 
due  to  arterial  insufficiency.  We  could  not 
be  certain  either  that  the  cerebrovascular 
symptoms  were  due  to  subclavian  steal. 

It  may  be  that  this  patient  has  unrecog- 
nized carotid  occlusive  disease.  It  was  not 
possible  for  us  to  restudy  her  extracranial 
cerebral  arteries.  At  present  she  does  not 
have  disabling  cerebrovascular  symptoms, 
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and  it  is  our  impression,  with  some  objective 
evidence,  that  she  has  benefited  from  sur- 
gical treatment  of  her  subclavian  artery  ob- 
struction. 

Case  3.  A 57-year-old  housewife  and  school 
teacher  was  referred  for  evaluation  of  episodic 
pain  in  the  left  leg  and  thigh  which  occurred  with 
walking  and  was  relieved  by  rest.  About  18 
months  before  she  had  been  told  she  had  no  pulse 
in  her  right  arm.  There  was  no  history  at  this 
time  of  vertigo,  headaches,  or  transient  ischemic 
attacks.  She  had  no  complaints  referrable  to  the 
right  arm. 

Examination  showed  moderate  obesity.  The 
brachial  blood  pressure  was  0/0  mm  Hg.  on  the 
right  and  180/100  mm  Hg.  on  the  left.  Carotid 
pulses  were  normal.  A well  localized,  systolic 
bruit  was  audible  over  the  right  common  carotid 
bifurcation.  A pulse  could  not  be  detected  in  the 
right  brachial  or  radial  arteries,  nor  was  there 
a palpable  pulse  in  the  left  femoral,  popliteal,  or 
pedal  arteries. 

Since  the  patient’s  aortoiliac  occlusive  disease 
was  not  disabling,  and  because  there  were  no 
symptoms  attributable  to  the  right  carotid  and 
subclavian  occlusive  disease,  angiographic  studies 
were  not  recommended. 

Seven  months  later  the  patient  was  again  re- 
ferred, this  time  because  of  episodic  vertigo  and 
pain  in  the  right  arm.  She  said  she  became  “dizzy” 
when  she  walked  and  swung  her  right  arm.  The 
symptoms  had  been  progressive.  There  had  been 
no  loss  of  consciousness  and  no  headaches.  She 
had  managed  to  lose  22  pounds  on  a diet,  had  dis- 
continued smoking,  and  the  claudication  in  her 
left  leg  and  thigh  was  not  troublesome. 

Brachial  blood  pressure  was  unobtainable  on 
the  right  and  160/92  mm  Hg.  on  the  left.  The 
systolic  bruit  remained  audible  over  the  right 
common  carotid  bifurcation,  and  the  previously 
noted  abnormalities  of  peripheral  pulses  were  un- 
changed. Values  for  blood  chemical  studies  were 
unremarkable  except  for  slight  elevation  of  the 
serum  cholesterol.  Electrocardiogram  and  chest 
roentgenogram  showed  no  abnormalities.  Trans- 
femoral  thoracic  aortography  showed  right  sub- 
clavian steal  phenomenon  and  occlusive  disease 
of  the  right  common  carotid  bifurcation  and  in- 
ternal carotid  artery. 

Right  carotid  thromboendarterectomy  and 
right  carotid-subclavian  bypass  were  carried  out. 
General,  endotracheal  anesthesia,  systemic  hepa- 
rinization and  a temporary,  internal  (Javid)  shunt 
were  utilized.  Through  right  cervical  incisions  a 
6 mm  dacron  graft  was  sutured  end-to-side  to  the 
right  common  carotid  artery  and  to  the  right  sub- 
clavian artery  after  thromboendarterectomy  of 
the  carotid  bifurcation  and  internal  and  external 
carotid  arteries  had  been  carried  out. 


Fig.  2.  Case  #4.  Transjemoral  thoracic  aortagram. 
Early  film  showing  obstruction  right  subclavian 
artery. 


The  postoperative  course  was  imcomplicated, 
and  the  patient  was  dismissed  on  the  seventh  day. 
Brachial  blood  pressure  was  140-150/80  mm  Hg. 
bilaterally.  There  was  a bruit  audible  over  the 
right  side  of  the  neck. 

During  the  next  few  months  the  patient  noted 
episodic  diplopia.  An  ophthalmologist  found  no 
abnormalties,  and  the  symptom  disappeared.  There 
has  been  no  recurrence  of  vertigo  or  other  neu- 
rologic symptom.  At  present  she  is  taking  Aldo- 
met  and  Diuril,  and  brachial  blood  pressure  is 
130/90  mm  Hg.  in  both  arms. 

COMMENT:  Subclavian  artery  obstruc- 
tion and  carotid  occlusive  disease  were 
asymptomatic  in  this  patient  when  first  rec- 
ognized and  remained  so  for  nearly  two 
years.  She  then  developed  upper  extremity 
pain  and  'cerebrovascular  symptoms  associ- 
ated with  exercise  of  the  arm.  Thus,  further 
documentation  is  provided  for  the  progres- 
sion of  this  disease  in  some  patients. 

Thompson  and  Read^^  have  reported  on 
the  association  of  subclavian  steal  syndrome 
with  aortoiliac  occlusive  disease.  Both  con- 
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Fig.  3.  Case  #4.  Transfemoral  thoracic  aortagram. 
Later  film  showing  obstruction  right  subclavian 
artery  and  retrograde  filling  of  right  vertebral 
artery.  Film  also  shows  stenosing  lesions  at  right 
carotid  bifurcation. 

ditions  are,  of  course,  manifestations  of  se- 
vere atheromatous  disease  of  the  aorta. 
Forty-two  per  cent  of  these  authors’  24  cases 
of  subclavian  steal  had  aortoiliac  occlusive 
disease.  Javid*®  reported  that  12  of  37  pa- 
tients with  subclavian  steal  had  either  aor- 
toiliac or  femoral-popliteal  occlusive  disease. 

The  presence  of  a persistent  bruit  in  the 
neck  after  carotid-subclavian  bypass  has  also 
been  noted  by  Earner,  Kaiser,  and  Willman.^ 

Case  4.  A 53-year-old  housewife  was  referred 
because  her  blood  pressure  had  been  found  to  be 
different  in  each  arm.  The  patient  had  no  symp- 
toms. There  was  no  arm  pain,  vertigo,  headache, 
or  visual  difficulty.  She  was  taking  medication 
for  hypertension  and  a “nerve  pill”. 

Examination  demonstrated  moderate  obesity. 
Brachial  blood  pressure  was  110/70  mm  Hg.  on 
the  right  and  170/100  mm  Hg.  on  the  left.  A harsh 
systolic  bruit  was  audible  over  the  right  carotid 
bifurcation,  and  a softer  systolic  bruit  was  audible 
over  the  right  subclavian  artery.  There  was  also 
a soft,  systolic  bruit  audible  over  the  lower  ab- 


Fig. 4.  Case  #4.  Transfemoral  thoracic  aortagram. 
Late  film  showing  retrograde  filling  of  right  sub- 
clavian artery  via  the  right  vertebral  artery. 


domen.  The  amplitude  of  the  right  brachial  and 
radial  pulses  was  greatly  diminished.  Other 
peripheral  pulses  were  normal.  Blood  chemical 
studies  were  in  the  normal  range.  Percutaneous, 
transfemoral  thoracic  aortography  showed  prox- 
imal right  subclavian  artery  obstruction  with 
filling  of  the  distal  right  subclavian  artery  de- 
monstrable on  serial  films  by  retrograde  flow  in 
the  right  vertebral  artery.  There  were  occlusive 
lesions  at  the  bifurcation  and  in  the  internal 
branch  of  the  right  common  carotid  artery 
(Figs.  2,  3 and  4). 

The  patient  was  seen  in  consultation  by  a 
neurologist  who  could  elicit  no  cerebrovascular 
symptoms  or  neurologic  abnormalities.  Operation 
was  not  recommended  but  close  followup  was  ad- 
vised, and  she  was  instructed  regarding  the  sig- 
nificance of  certain  symptoms. 

COMMENT:  There  is  general  agreement 
that  asymptomatic  subclavian  steal  and 
carotid  occlusive  disease  should  not  be 
treated  surgically.  It  is  likely,  though,  that 
this  patient  will  develop  cerebrovascular 
symptoms  if  followed  for  a long  enough  pe- 
riod. 
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Stimniary  and  Conclusions 

The  subclavian  steal  syndrome  is  a dis- 
tinct and  usually  easily  recognized  clinical 
entity.  The  diagnosis  is  established  by  ap- 
propriate angiographic  studies  of  the  aortic 
arch  and  extracranial  cerebral  arteries.  The 
condition  may  produce  disabling  upper  ex- 
tremity and/or  cerebrovascular  symptoms  or 
it  may  be  asymptomatic. 

Surgical  treatment  is  usually  advisable 
for  patients  with  significant  symptoms.  Ca- 


rotid-subclavian bypass  graft  is  a satisfactory 
procedure  provided  the  common  carotid  ar- 
tery is  free  of  stenosis  from  its  origin  to  the 
graft,  the  anastomosis  does  not  narrow  the 
carotid  artery  and  coexisting  carotid  bifur- 
cation lesions  are  corrected  before  establish- 
ing the  shunt. 
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Pseudosarcoid  reaction’ 


Secondary  to  hernia  injection  therapy 


John  Q.  Gallagher,  MD,  Karl  H.  Shipman,  MD, 
and  Edward  B.  Price,  Jr.,  MD,  Denver 


W hen  inguinal  adenopathy  and  subsequent 
biopsy  suggest  sarcoidosis,  it  is  imperative 
to  rule  out  the  possibility  of  previous 
injection  therapy  for  hernia. 


The  following  is  a brief  report  document- 
ing the  case  of  a 31-year-old  white  male.  He 
first  presented  at  age  23  with  recent  onset 
of  enlarged  left  inguinal  nodes,  and  the 
pathologic  report  of  excisional  biopsy  was 
non-caseous  granuloma  consistent  with  sar- 
coidosis. No  treatment  was  instituted.  Eight 
years  later  he  returned  with  bilateral  groin 
masses.  At  that  time,  questioning  of  his  fam- 
ily revealed  a history  of  injection  treatments 
for  bilateral  inguinal  hernias  as  an  infant 
some  28  years  earlier.  Biopsy  at  this  time  of 
nodes  and  fascia  coupled  with  the  past  his- 
tory suggested  a delayed  pseudosarcoid  re- 
action to  the  injection  treatments. 

CASE  REPORT 

A 23-year-old  man  was  admitted  on  May  23, 
1966  with  a lump  in  his  left  groin  of  one  month 
duration.  Otherwise,  he  had  felt  well  and  had 
no  complaints  of  pain,  drainage,  chills,  fever,  or 
night  sweats.  System  review  was  unremarkable. 
He  had  had  tonsillectomy  at  an  early  age. 

Physical  examination  revealed  a well  devel- 
oped, well  nourished  male.  Blood  pressure  was 
110/80.  HEENT  was  normal.  Neck  was  normal. 
Thyroid  was  not  enlarged,  no  adenopathy  was 
noted.  Lungs  were  clear.  Cardiac  examination  was 
normal.  Abdomen  was  soft,  and  no  masses  were 
noted;  liver,  kidneys,  and  spleen  were  not  pal- 
pably enlarged.  In  the  left  groin  a walnut  sized, 
firm,  irregular,  non-tender  mass  was  noted.  On 
relaxation  there  was  a sensation  of  further 
masses  above  the  inguinal  ligament  in  the  retro- 


*From  the  Departments  of  Surgery,  Medicine,  and  Pathol- 
ogy, Presbyterian  Medical  Center,  Denver. 


peritoneal  area.  The  remainder  of  the  examina- 
tion was  normal  and  no  other  adenopathy  was 
noted. 

Hemoglobin  was  15.4  grams  per  cent,  hemato- 
crit was  46,  and  white  blood  count  4,800  with  48 
per  cent  segmented  cells,  2 per  cent  eosinophiles, 
49  per  cent  lymphocytes,  2 per  cent  monocytes. 
Platelets  were  normal.  Sedimentation  rate  was 
6mm.  per  hour.  Urinalysis  was  normal.  Calcium 
was  9.5  mg.  per  cent.  Febrile  agglutinins  were 
negative.  Skin  test  including  histoplasmosis,  coc- 
cidioidomycosis, and  PPD  were  negative.  Chest 
x-ray  was  negative  as  was  x-ray  of  the  left  femur. 
Serum  protein  electrophoresis  was  also  normal. 

On  May  24,  1966  a left  inguinal  and  left  retro- 
peritoneal dissection  was  performed  with  re- 
moval of  the  masses.  Findings  at  the  time  of  sur- 
gery included  an  irregular  mass  which  appeared 
to  be  in  a large  node  just  below  the  left  inguinal 
ligament  extending  above  and  over  the  inguinal 
ligament  to  the  level  of  the  inferior  left  rectus 
muscle.  The  mass  was  irregular  and  consisted  of 
nodes  which  extended  to  the  inferior  left  rectus 
muscle  and  into  the  retroperitoneal  space  as  far 
as  the  examining  finger  could  reach.  The  in- 
guinal mass  was  removed.  Tissue  was  submitted 
from  the  distal  left  rectus  abdominal  region  and 
left  inguinal  region.  That  from  the  former  con- 
sisted of  three  adherent  lymph  nodes,  the  largest 
2.5cm.  in  diameter,  adjacent  to  a segment  of 
muscle  and  attached  firm  fibrous-like  tissue.  The 
inguinal  tissue  consisted  to  two  adherent  lymph 
nodes,  the  larger  2.4cm.  in  diameter. 

On  microscopic  examination  both  the  lymph 
nodes  and  the  surrounding  connective  tissue  were 
largely  replaced  by  multiple  epithelioid  granulo- 
mas, occurring  as  discrete  granulomas  in  some 
areas  and  as  large  confluent  granulomas  in  other 
areas.  Foci  of  necrosis  were  present  where  the 
granulomas  formed  confluent  masses.  Stains  for 
acid-fast  organisms  and  for  fungi  were  negative. 
Pathologic  diagnosis  was  non-caseous  granulomas, 
consistent  with  sarcoidosis. 

Post-operative  course  was  uneventful  and  it 
was  felt  no  additional  therapy  was  indicated. 

The  patient  continued  to  do  well  and  was 
asymptomatic  until  December  of  1973  at  which 
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Fig.  1.  Multiple  epithelioid  granulomas  in  an  in- 
guinal lymph  node  removed  in  1966.  Hematoxylin 
and  eosin  stain.  X 236. 


time  he  again  noticed  recurrent  masses  involving 
not  only  the  left  but  also  the  right  inguinal  area. 
He  was  hospitalized  January  10,  1974  for  re- 
evaluation.  Complete  physical  examination  at 
this  time  was  unremarkable  with  the  exception 
of  the  finding  of  bilateral  inguinal  masses,  firm, 
irregular,  approximately  2cm.  in  diameter  and 
non-tender. 

Additional  history  at  this  time  was  obtained 
indicating  that  between  the  ages  of  one  and  one 
half  and  three  years,  he  had  been  seen  by  an 
osteopathic  physician  for  injection  treatments  of 
bilateral  inguinal  hernias.  It  was  subsequently 
confirmed  that  he  received  twenty-five  injections 
of  Quinine  Urea  Hydrochloride  over  this  span  of 
time. 

Routine  laboratory  data  at  this  admission  dem- 
onstrated hematocrit  of  48.5  per  cent,  hemoglobin 
15.0  grams  per  cent,  white  blood  cell  count  4,400 
with  52  per  cent  segs.,  4 per  cent  bands,  9 per 
cent  monocytes,  2 per  cent  eosinophiles,  30  per 
cent  small  lymphocytes  and  2 per  cent  large 
lymphocytes.  Urinalysis  was  unremarkable.  Serum 
protein  electrophoetic  pattern  was  normal.  Bio- 
chemical survey  was  within  normal  limits,  includ- 
ing serum  calcium,  phosphorus  and  alkaline  phos- 
phatase. Bone  marrow  examination  was  normal, 
and  specifically  no  evidence  of  granulomata  were 
found.  Chest  x-ray  was  normal.  Electrocardio- 
gram was  within  normal  limits. 

On  January  11,  1974  excision  of  bilateral  in- 
ginal  masses  was  performed.  At  this  time,  find- 
ings similar  to  those  described  at  the  time  of  his 
initial  surgery  were  apparent.  The  excision  was 
limited  and  tissue  was  submitted  from  both  in- 
guinal regions,  that  from  each  side  consisting  of 
an  irregular  mass  of  adipose  tissue  containing 
multiple  lymph  nodes  up  to  1.0cm.  in  diameter 
and  areas  of  firm  fibrous-like  tissue. 

Microscopic  examination  disclosed  the  same 
histologic  pattern  as  was  seen  in  1966.  Stains  for 
acid-fast  organisms  and  for  fungi  were  again  nega- 
tive. In  addition,  the  granulomatous  lesions  con- 
tained scattered  collections  of  crystalline  debris, 


Fig.  2.  Epithelioid  granuloma  in  an  inguinal 
lymph  node  removed  in  1974.  Hematoxylin  and 
eosin  stain.  X 927. 


with  individual  crystals  that  varied  markedly  in 
size  and  shape.  Some  of  the  larger  crystals  were 
in  the  process  of  being  engulfed  by  foreign-body 
type  giant  cells.  Examination  under  polarized 
light  revealed  that  the  crystals  were  anisotropic. 
Re-examination  of  the  original  material  revealed 
the  presence  of  the  same  type  of  foreign  material. 
Most  of  the  crystalline  material  was  present  in 
the  granulomas  in  the  connective  tissue  but  rare, 
minute  crystals  were  also  present  in  the  lymph 
nodes.  Cultures  of  the  inguinal  node  and  lymph 
node  material  for  routine  bacteriology  acid-fast 
bacteria  and  fungi  were  negative  in  four  to  six 
weeks  specimens.  In  addition,  a gram  stain  of  the 
initial  tissue  was  negative.  Pathologic  diagnosis 
was  granulomatous  inflammation,  foreign-body 
type,  involving  soft  tissues  of  the  inguinal  re- 
gions, with  a sarcoid-like  reaction  in  the  inguinal 
lymph  nodes. 

His  post-operative  course  was  uneventful  and 
he  was  discharged  asymptomatic  on  January  13, 
1974. 

Discussion 

Injection  treatment  for  hernia  was  intro- 
duced simultaneously  by  Velpeau  in  France 
and  Pancoast  in  this  country  in  1836.^  It  be- 
came popular  as  operations  for  hernia  at 
that  time  were  far  from  successful.  Scleros- 
ing solutions  as  well  as  paraffin  were  used 
in  an  attempt  to  block  the  hernia  orifice  in 
a mechanical  manner.  Following  the  advent 
of  modern  operations  for  hernia  introduced 
independently  by  Bassini  and  Halsted,  in- 
jection treatment  was  abandoned.  During 
the  decade  of  the  1930’s  there  was  a great 
resurgence  of  enthusiasm  for  the  injection 
method.  Sclerosing  agents  as  well  as  suspen- 
sions of  asbestos  powder  and  quartz  crystals 
were  used,  and  even  reports  of  injections  of 
large  amounts  of  psyllium  seed  extract  under 
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Fig.  3.  Extensive  involvement  of  the  soft  tissues 
by  confluent  epithelioid  granulomatous  reaction 
in  the  inguinal  tissue  removed  in  1966.  Hematox- 
ylin and  eosin  stain.  X 236. 

direct  operative  visualization  are  reported. 
The  followup  care  usually  included  wearing 
a truss  and  recurrences  approaching  forty  to 
fifty  per  cent  were  not  uncommon. 

In  reviewing  the  literature,  complica- 
tions reported  are  those  of  spermatic  cord 
swelling,  edema  of  local  tissues  as  well  as 
infection,  and  in  a few  reported  cases,  peri- 
tonitis.^’^ A delayed  reaction  to  injection 
therapy  as  described  above  with  the  accom- 
panying pathologic  findings  of  a pseudosar- 
coid reaction,  has  not,  to  our  knowledge,  been 
reported  in  the  literature. 

The  histologic  hallmark  of  sarcoidosis  is 
the  epithelioid  granuloma,  the  so-called  hard 
tubercle.  In  sarcoidosis,  these  granulomas 
are  typically  without  central  necrosis.  They 
have  a fairly  typical  life  cycle  with  forma- 
tion, progression  and  then  involution  by 
fibrosis,  but  at  any  given  point  in  time,  they 
are  all  characteristically  in  the  same  stage 
of  evolution.  The  lesions  may  be  found  in 
nearly  any  organ  or  tissue  of  the  body,  but 
extensive  involvement  of  perilymphnodal 
connective  tissue,  such  as  was  present  in  the 
case  being  reported,  is  unusual. 

These  granulomas  are  not  pathognomonic 
for  sarcoidosis,  since  similar  or  identical 


Fig.  4.  Refractile  crystalline  material  in  the  cyto- 
plasma  of  foreign  body  giant  cells  in  the  soft  tis- 
sues from  the  inguinal  region  removed  in  1974. 
Hematoxylin  and  eosin  stain.  X 927. 

granulomas  may  be  found  in  a variety  of  con- 
ditions such  as  tuberculosis,  mycotic  infec- 
tions, chalazions,  post-traumatic  and  foreign- 
body  granulomas,  granulomatous  reactions 
in  lymph  nodes  draining  the  site  of  a neo- 
plasm, and  in  the  so-called  swimming  pool 
granuloma.'*  A pseudosarcoid  reaction  has 
been  reported  recently  in  the  dermis  in  cases 
of  secondary  syphilis.® 

Most  granulomatous  reactions  are  thought 
to  be  manifestations  of  a hyper-sensitivity  re- 
action, and  the  offending  agent  may  be  either 
animate  or  inanimate.  The  reaction  repre- 
sents a sustained  proliferative  process,  due 
most  likely  to  persistence  of  the  offending 
agent  in  the  tissue.  If  the  offending  agent  is 
ultimately  soluble,  it  is  thought  to  act  as 
an  antigen  eliciting  the  characteristic  epithe- 
lioid response. 

Granulomatous  reactions  of  this  type  may 
persist  in  tissues  for  long  periods  of  time, 
however,  the  twenty  year  delay  in  this  pres- 
entation appears  unique.  The  importance  of 
recognizing  this  as  a pseudosarcoid  reaction 
secondary  to  injection  treatment  for  hernia 
requiring  no  consideration  of  therapy  of  sar- 
coidosis is  the  distinct  purpose  of  this  re- 
port. • 
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Neuroblastoma  in  infants  and  children 


Jack  H.  T.  Chang,  MD,  Charlene  P.  Holton,  MD, 
and  Katharine  E.  Chapman,  MD,  Denver* 


IS euroblastorna  is  the  most  common 
abdominal  tumor  of  infants  and 
children.  Survival  in  children  presenting 
after  the  age  of  tico  years  has  not  improved 
in  fifty  years.  Detection  before  this 
age  is  the  best  hope  for  improved 
survival. 


Neuroblastoma  was  first  described  by  Vir- 
chow in  1864  as  a glioma  of  the  abdomen.  In 
1910,  Homer  Wright  established  the  relation- 
ship of  this  tumor  to  the  anlage  of  the  sym- 
pathetic nervous  system  and  coined  the  term 
“neuroblastoma”.  It  is  the  most  common  ab- 
dominal tumor  of  infants  and  children  and  in 
the  United  States  is  responsible  for  approx- 
imately three  hundred  deaths  per  year.  Be- 
cause of  the  extremely  poor  prognosis  in 
children  presenting  after  the  age  of  two 
years,  it  behooves  all  physicians  who  care 
for  children  to  be  familiar  with  this  tumor 
for  possible  earlier  detection. 

Case  Material 

Since  1969,  forty  patients  with  neuro- 
blastoma, ganglioneuroblastoma,  and  gangli- 
oneuroma have  been  treated  at  the  Oncology 
Center  of  the  Children’s  Hospital,  Denver. 
Thirty-four  patients  (2:1  male:  female)  had 
neuroblastomas,  five  had  ganglioneuroblasto- 
mas,  and  one  had  a ganglioneuroma. 


•Dr.  Chang  is  Senior  Resident  in  Surgery.  University  of 
Colorado  Medical  Center  and  Clinical  Fellow,  American 
Cancer  Society.  Children’s  Hospital,  Denver.  Dr.  Holton 
is  Director  of  Oncology,  Children’s  Hospital,  Denver  and 
Assistant  Clinical  Professor  of  Pediatrics.  University  of 
Colorado  Medical  Center.  Dr.  Chapman  is  Radiotherapist, 
Presbyterian  Hospital,  Denver.  This  study  was  supported 
by  Oncology  Center  Grant  NCI  CA  12247  and  American 
Cancer  Society  Clinical  Fellowship  CF  #3007. 


Staging  according  to  Evans*  was  adopted 
in  1972: 


Stage  I:  Tumor  confined  to  the  organ  or 

structure  of  origin. 

Stage  II:  Tumor  extending  in  continuity 

beyond  the  organ  or  structure  of 
origin  but  not  crossing  the  mid- 
line. Regional  lymph  nodes  may 
be  involved. 

Stage  III:  Tumor  extending  in  continuity 

beyond  the  midline.  Regional 
lymph  nodes  bilaterally  may  be 
involved. 


Stage  IV:  Remote  disease  involving  skele- 

ton, parenchymatous  organs,  soft 
tissues  or  distant  lymph  node 
groups,  etc.  (See  IV-S). 

Stage  IV-S:  Patients  •who  would  otherwise  be 
Stage  I or  II,  but  who  have  re- 
mote disease  confined  to  one  or 
, more  of  the  following  sites:  liver, 

skin,  or  bone  marrow  (without 
radiographic  evidence  of  bone 
metastases  on  complete  skeletal 
survey). 

% 

Almost  seventy  per  cent  of  our  patients 
initially  presented  with  established  metas- 
tases to  bone  marrow,  bone,  liver,  skin,  and/ 
or  other  parenchymatous  organs  (Table  1). 
During  therapy,  one  patient  each  with  Stage 
II  and  Stage  III  and  four  patients  with 
Stage  IV-S  disease  developed  bone  metas- 
tases (i.e.,  progressed  to  Stage  IV). 


Presentation 

A tumor  mass,  whether  peripheral  or  ab- 
dominal, was  by  far  the  most  common  pre- 
senting complaint.  Eighteen  per  cent  of  pa- 
tients with  neuroblastomas  were  discovered 
while  being  worked  up  for  fever  of  unknown 
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TABLE  1 

STAGE  AND  MORTALITY 


Pat i ent s 

on 

Pat  ie 

nts 

on 

Final 

Mortal i ty 

Initial 

Dx 

Final 

Ox 

Stage 

No. 

X 

No. 

% 

No. 

X 

1 

2 

6 

2 

6 

1 

50* 

1 1 

8 

2k 

7 

20 

0 

1 1 1 

2 

6 

1 

3 

0 

IV- 

s 

9 

26 

5 

15 

1 

20** 

IV 

13 

11 

56 

18 

94 

Ik 

100 

34 

100 

20 

* 

One 

patient  di 

ed  wi 

th  CHD 

and 

neuroblastoma 

found 

i nc 

i dental  1 y . 

** 

One 

patient  di 

ed  wi 

thin  12 

hours  of 

surgery, 

etiology.  Diarrhea,  failure  to  thrive,  and 
symptoms  of  hypertension  were  additional 
complaints.  Three  children  were  found  to 
have  thoracic  neuroblastomas  while  being 
studied  for  possible  brain  tumor  because  of 
presenting  symptoms  of  opsoclonus  and 
ataxia. 

On  physical  examination,  over  eighty  per 
cent  of  patients  had  a detectable  mass. 
Anemia  was  found  in  almost  forty  per  cent. 
Approximately  one  quarter  had  proptosis  in- 
dicating retroorbital  metastases.  Addition- 
ally, three  patients  had  “dancing  eyes,  hands, 
and  feet”,  which  may  be  caused  by  chemical 
products  of  the  tumor,  and  clears  with  ther- 
apy of  the  primary  tumor. 

The  majority  of  neuroblastoma  are  retro- 
peritoneal (Table  2)  with  one-half  originat- 
ing within  the  adrenals.  The  retroperitoneal 
and  retropleurocervical  sympathetic  chain 
accounted  for  21  per  cent  and  24  respectively. 
In  two  patients,  the  primary  could  not  be  de- 
fined. 

Diagnosis 

In  addition  to  the  routine  hematologic 
and  biochemical  profiles,  24-hour  urinary 
levels  of  vanillylmandelic  acid  (VMA), 
epinephrine-norepinephrine  and  cystathio- 
nine are  collected.  Approximately  eighty  per 
cent  of  patients  with  neuroblastoma  will 
have  elevated  levels.  A bone  marrow  speci- 
men is  obtained  by  aspiration  and  biopsy 
(usually  from  the  posterior  superior  iliac 
spine).  Tumor  cells  identified  in  either  the 
aspiration  or  the  biopsy  denotes  widespread 
metastases  but  not  necessarily  mortality  as 
thought  previously. 

Radiographically,  the  intravenous  pyelo- 
gram  shows  displacement  of  an  otherwise 


TABLE  2 

LOCATION  OF  PRIMARY  TUMOR 


Locat ion 

Pat  ients 

No.  X 

Survival  (^) 

Cerv  i c.a  1 

2 

6 

100 

Retropleural 

6 

18 

66 

Left  Adrenal 

14 

41 

42 

Right  Adrenal 

3 

9 

33 

Retroper i toneal 

7 

20 

28 

Unspec i f i ed 

2 

6 

0 

normal  kidney.  If  the  neuroblastoma  orig- 
inates in  the  adrenal,  the  ipsilateral  kidney 
will  be  displaced  caudally  (position)  and  its 
upper  pole  displaced  laterally  (axis).  Also 
with  adrenal  neuroblastomas,  thirty  to  forty 
per  cent  of  plain  films  will  show  microcalci- 
fications. Angiograms  are  not  usually  neces- 
sary, but  will  show  a plethora  of  major  ves- 
sels to  the  tumor,  as  well  as  any  hepatic 
metastases.  If  on  metastatic  bone  survey, 
lytic  lesions  are  present,  the  prognosis  is  ex- 
tremely grave  as  survival  with  bone  involve- 
ment is  rare.  Additional  special  studies  may 
be  necessary  as  dictated  by  the  position  of 
the  tumor. 

In  differential  diagnosis,  more  than  one- 
half  of  abdominal  masses  in  infants  and  chil- 
dren are  renal  in  origin,  with  multicystic 
dysplastic  kidney  and  hydronephrosis  the 
leading  causes.  Duplication  of  the  intestine, 
mesenteric  cysts,  hydrometrocolpos,  ovarian 
cysts,  and  choledochal  cysts  are  other  pos- 
sible masses.  Of  the  malignant  tumors,  the 
Wilm’s  tumor,  hepatic  tumors,  rhabdomyo- 
sarcoma, ovarian  tumors  and  metastases  of 
testicular  tumors  should  all  be  considered. 

The  workup  as  outlined  above  coupled 
with  a thorough  physical  examination,  will 
usually  provide  the  correct  diagnosis,  al- 
though occasionally,  exploratory  laparotom.y 
is  necessary  for  a firm  diagnosis. 

T reatment 

As  with  most  malignancies,  complete 
surgical  extirpation  is  the  treatment  of 
choice.  However,  the  majority  of  patients 
with  neuroblastomas  present  with  extensive 
metastases.  Although  Koop-  has  advocated 
that  partial  resection  of  inoperable  tumors 
will  result  in  improved  survival,  this  has  not 
been  documented.  The  neuroblastoma  is 
abundantly  vascular  and  heroic  attempts  at 
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resection  will  lead  to  an  unnecessarily  high 
operative  mortality.  Neuroblastomas  are 
usually  quite  radiosensitive  but  rarely  radio- 
curable.  If  the  initial  tumor  is  unresectable, 
1000  rads  given  over  one  week’s  time  can  re- 
duce the  tumor  to  a size  which  can  be  re- 
moved by  surgery. 

Postoperatively,  radiotherapy  totalling 
1500  to  3500  rads  (depending  on  patient  size, 
tumor  size,  and  site  and  bone  marrow  re- 
serve) is  given  over  six  to  eight  weeks  with 
high  energy  modem  equipment. 

Concomitant  with  radiotherapy,  systemic 
vincristine  (1.5  mg/M-)  and  cyclophospha- 
mide (300  mg/M^)  are  given.  The  length  of 
chemotherapy  is  dependent  upon  the  stage 
of  disease:  Stage  I requires  6 weeks.  Stage  II 
is  treated  1 year,  and  Stage  III,  IV-S,  and  IV 
are  treated  2 years.  Because  of  the  extremely 
poor  survival  in  children  presenting  after  the 
age  of  two  years,  l-(2  Chloroethyl)-3-Cyclo- 
hexyl-l-Nitrosourea  (CCNU,  100  mg/M-)  has 
been  added  for  triple  chemotherapeutic  ef- 
fect. 

If  the  initial  tumor  is  unresectable,  the 
patient  is  given  radiotherapy  and  chemo- 
therapy as  prescribed  above.  If  during  the 
course  of  therapy  the  tumor  becomes  oper- 
able, surgery  is  performed. 

Virtually  all  of  our  patients  are  treated 
on  an  outpatient  basis  (after  initial  workup 
and  surgery)  either  through  the  Oncology 
Clinic  or  by  the  referring  physician  with 
periodic  visits  to  the  Oncology  Center. 

Survival  and  Mortality 

There  are  many  factors  which  determine 
the  prognosis  of  infants  and  children  with 
neuroblastoma.  These  include  age  at  presen- 
tation, stage  of  disease,  location  of  tumor, 
tumor  differentiation,  immunologic  status, 
and  mode  of  therapy. 

Of  the  34  patients,  23  were  less  than  two 
years  of  age  at  presentation  and  14  (68  per 
cent)  survived.  All  11  patients  who  were 
more  than  two  years  of  age  at  presentation 
expired.  Clearly,  survival  is  directly  related 
to  the  presenting  stage  of  disease  (Table  1). 
Excepting  a Stage  I tumor  found  incidentally 
at  autopsy  and  one  infant  with  Stage  IV-S 
disease  whose  death  was  directly  attributable 
to  surgery,  all  deaths  occurred  in  infants  and 


TABLE  3 

RESULT  OF  SURGERY 


Extent  of  Resection 

Pat ients 

NED* 

LWD** 

Survival 

w 

Complete  resection 

7 

6 

86 

Partial  resection 

1 1 

5 

45*** 

B i opsy 

7 

2 

] 

43 

No  operation 

9 

TT 

0 

13 

~r 

0 

* No  evidence  of  disease 
**  Living  with  disease 
***  One  surgically  related  death 


children  who  presented  with  or  developed 
skeletal  metastases  during  therapy.  Bone 
marrow  involvement  is  not  necessarily  fatal 
as  55  per  cent  of  Stage  IV-S  patients  have 
survived.  Only  one  infant  with  lytic  skull 
lesions  (adrenal  primary)  has  survived.  This 
infant  developed  bone  marrow  involvement 
while  on  vincristine  and  cyclophosphamide, 
and  was  given  CCNU,  which  not  only  cleared 
the  bone  marrow  but  also  initiated  healing  of 
his  lytic  skull  lesions.  Additional  radiother- 
apy and  delayed  resection  of  the  primary 
was  then  performed  and  the  patient  has  re- 
mained tumor  free.  However,  survival  with 
Stage  IV  disease  is  rare. 

As  shown  in  Table  2,  neuroblastoma  orig- 
inating in  the  retropleurocervical  sympa- 
thetic chain  had  the  best  survival  rate  (83 
per  cent)  while  abdominal  primaries  suf- 
fered a 66  per  cent  mortality.  This  better 
survival  does  not  necessarily  stem  from  early 
symptoms  and  therefore  earlier  detection, 
but  rather  from  the  biology  of  the  tumor, 
which  at  these  sites  is  not  as  aggressive  as  in 
the  abdomen. 

Six  patients  with  ganglioneuroblastoma 
and  ganglioneuroma  have  all  survived. 
Whether  these  forms  of  tumor  are  in  the 
transition  phase  in  the  maturation  of  a neu- 
roblastoma is  debatable.  Metastatic  ganglio- 
neuroblastoma certainly  have  been  reported 
and  should  be  treated  as  vigorously  as  a 
neuroblastoma. 

Regarding  the  relationship  of  the  pa- 
tient’s immunocompetence  to  survival,  we 
have  not  performed  systematic  in  vitro 
assays.  However,  absolute  lymphocyte  count 
in  the  peripheral  blood  or  surrounding  tumor 
cells  from  operative  specimens  have  not  been 
correlated  with  survival  in  our  patients. 
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TABLE  A 

NEUROBLASTOMA  SURVIVORS 


Length  of 

survival 

Stage 

from 

Ox 

Cond i t ion 

Comments 

1 

7 yrs 

2 mos 

NED* 

Off  chemoRx 

1 1 

7 yrs 

9 mos 

NED 

No  chemoRx  given 

1 1 

3 yrs 

3 mos 

NED 

Off  chemoRx 

1 1 

A yrs 

3 mos 

NED 

Off  chemoRx 

1 1 

1 yr 

6 mos 

NED 

Off  chemoRx 

1 1 

2 yrs 

4 mos 

NED 

Off  chemoRx 

1 1 

6 mos 

NED 

On  chemoRx 

1 1 

1 yr 

3 mos 

NED 

Off  chemoRx 

1 1 1 

2 mos 

LWD** 

On  chemoRx 

IV-S 

3 yrs 

11  mos 

NED 

Off  chemoRx 

IV-S 

14  yrs 

6 mos 

NED 

No  chemoRx  given 

IV-S 

4 yrs 

3 mos 

NED 

Off  chemoRx 

IV-S 

6 yrs 

6 mos 

NED 

Off  chemoRx 

IV 

1 yr 

9 mos 

NED 

On  chemoRx 

* No  evidence  of  disease 
**  Living  with  disease 


Mode  of  therapy  is  in  a constant  state  of 
flux.  Complete  surgical  extirpation  is  ideal 
but  survival  between  partial  resection  and 
biopsy  is  not  significant  (Table  3) . Whether 
removal  of  a large  mass  of  tumor  allows  the 
individual’s  immune  system  to  destroy  the 
remaining  tumor  or  the  radiotherapy  and 
chemotherapy  destroys  the  residual  tumor 
is  not  known.  Radiotherapy  has  improved 
greatly  with  electron  beam  therapy,  improv- 
ing not  only  the  dose  delivered  but  also  bet- 
ter localization  of  the  beam  resulting  in  less 
side  effects.  In  the  past  year  CCNU  has  been 
added  to  the  chemotherapeutic  armamen- 
tarium in  the  therapy  of  disseminated  disease. 
Several  other  agents,  including  Adriamycin, 
VM26,  etc.,  are  under  investigation.  The  num- 
ber of  non-specific  agents  used,  unfortu- 
nately, reflects  our  lack  of  understanding  of 
the  biology  of  the  neuroblastoma  cells. 

Of  the  14  survivors  (Table  4),  one  had 
Stage  I,  7 had  Stage  II,  4 had  Stage  IV-S  and 
one  had  Stage  IV  disease.  Survival  spans 
from  two  months  to  14V2  years.  One  patient 
each  with  Stage  II,  III,  and  IV  disease  remain 
on  chemotherapy.  One  patient  presented  at 
age  four  months  with  a left  adrenal  primary 
with  metastases  to  the  skin  and  the  retro- 
orbit.  After  complete  surgical  resection  of  the 
adrenal  tumor,  the  skull  and  skin  lesions 
were  treated  by  radiotherapy,  but  chemo- 
therapy was  refused.  Seven  years  later,  a 
left  cervical  node  was  biopsied  revealing 
ganglioneuroma. 

Discussion 

Neuroblastoma  is  at  the  same  time  a 
fascinating  tumor  to  study  and  a frustrating 


one  to  treat.  Everson  and  Cole  in  1966  docu- 
mented 176  patients  with  malignant  tumors 
which  spontaneously  regressed.  Of  these,  29 
were  neuroblastomas.  This  tumor  has  been 
shown  to  spontaneously  mature  into  more 
benign  forms.  The  first  of  such  reports  was 
by  Harvey  Cushing  in  1926  when  he  reoper- 
ated a patient  who  ten  years  previously  had 
been  found  to  have  a low  thoracic  paraver- 
tebral neuroblastoma  causing  paraplegia. 
This  patient  was  treated  with  Coley’s  toxin 
(antibiotic  from  the  bacterium,  Serratia  mar- 
cescens)  for  two  years  and  survived,  al- 
though he  remained  paraplegic.  At  reopera- 
tion, there  was  an  extradural  mass  over  five 
vertebral  segments  which  by  microscopic 
examination  was  composed  of  mature  gang- 
lion cells  of  a ganglioneuroma.  Beckwith  ob- 
served that  adrenal  “neuroblastoma-in-situ” 
occurred  in  somewhat  less  than  1 per  cent 
of  infants  autopsied  prior  to  but  not  after 
three  months  of  age.  Since  adrenal  neuro- 
blastoma occurs  with  a frequency  of  1 in 
10,000,  it  is  probable  that  spontaneous  regres- 
sion or  host  defenses  affects  tumor  growth. 

Neuroblastoma  was  one  of  the  first 
tumors  studied  by  in  vitro  technics  for  human 
tumor  antigens.  It  has  been  found  that  pa- 
tients with  this  tumor  possess  lymphocytes 
which  are  cytotoxic  in  vitro  to  cultivated 
neuroblastoma  cells.  Also,  patients  with 
progressive  disease  have  in  their  serum,  fac- 
tors which  may  block  the  lymphocyte  cyto- 
toxic property. 

Recently,  both  human  neuroblastoma  and 
mouse  c-1300  neuroblastoma  cells  in  tissue 
culture  have  been  induced  to  maturate  irre- 
versibly to  ganglion  cells.  This  process  is 
mediated  by  cyclic  3',5'-adenosine  monophos- 
phate. The  efficacy  of  this  mode  of  therapy 
has  been  recently  reported  by  WaddelP  in 
the  treatment  of  pancreatic,  pulmonary,  and 
gastrointestinal  carcinomas.  Its  application 
to  neuroblastoma  is  being  investigated  in  an- 
imal systems  at  present. 

Clinically,  however,  survival  of  children 
presenting  after  the  age  of  two  years  with 
neuroblastoma  has  not  improved  significantly 
in  the  past  fifty  years.  Review  of  survival 
statistics  at  our  institution  during  three  sep- 
arate time  periods,  1945  to  1954  (Reiquam  et 
al.),  1955  to  1963  (Reiquam  et  al.)  and  1969 
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to  present,  showed  that  survival  in  patients 
presenting  before  the  age  of  two  years  has 
more  than  doubled  (25  per  cent  to  60  per 
cent  to  68  per  cent)  whereas  the  survival  in 
children  presenting  after  the  age  of  two 
years  has  remained  zero.  Review  of  27  series 
since  1926  showed  the  overall  survival  of  in- 
fants and  children  less  than  two  years  old  is 
approximately  fifty  per  cent;  for  children 
more  than  two  it  is  less  than  ten  per  cent. 

Upon  discovery  of  an  abnormal  and  per- 
sistent mass,  the  infant  or  child  should  be 
evaluated  at  a multidisciplinary  oncology 
center.  There  are  many  reasons  for  central- 
izing the  care  of  such  patients.  First,  an  on- 
cology center  has  the  personnel  (pediatric 
oncologists,  surgeons,  anesthesiologists,  radi- 
ologists and  radiotherapists;  oncology  nurs- 
ing and  psycho-social  support)  and  equip- 
ment specifically  for  the  care  of  the  pediatric 
tumor  patient.  Second,  it  is  only  through 


treating  a large  number  of  such  patients,  on 
set  protocol,  that  the  expertise  and  the  re- 
sulting data  can  be  acquired.  Working 
closely  with  the  referring  physician,  the  ma- 
jority of  patients  are  treated  on  an  out- 
patient basis  and  in  their  own  communities. 
This  not  only  eliminates  the  fearful  foreign 
environment  of  the  hospital  but  also  encour- 
ages a closer  mutual  working  and  learning 
experience  for  the  oncology  staff  and  the 
family  physician. 

At  present  there  are  no  “magic  bullets” 
for  neuroblastoma — only  early  detection. 
Massive  screening  for  VMA  is  monetarily 
impractical  relative  to  the  number  of  posi- 
tive results.  Only  careful  physical  examina- 
tion by  all  physicians  caring  for  pediatric 
patients,  and  education  of  parents  to  seek 
early  medical  attention  for  their  child  if  a 
mass  is  detected  will  improve  survival.  • 
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Acute  lymphoblastic  leukemia 

of  childhood* 


Results  of  combination  therapy 


John  J.  Hulter,  Jr.,  MD,  Tarn  Hays,  MD,  Charlene  P.  Holton,  MD, 
Catherine  M.  H.  Mayer,  MB,  BS,  Edward  S.  Baum,  MD, 
Katharine  E.  Chapman,  MD,  Linda  K.  Phillips, 
and  Mary  Haerr,  BS,  Denver** 


Forty-two  consecutive  patients  with  acute 
lymphoblastic  leukemia  (ALL)  from 
1969  to  1971  were  treated  with  multiphasic 
combination  therapy.  Eleven  of  42 
(26^o)  remain  in  continuous  complete 
remission  with  no  evidence  of  recurrent 
leukemia  over  a period  of  3 to  5 
years.  Principles  in  management  and 
complications  of  therapy  are  discussed. 


Malignant  neoplasms  rank  second  to  acci- 
dents as  a cause  of  death  in  children  over 
one  year  of  age,  and  approximately  forty  per 
cent  of  childhood  neoplasia  is  acute  lympho- 
blastic leukemia.  (ALL) . The  median  sur- 
vival of  children  with  ALL  prior  to  the  in- 
stitution of  chemotherapy  with  folic  acid  an- 
tagonists in  1948  was  three  months.^  With 
the  development  of  other  agents  effective 
against  leukemia,  including  prednisone,  vin- 
cristine, cyclophosphamide,  6-mercaptopu- 
rine  and  methotrexate,  over  90  per  cent  of 
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children  with  ALL  have  attained  a complete 
remission,  and  the  use  of  combination  chemo- 
therapy to  maintain  remissions  has  led  to 
longer  remission  durations  than  those  ob- 
served for  any  single  drug.^-® 

The  Pediatric  Oncology  Center  at  The 
Children’s  Hospital,  Denver,  Colorado,  was 
founded  in  January  of  1969.  The  primary  ob- 
jective of  therapy  in  ALL  is  the  attainment 
of  a prolonged  disease-free  remission.  The 
need  for  the  child  to  maintain  his  normal 
status  in  the  family,  school,  and  community 
is  recognized.  Forty-two  previously  un- 
treated children  with  acute  lymphoblastic 
leukemia  or  lymphosarcoma  converting  to 
ALL  were  seen  from  1969  to  April  of  1971 
and  received  combination  chemotherapy 
(Fig.  1). 

The  definition  of  acute  lymphoblastic  leu- 
kemia and  lymphosarcoma  conversion  in  this 
report  consists  of  all  patients  with  a marrow 
infiltrated  with  greater  than  25  per  cent 
blast  cells  which  were  not  Auer  rod  positive 
or  had  evidence  of  myelogenous  differentia- 
tion. 

Complete  remis'^ion  duration  is  the  length 
of  time  between  the  first  remission  bone 
marrow  (one  containing  less  than  5 per  cent 
lymphoblasts)  and  the  first  sign  of  relapse, 
whether  hematological,  nervous  system  or 
visceral.  Hematologic  remission  is  the  length 
of  time  between  the  first  bone  marrow  re- 
mission and  the  first  bone  marrow  relapse. 
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Design  of  Therapy 

Remissions  were  induced  in  four  to  six 
weeks  with  vincristine  1.5  mg/M^  intrave- 
nously per  week  and  prednisone  40  mg/M^ 
orally  per  day  in  three  divided  doses.  This 
combination  produces  a marked  reduction  in 
leukemic  cell  mass  without  significant  in- 
hibition of  normal  hematopoiesis.  Sixteen  of 
the  42  children  had  conversion  of  a lympho- 
sarcoma to  acute  leukemia,  a diagnosis  based 
in  part  on  clinical  parameters  such  as  age 
and  the  presence  of  a mediastinal  mass,  and 
also  partly  on  the  morphological  observation 
of  lymphyosarcoma  cells  on  smear.  Because 
of  the  sensitivity  of  lymphomas  to  alkylating 
agents,  these  latter  patients  received  cyclo- 
phosphamide 300  mg/M“  per  week  intrave- 
nously with  vincristine  and  prednisone  dur- 
ing induction  therapy. 

Upon  attaining  complete  remission,  chil- 
dren with  ALL  received  one  week  of  inten- 
sive intravenous  chemotherapy  while  pred- 
nisone was  tapered  (Fig.  1).  After  a two- 
week  rest  period,  oral  maintenance  therapy 
with  methotrexate  20  mg/M^/week,  6-mer- 
captopurine  50  mg/M^/day  and  cyclophos- 
phamide 200  mg/M^/week  was  started.  At 
three-month  intervals,  a single  dose  of  intra- 
venous vincristine  1.5  mg/M^  and  a one-day 
dose  of  1000  mg/M^  oral  prednisone  was  ad- 
ministered. It  was  hoped  that  the  adminis- 
tration of  combination  therapy  in  this  man- 
ner would  produce  a continued  reduction  in 
the  residual  leukemic  cell  population  and 
thus  produce  a continuous  disease-free  re- 
mission. 

The  central  nervous  system  is  a well-rec- 
ognized sanctuary  for  lymphoblasts.  Agents 
which  are  effective  in  prolonging  hematolo- 


gic remission  such  as  methotrexate,  6-mer- 
captopurine  and  cyclophosphamide  do  not 
cross  the  blood-brain  barrier  to  a significant 
extent.  The  central  nervous  system  became 
the  initial  site  of  relapse  of  leukemia  in  one- 
half  of  children  who  were  receiving  combi- 
nation maintenance  chemotherapy.^  In  an  at- 
tempt to  prevent  CNS  leukemia,  metho- 
trexate 12  mg/M^  intrathecally  was  adminis- 
tered to  all  children  on  this  study  every 
three  months  during  remission. 

Initial  Investigations 

The  majority  of  patients  had  hepato- 
splenomegaly  at  the  time  of  diagnosis  and 
were  anemic  and/or  thrombocytopenic 
(Table  1) . Signs  of  active  bleeding  and  bone 
pain  were  common  complaints,  and  metaphy- 
seal bands  were  found  in  long  bone  x-rays  in 
26  or  34  patients  who  had  this  study  per- 
formed (Table  2).  The  age  and  sex  character- 
istics of  the  children  are  outlined  (Table  3) . 
A lumbar  puncture  was  performed  prior  to 
initial  chemotherapy  to  detect  the  possible 
presence  of  early  CNS  leukemia,  and  children 
who  were  thrombocytopenic  received  trans- 
fusions with  platelet  concentrates  prior  to 
the  spinal  tap.  One  child  had  involvement  of 
the  central  nervous  system  prior  to  initial 
therapy,  which  was  diagnosed  by  the  pres- 
ence of  leukemic  cells  in  the  spinal  fluid  ob- 
tained during  routine  lumbar  puncture. 

Eighty-one  per  cent  of  children  were 
febrile  at  time  of  diagnosis.  These  patients 
were  investigated  carefully  for  source  of  in- 
fection, and  appropriate  cultures  (blood, 
marrow,  CSF,  urine,  nasopharyngeal,  stool 
and  skin  or  mucosal  lesions  if  present)  were 
obtained.  Immediately  after  cultures  were 
taken,  febrile  children  were  begun  on  broad- 


INDUCTION  PHASE  INTENSIFICATION  PHASE  0 MAINTENANCE  PHASE 

Tt~to~5~wee]rD  (I  week) 


Vincristine  1.5  mg/M^/wk  IV 
Prednisone  AO  mg/M^/day  P.O. 


6-Mercaptopur i ne  1 gm/M^/day  IV  x 3 days,  then 
Methotrexate  10  mg/M^/day  IV  x 3 days,  then 


Methotrexate  20  mg/M  weekly  P.O. 
6-MP  50  mg/M  /day  P.O. 

Cytoxan  200  mg/M^/week  P.O. 


Cyclophosphamide  600  mg/M^/d  IV  x 1,  and 

Prednisone  20  mg/M^/d  PO  x 7 , then  10  mg/M^/d 
X 7,  then  d/c. 

In  addition,  each  patient  received  a Pulse  Phase  at  3-month  intervals  consisting  of: 

a)  bone  marrow,  c)  Vincristine  1.5  mg/M^  IV  x 1,  and 

b)  spinal  tap  with  12  mg/M^  Methotrexate  intrathecally,  d)  Prednisone  1000  mg/M^  P.O.  for  one  day 


Fig.  1.  Outline  of  Therapy 


646 


Rocky  Mountain  Medical  Journal 


TABLE  I 

PRESENTING  SYMPTOMS  AND  SIGNS 


Symptoms 

No.  of 

Pat  i ents 
('.2) 

Signs 

No.  of 
Pat i ents 
(1*2) 

Fever 

33 

Hepatomega 1 y 

25 

Bone  pa i n 

1 6 

Sp 1 enomega i y 

26 

B1 eed i ng 

13 

Lymphadenopat hy. 

22 

Mediastinal  Mass 

5 

spectrum  antibiotic  coverage  which  cov- 
ered both  gram  negative  and  gram  posi- 
tive organisms,  including  penicillin-resistant 
staphylococcus.  Antibiotic  coverage  was  ad- 
justed to  that  appropriate  for  organisms  ob- 
tained on  culture. 

An  intravenous  pyelogram  performed  at 
time  of  diagnosis  revealed  nephromegaly  in 
six  of  39  patients.  Chest  x-ray  demonstrated 
an  enlarged  mediastinum  in  five  of  33  pa- 
tients, and  all  five  were  treated  with  cyclo- 
phosphamide during  induction.  An  elevated 
uric  acid  prior  to  therapy  was  present  in  17 
of  the  42  children  (Table  2). 

Results  of  Induction  Therapy 

Induction  of  complete  remission  was  at- 
tained in  23  of  26  (88%)  patients  who  re- 
ceived vincristine  and  prednisone  alone;  16 
children  received  cyclophosphamide  in  ad- 
dition to  vincristine  and  prednisone  and  15 
(94%)  entered  complete  remission.  The  four 
patients  who  failed  induction  therapy 
achieved  complete  remission  after  the  addi- 
tion of  daunomycin  to  the  therapeutic 
regimen.  Transfusional  support  with  packed 
red  cells,  platelet  concentrates  and  buffy  coat 
concentrates  was  frequently  necessary  dur- 
ing this  initial  phase  of  therapy.  Allopurinol 
was  administered  during  early  therapy  to 
prevent  hyperuricemia  and  uric  acid  neph- 
ropathy associated  with  rapid  cellular  break- 
down. 

The  median  duration  of  hospitalization 
for  initial  evaluation  and  initiation  of  ther- 
apy was  5.5  days.  There  were  no  fatalities 
during  induction  therapy.  Fifty  per  cent  of 
children  were  granulocytopenic  with  abso- 
lute neutrophil  counts  below  600  at  some 
point  during  induction.  Patients  who  were 
treated  with  additional  cyclophosphamide 
had  no  increased  frequency  or  duration  of 
neutropenia,  and  no  increased  incidence  of 


TABLE  2 

LABORATORY  6 ROENTGEN  FINDINGS  AT  DIAGNOSIS 


Hgb  less  than  10  Gm% 

No.  of 
Patients 
(A2) 

35 

Platelets  less  than  100,000/cu  mm^ 

2A 

Whi te  blood  cells: 
less  than  ASOO/cm^ 

A500-1 1 .OOO/cm^ 

lA 

1 1 

more  than  1 1 ,000/cm^ 

17 

Elevated  Uric  Acid  before 

Rx 

17 

Roentgen  Findings 

Long  bones  wi th  bands  and 

lucent  areas 

2A/32 

Chest  (mediastinal  mass) 

5/16 

IVP  (nephromegaly) 

6/39 

severity  of  clinical  infection.  One  boy  with 
a white  blood  count  of  270  during  the  third 
week  of  induction  developed  a positive  blood 
culture  for  staph  aureus.  He  had  not  re- 
ceived Cytoxan.  Despite  the  fact  that  he  re- 
ceived one  week  of  intravenous  penicillin 
and  the  staphylococcus  was  sensitive  to  this 
drug,  he  developed  osteomyelitis  of  the  left 
arm  six  weeks  later,  which  responded  to  in- 
tensive treatment  with  penicillin.  Hemor- 
rhagic cystitis  was  not  observed  during  this 
period  of  therapy. 


TABLE  3 

AGE  AND  SEX  INCIDENCE  AT  DIAGNOSIS 


Age 

Total  (A2) 

Sex 

Total  (A2) 

Under  2 years 

2 

Male 

28 

2 to  8 years 

23 

Female 

lA 

Over  8 years 

17 

Results  of  Intensification  Phase 
and  Maintenance  Phase 

Of  the  42  children  in  this  study,  11  remain 
in  continuous  complete  remission  with  a 
range  of  1087  to  1763  days  (median  1250 
days).  All  eleven  patients  received  delayed 
prophylactic  cranial  irradiation  when  this 
regimen  was  demonstrated  to  be  of  clinical 
benefit;^  details  of  this  open-ended  study  are 
published  elsewhere.® 

The  physical  growth  and  development  of 
the  11  disease-free  patients  has  been  eval- 
uated. Ten  of  the  11  have  maintained  approx- 
imately the  same  percentile  for  height  and 
weight  as  was  present  at  their  time  of  diag- 
nosis. One  patient  who  was  in  the  10th  per- 
centile for  height  and  weight  at  diagnosis 
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has  fallen  off  to  slightly  below  the  third  per- 
centile. Children  are  seen  for  examination 
and  blood  counts  on  approximately  a two- 
week  basis.  Almost  all  followup  visits,  in- 
cluding those  for  lumbar  puncture  and  spinal 
tap,  are  performed  on  an  out-patient  basis. 
Every  attempt  is  made  to  maintain  normal 
activities  and  school  attendance  during  the 
remission  period. 

The  median  duration  of  complete  remis- 
sion and  hematologic  remission  for  all  pa- 
tients is  367  days  and  675  days,  respectively. 
There  is  no  difference  in  length  of  remission 
to  date  between  patients  who  received  addi- 
tional Cytoxan  during  induction  and  those 
that  did  not.  Two  patients  terminated  com- 
plete remission  with  testicular  relapse  which 
responded  to  radiation  therapy. 

Twenty  of  42  patients  developed  central 
nervous  system  relapse,  11  of  which  occurred 
before  hematologic  relapse.  Four  occurred 
concurrent  with  and  five  after  hematologic 
relapse.  In  all,  in  spite  of  the  prophylactic 
administration  of  intrathecal  methotrexate 
every  three  months,  35  per  cent  who  termi- 
nated remission  did  so  with  central  nervous 
system  leukemia  prior  to  the  development  of 
hematologic  relapse. 

All  of  the  CNS  relapses  were  treated  with 
weekly  intrathecal  methotrexate  12  mg/M- 
until  the  spinal  fluid  was  negative  for  blast 
cells.  An  improvement  in  neurologic  status 
and  a decrease  in  the  amount  of  spinal  fluid 
blasts  was  usually  noted  after  a single  in- 
trathecal injection.  Therapy  was  continued 
weekly  until  no  blasts  were  detectable  in  the 
spinal  fluid.  One  boy  developed  hyperphagia 
with  excessive  weight  gain  secondary  to  hy- 
pothalamic infiltration  with  lymphoblasts 
which  resolved  with  localized  radiation  ther- 
apy. Another  child  expired  from  central 
nervous  system  leukemia  nine  months  after 
diagnosis  while  he  was  still  in  hematologic 
remission. 

Complications  During  Maintenance  Therapy 

One  patient  expired  in  complete  remis- 
sion from  infection.  This  child  presented 
with  respiratory  distress  and  cyanosis;  he 
had  biopsy-documented  pneumocystis  carinii 
pneumonia  which  was  treated  with  penta- 
madine,  pyramethamine,  sulfadiazine  and 


assisted  ventilation.  Two  other  patients  re- 
ceived pentamidine  therapy  for  pneumo- 
cystis pneumonia,  one  of  whom  had  the  in- 
fection documented  on  methenamine  silver 
stain  of  a lung  aspirate.  Both  of  these  latter 
patients  made  a complete  recovery. 

Three  patients  developed  the  typical  skin 
lesions  of  varicella  prior  to  terminating  com- 
plete remission.  Two  of  these  three  devel- 
oped varicella  pneumonia.  All  three  recov- 
ered without  sequelae.  A fourth  child  also 
developed  varicella  skin  lesions  and  pneu- 
monitis. This  latter  patient  was  found  to 
have  both  CNS  and  hematologic  relapse  con- 
current with  the  infection  and  expired.  The 
use  of  zoster  immune  globulin  (ZIG)  and 
zoster  immune  plasma  (ZIP)  in  susceptible 
leukemic  children  exposed  to  varicella  has 
been  shown  to  be  of  value  in  markedly  at- 
tenuating the  diseases,  when  given  shortly 
after  exposure.®  Because  of  the  high  inci- 
dence of  serious  and  potentially  fatal  compli- 
cations of  varicella  in  children  with  leu- 
kemia," it  is  imperative  that  every  susceptible 
child  with  leukemia  receive  10  to  15  cc/kg 
of  hyperimmune  zoster  plasma  as  soon  as 
possible  after  exposure.  Chemotherapy 
should  also  be  discontinued  temporarily  if 
varicella  or  other  serious  infection  develop. 

’ Herpes  zoster  has  been  documented  to 
occur  with  increased  frequency  in  children 
with  acute  leukemia.®  All  four  of  our  patients 
who  developed  zoster  recovered  without  dif- 
ficulty. 

Drug  dosages  were  adjusted  to  maintain 
the  white  blood  count  in  a 2500  to  3500  range. 
Temporary  modification  of  drug  dosages  was 
often  required  due  to  reversible  falls  in  the 
white  blood  cell  counts  below  2,000.  Two 
children"  required  permanent  modification  of 
their  drug  dosage  due  to  persistent  myelo- 
suppression.  Platelet  counts  and  hemoglobin 
v/ere  usually  maintained  in  the  low  normal 
to  normal  range. 

Four  children  have  had  reversible  hemor- 
rhagic cystitis  secondary  to  cyclophospha- 
mide. This  complication  can  be  greatly  re- 
duced by  stressing  adequate  hydration  with 
oral  fluids  for  twenty-four  hours  prior  to 
cyclophosphamide  therapy.  Stomal  ulcera- 
tions occurred  occasionally  and  were  reversi- 
ble by  a temporary  modification  of  main- 
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tenance  therapy.  No  severe  liver  or  gastro- 
intestinal toxicity  has  been  noted  to  date. 

Discussion 

The  results  of  this  study  are  far  superior 
to  those  utilizing  single-agent  therapy  for  in- 
duction or  maintenance  therapy,  and  are 
comparable  to  other  multiple-agent  therapy 
regimens  where  early  prophylactic  CNS 
x-ray  therapy  was  not  administered.-  Central 
nervous  system  relapse  of  leukemia  was  a 
significant  problem  in  our  series,  with  ap- 
proximately one  out  of  three  patients  devel- 
oping their  initial  relapse  in  this  system.  The 
administration  of  intrathecal  methotrexate  at 
three-month  intervals  during  maintenance 
therapy  was  not  of  itself  sufficient  to  pre- 
vent the  occurrence  of  this  complication. 
After  early  prophylactic  CNS  x-ray  therapy 
of  2400  rads  to  the  whole  brain  over  2V2  to 
three  weeks,  along  with  intrathecal  metho- 
trexate during  the  period  of  irradiation,  was 
demonstrated  to  be  of  benefit  in  reducing  the 
incidence  of  central  nervous  system  leuke- 
mia,^ patients  in  this  study  were  given  a sim- 
ilar regimen.  Ten  of  the  17  patients  so  treated 
remain  in  continuous  complete  remission. 
Since  April  1971,  all  of  our  patients  with  ALL 
have  received  early  prophylactic  CNS  x-ray. 
Of  65  patients  treated  since  that  time  who 
have  attained  complete  remission  and  re- 
ceived prophylactic  cranial  x-ray  therapy 
plus  intrathecal  methotrexate,  only  two  have 
had  CNS  relapse  prior  to  marrow  relapse. 

The  three  main  advances  in  the  therapy 
of  children  with  ALL  over  the  past  decade 
are  (1)  improvements  in  supportive  care,  es- 


pecially the  development  of  blood  component 
therapy  and  more  effective  antibiotic  regi- 
mens, (2)  development  of  multiple-drug 
chemotherapy  regimens  for  prolonging  com- 
plete remission  and  (3)  effective  removal  of 
the  central  nervous  system  sanctuary  of  leu- 
kemic cells  by  prophylactic  irradiation.  We 
have  observed  a 26  per  cent  disease-free  rate 
of  3 to  5 years  in  the  42  patients  entered  on 
this  study.  The  addition  of  prophylactic  ner- 
vous system  radiotherapy  early  during  remis- 
sion will  further  improve,  the  per  cent  of  pro- 
longed complete  remission.  At  St.  Jude’s 
Hospital,  one-half  of  children  receiving  early 
prophylactic  CNS  x-ray  of  2400  rads  have 
been  observed  to  be  in  continuous  complete 
remission  for  over  five  years. ^ 

The  long-term  side-effects  of  chemother- 
apy now  become  an  even  more  pertinent 
problem,  and  we  are  continuing  to  evaluate 
the  effects  of  therapy  on  virtually  every 
organ  system,  along  with  the  psycho-social 
function  of  the  patient.  Although  we  will  not 
know  the  answer  for  another  generation, 
until  children  with  acute  leukemia  live  a 
normal  lifespan,  the  possibility  that  acute 
leukemia  is  not  a fatal  and  incurable  disease 
is  real.  • 
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Triaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  1 00  mg.;  alcohol,  5% . 


Triaminic"  Expectorant 
with  Codeine  ® 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance 


The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501 
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COLORADO 


American  Public  Health  Association  Award 

Dr.  Henry  K.  Silver,  professor  of  pediatrics, 
University  of  Colorado  School  of  Medicine,  has 
received  the  1974  Martha  May  Eliot  Award  from 
the  American  Public  Health  Association  for  ex- 
ceptional leadership  in  promoting  maternal  and 
child  health  in  the  United  States. 

Established  in  1964,  the  award  was  named  for 
Dr.  Martha  May  Eliot  who  was  a pioneer  in  ma- 
ternal and  child  health  and  a long  time  director 
of  the  U.S.  Children’s  Bureau.  The  award,  and 
$1,000  donated  by  the  Ross  Laboratories  of  Ohio, 
was  presented  to  Silver  on  October  22  during  the 
health  association’s  annual  convention  in  New  Or- 
leans, Louisiana. 

Silver  initiated  the  first  nurse  practitioner  pro- 
gram in  the  United  States  to  prepare  nurses  to 
provide  extensive  high-quality  direct  primary 
health  care  and  services  to  children.  This  program 
has  served  as  the  prototype  for  numerous  other 
such  programs  throughout  the  nation.  He  also  de- 


MEDICAL 
SCHOOL  NOTES 

University  of  Nevada 
School  of  Medical  Sciences 
Hughes  Gift  Received 

The  University  of  Nevada  School  of  Medical 
Sciences  has  received  the  fourth  installment  of  a 
$4.1  million  gift  from  billionaire  industrialist 
Howard  Hughes.  The  original  gift  of  $300,000  was 
received  in  1971.  A total  of  $15.8  million  has  been 
raised  from  out-of-Nevada  sources. 

)|t  jfe  ;ie 

Indian  Health  Programs  Expanded 

The  Health  Careers  Program  for  American  In- 
dians, designed  to  remedy  a lack  of  American  In- 
dians in  health  careers,  has  been  established  at 
the  University  of  Nevada  in  cooperation  with  the 
School  of  Medical  Sciences  under  the  joint  direc- 
tion of  Dewitt  C.  Baldwin,  Jr.,  MD,  health  sciences 
director  and  professor  of  psychiatry,  and  Owen 
Peck,  MD,  professor  of  medicine  and  director  of 
student  affairs. 

A six-week  summer  program  for  25  Indian 
high  school  students  was  held  in  collaboration 
with  the  Intertribal  Council.  Staff  members  will 
be  traveling  to  Nevada  Indian  reservations  and 
high  schools  to  conduct  career  days  for  students 
and  workshops  for  educators  and  tribal  officials. 


veloped  the  child  health  associate  and  school 
nurse  practitioner  programs. 

In  1942,  Silver  received  his  M.D.  from  the  Uni- 
versity of  California  School  of  Medicine.  He  is  a 
member  of  the  American  Pediatrics  Society,  Amer- 
ican Academy  of  Pediatrics,  Western  Society  for 
Pediatric  Research,  Rocky  Mountain  Pediatric 
Society,  Alpha  Omega  Alpha,  Sigma  Xi,  and  other 
professional  societies  and  organizations. 


NEVADA 


Dr.  Wesley  Hall  Retires 

Wesley  W.  Hall,  MD,  practitioner  in  Reno  since 
1946,  a former  president  of  the  American  Medical 
Association,  has  retired  after  44  years  in  practice. 
He  was  an  early  advocate  of  the  University  of 
Nevada  School  of  Medical  Sciences.  A native  of 
Lumberton,  Mississippi,  he  received  the  Univer- 
sity of  Nevada’s  Distinguished  Nevadan  Award 
in  1970,  and  in  1974,  a Distinguished  Physician 
Award  from  the  School  of  Medical  Sciences. 


University  of  Colorado  Medical  Center 

Last  June,  the  University  of  Colorado  Medical 
Center  graduated  its  third  class  of  Child  Health 
Associates.  The  thirty-three  graduates  of  the  pro- 
gram are  now  employed  in  many  areas  of  Colo- 
rado, as  well  as  Wyoming,  Kansas,  and  Washing- 
ton State.  Forty  per  cent  of  the  graduates  are 
working  in  “medically  deprived”  areas. 

The  three-year  program  prepares  its  graduates 
to  serve  as  associates  of  physicians  (family  prac- 
titioners as  well  as  pediatricians)  in  providing  in- 
creased and  improved  primary  care  to  children. 
The  first  two  years  consist  of  study  in  basic  and 
clinical  sciences  as  they  relate  to  pediatrics,  fol- 
lowed by  a one  year  internship  in  a variety  of 
ambulatory  settings.  Students  have  interned  in 
rural,  urban,  and  suburban  areas  of  Colorado, 
Wyoming,  New  Mexico,  Texas  and  North  Dakota 
— in  private  offices,  public  health  clinics,  and  on 
Indian  Reservations. 

The  competence  of  the  Child  Health  Associates 
in  primary  pediatrics,  previously  demonstrated  in 
published  studies,  was  confirmed  when  the  Child 
Health  Associates  were  ranked  first  in  the  nation 
on  the  certifying  exam  for  assistants  to  the  pri- 
mary physician  given  last  December  by  the  Na- 
tional Board  of  Medical  Examiners. 
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Gordon  H.  Scharman,  MD,  a Salt  Lake  City 
psychiatrist,  died  on  September  9,  1974. 

Doctor  Scharman  received  his  BS  and  MD  from 
the  University  of  Utah.  He  interned  at  the  Cin- 
cinnati General  Hospital  during  1961-62  and  com- 
pleted his  residency  at  the  Utah  University  Hos- 
pital in  1973.  Before  entering  into  private  prac- 
tice, Doctor  Scharman  was  associated  with  the 
Wyoming  State  Hospital  in  Evanston. 

In  addition  to  his  wife.  Doctor  Scharman  is 
survived  by  a daughter  and  three  sons:  Elizabeth, 
Reed,  Scott  and  Michael  James,  all  of  Salt  Lake 
City. 

***** 

Charles  E.  Parmalee,  MD,  a Salt  Lake  City 
psychiatrist,  died  August  14,  1974,  of  cancer. 

A native  of  Vermont,  Doctor  Parmalee  grad- 
uated from  Long  Island  Medical  College  in  1949. 
He  interned  at  the  Methodist  Hospital  in  Brook- 
lyn, New  York,  and  completed  his  residency  at  the 
Salt  Lake  City  Veterans  Administration  Hospital 
before  entering  into  private  practice. 


Doctor  Parmalee  was  a member  of  the  Utah 
Psychiatric  Society,  the  American  Society  for 
Clinical  Hypnosis,  Behavior  Therapy,  and  Re- 
search Society,  the  American  Psychiatric  Associa- 
tion, the  Salt  Lake  County  Medical  Society,  the 
Utah  State  Medical  Association,  and  the  Amer- 
ican Medical  Association. 

Surviving  Doctor  Parmalee  are  his  wife,  three 
daughters  and  one  son:  Virginia;  Patty  Lee  Par- 
malee of  Mahwah,  N.J.;  Clare  Parmalee  of  Wash- 
ington, D.C.;  Katherine  Parmalee  of  Los  Angeles; 
and  Charles  Parmalee  of  Salt  Lake  City. 
***** 

Eugene  Yeates  Hall,  MD,  a Salt  Lake  City 
physician,  died  on  September  16,  1974,  of  leukemia. 

After  graduating  from  the  University  of  Utah, 
Doctor  Hall  attended  Rush  Medical  School  in  Chi- 
cago. He  interned  at  the  LDS  Hospital  in  Salt  Lake 
and  served  in  the  United  States  Army  Medical 
Corps  from  1943  to  1947.  Doctor  Hall  was  in  pri- 
vate practice  from  1947  until  1974,  when  he  re- 
tired due  to  illness. 

In  addition  to  being  an  active  member  of  the 
Salt  Lake  County  Medical  Society,  the  Utah  State 
Medical  Association  and  the  American  Medical 
Association, 

Doctor  Hall  is  survived  by  his  wife,  a daugh- 
ter, Mrs.  Reed  Blake  of  Provo,  10  grandchildren, 
a great-grandchild,  a brother  and  two  sisters. 


irA  Disability  Closed  the  Door  on  Your  Practice... 
Would  it  aiso  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day. 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury. 

Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members. 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Gtoup  rates,  helps  see  to  it  that  your  family  will  have 
something  to  fall  back  on  should  you  become  sick  or  hurt 
and  unable  to  work  because  of  a covered  sickness  or 
accident 

ACT  NOW  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need.  There's 
no  obligafron 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  CO  80033 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 


Carl  Roderick 
2627  West  10th  Street 
Greeley,  CO  80631 


Tony  Occhiuto 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  CO  80932 


Mutual 

^Omaha.xL/ 

Ppopip  Qou  can  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  Of  OMAHA  INSURANCf  COMPANY 
HOME  OFFICE  OMAHA,  NEBRASKA 


I 

Colorado  Medical  Society  Insurance  Program 
Please  send  me  full  details  on  the  Disability  Income 
Protection  Plan  available  to  me  as  a member. 

NAME 

ADDRESS 

CITY STATE ZIP 
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The  new  nutritional 
margarine  labels  have  a message 

about  you. 


INFORMATION  ON  FAT  AND  CHOLESTEROL  CONTENT 
IS  PROVIDED  FOR  INDIVIDUALS  WHO, 

ON  THE  ADVICE  OF  A PHYSICIAN. 

ARE  MODIFYING  THEIR  TOTAL  DIETARY  INTAKE 
OF  FAT  AND  CHOLESTEROL. 

Mandatory  nutritional  statement  on  the  back  of  all  margarine  labels. 


Saffolsf  wants  you 
to  get  the  rest  of  the  message. 


MAZOUX 

Nutrition  Information  Per  Serving 


Serving  size 

Servings  per  container 

Calories 

Protein 

Carbohydrate 

Fat 

'Percent  of  calories  from  fat 

'Polyunsaturated 

'Saturated 

'Cholesterol 

Sodium 


1 4 grams 

(about  one  tablespoon) 
32 

too 

0 grams 
0 grams 
1 1 grams 
99% 

3 grams 
2 grams 

0 (0  per  1 00  grams) 
t20  milligrams 
(865  mg/lOOgm ) 

Percentage  of  U S recommended  daily  allowances 
Vitamin  A t0%  ^ 

Contains  less  than  2 percent  of  the  U S PDA  of  pro- 
tein,Vitamin  C,  thiamine,  riboflavin,  niacin.  Calcium, 
and  iron 

'Information  on  tat  and  cholesterol  content  Is  provided 
for  individuals  who,  on  the  advice  of  a physician,  are 
modify  I ng  thei  rtotal  dietary  intake  of  fat  and  cholesterol . 


IMPERIAL 

Nutrition  Information  Per  Serving 
1 4 grams 

(about  one  tablespoon) 
32 (per 

pound  container) 

too 

0 (not  a significant 
source  of  protein) 

0 

1 1 grams 
over  99% 

3 grams 
2 grams 

0 (0  per  1 00  grams) 


Serving  size 

Servings  per  container 

Calories 
Protein 

Carbohydrate 
Fat 

Percent  of  calories  from  fat 
"Polyunsaturated 
"Saturated 
"Cholesterol 

Percentage  of  U S recommended  daily  allowances 
[U  S RDAr 

Vitamin  A 10%  Vitamin  D 15% 

'Contains  less  than  2 percent  of  the  U S PDA  of 
Vitamin  C.  thiamine,  riboflavin,  niacin,  calcium,  and 
iron 

"Information  of  fat  and  cholesterol  cohtent  is  provided 
for  individuals  who,  on  the  advice  of  a physician,  are 
modifying  theirtotal  dietary  intake  of  fat  and  cholesterol 


SAFFOUX 

Nutrition  Information  Per  Serving 


Serving  size 

Servings  per  container 

Calories 

Protein 

Carbohydrate 

Fat 

Percent  of  calories  from  fats 

Polyunsaturated 

Saturated 

Contains  no  cholesterol 


1 4 grams 

(about  one  tablespoon) 
32  (per 

pound  container) 

too 

0 

0 

1 1 grams 
100% 

5 grams 
2 grams 


Information  of  fat  and  cholesterol  content  is  provided 
for  individuals  who,  on  the  advice  of  a physician,  are 
modifying  theirtotal  dietary  intake  of  fat  and  cholesterol 
Percentage  of  U S recommended  daily  allowances 
(U  S PDA] 

Vitamin  A 10%  Vitamin  E 15% 

Contains  less  than  2 percent  of  the  U S PDA  of  pro- 
tein, Vitamin  C,  thiamine,  riboflavin,  niacin,  calcium, 
and  iron. 


With  the  new  nutritional  lateling,  it’s  all 
there  in  black  and  white.  So  you  can  see  for  youi’self. 
And  so  can  your  patients.  It  adds  up  to  this:  Saffola 
higher  in  polyunsatui’ates  than 
most  other  margarines  including 
com  oil.  And  no  other  margarine 
is  lower  in  saturated  fats  than  Saffola. 

Of  course,  all  our  products, 
including  Saffola  oil  and  mayonnaise 
are  made  with  safflower  oil. 


But  we’re  not  kidding  oiu’selves. 

We  know  that  even  if  you  advise  a 
Uat  modified  diet,  yoiu’  patients 
might  not  switch  to  Saffola.  Not 
unless  it  tastes  eveiy  bit  as 
gcxxl  or  tetter  than  the  s})read, 
oil  or  mayonnaise  they’re 
now  using.  That’s  something 
else  they’re  going  to  find 
out  for  themselves. 


RECENT  ADVANCES  IN 

JANUARY  29-31,  1975 

Cole  Hall,  Medical  Science  Building 
University  of  California 
San  Francisco,  California 

Presented  by 

DEPARTMENT  OF  NEUROLOGY 

UNIVERSITY  OF  CALIFORNIA  SCHOOL  OF  MEDICINE 

In  cooperation  with 

EXTENDED  PROGRAMS  IN  MEDICAL  EDUCATION 
UNIVERSITY  OF  CALIFORNIA  SCHOOL  OF  MEDICINE 
San  Francisco,  California 

The  emphasis  of  this  course  is  on  what  is 
NEW  in  clinical  neurology. 

The  first  day  of  the  program  includes  the 
Sandoz  Headache  Symposium  for  which  Doc- 
tors Arnold  P.  Friedman,  University  of  Arizona, 
Tucson,  Arizona  and  Donald  Dalessio,  Scripps 
Clinic  and  Research  Foundation,  La  Jolla, 
California  will  present  talks. 

The  other  subjects  covered  this  year  include 

• VISUAL-EVOKED  RESPONSE 

• SPINAL  VASCULAR  MALFORMATIONS 

• BRAIN  EDEMA 

• DRUG-INDUCED  COMA 

• ADVANCES  IN  THE  TREATMENT  OF  EPILEPSY 

• THE  MOYA  MOYA  SYNDROME 

• POST-SYMPATHECTOMY  NEURALGIA 

• COMPUTERIZED  TOMOGRAPHIC  (EMI)  SCANNING 

• NEUROLOGY  OF  ORGAN  TRANSPLANTATION 

Doctor  Gilbert  Glaser,  Yale  University  School 
of  Medicine,  New  Haven,  Connecticut  with 
Doctors  Friedman  and  Dalessio  will  complete 
the  visiting  faculty  roster. 

The  remainder  of  the  course  faculty  is  der'/ed  from  Uni- 
versity of  California,  San  Francisco,  California.  Neurolo- 
gists, neurosurgeons,  internists,  pediatricians,  general- 
ists, and  psychiatrists  will  find  the  sessions  of  interest.  It 
is  acceptable  for  14Vz  hours  Category  1 Credit  towards 
the  certificate  in  Continuing  Education  for  the  American 
Medical  Association  and  the  California  Medical  Asso- 
cation. 


REGISTRATION  FEE  IS  $100  (includes  lunch); 
HALF  FEE  for  non-UC  residents  with  letter  of  veri- 
fication. REGISTRATION  IN  ADVANCE  IS  AD- 
VISED. $10  FEE  for  refunds  requested  before 
course;  NO  REFUNDS  after  course  begins. 


Check  should  be  made  payable  to  the 

REGENTS  OF  THE  UNIVERSITY  OF  CALIFORNIA 

c/o  Extended  Programs  in  Medical  Education 

Room  575-U 

University  of  California 

San  Francisco,  CA  94143. 

For  Registration  Information  call  (415)  666-2483 
For  Program  Information  call  (415)  666-4251 


Rondomycin 

(methaQ/cline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS;  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  In  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de 
veloping  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  In  newborns.  Infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growfh  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anfi-anabolic  acfion  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  lor  syphilis  monthly  lor  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  ad|ustment  of  fheir  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  fetracycline  wifh  penicillin. 

ADVERSE  REACTIONS;  Gaslroinlestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) 

Renal  toxicity;  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAl  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i  d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended, 

Eaton  Agent  pneumonia  900  mg  daily  lor  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  lever  have 
subsided.  - 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 
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WALLACE  LABORATORIES 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.g 

[mebhacvcline  HCI] 


Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


$78.00 

value! 


You're  treated  like  a royal  pair! 

. . .on  our  mini-vacation  weekend 
special.  You  both  deserve  it.  Get 
away  from  your  problems,  and  let  us 
pamper  you  for  a change.  . . 

* Your  private  suite  with  its 
own  lanai  for  2 full  days  and 
nights. 

* Breakfast  in  bed  (or  in  the  Hunt 
Room)  Saturday  and  Sunday. 

* Your  first  cocktail  each  evening, 
Friday  and  Saturday,  while  enjoying 
entertainment  in  the  Cork  Room. 

* Sightsee  Denver,  shop 
nearby  downtown,  enjoy  color 
TV  in  your  private  suite. 

* All  this,  plus  a surprise 
gift. 

A real  bargain 
these  days. 


PUBLICATION 

PRINTING... 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc./ 
Monitor  Publications 

2177  W.  7fh  DENVER  892-0166 


Now  Your  Office^  Too, 
Can  Be  An 
In 


V We  are  pleased  to  announce  construction  has 

begun  on  Denver’s  first  Medical-Dental  Office 
Condominiums  located  at  38th  Avenue  and 
Zephyr  Street  in  Wheat  Ridge. 

For  a brochure,  call  Joan  at  (393)  573-9586  or  write 


TOMLINSON  & COMPANY,  704  Patterson  Building,  Denver,  Colorado  80202 
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American  Academy  for  Cerebral  Palsy 
28TH  ANNUAL  MEETING 
Denver  Hilton,  Denver,  Colorado 
November  14-20,  1974 

Contact:  American  Academy  for  Cerebral 
Palsy,  1255  New  Hampshire  Avenue,  N.W.,  Suite 
1030,  Washington,  D.C.,  20036. 

American  College  of  Physicians 
NEW  MEXICO  REGIONAL  MEETING 
George  Savage  Auditorium, 

Presbyterian  Hospital  Center 
Albuquerque,  New  Mexico 
November  22-23,  1974 

Contact:  Thomas  L.  Carr,  MD,  719  Parkland 
Circle,  S.E.,  Albuquerque,  New  Mexico  87108. 

American  Medical  Association 

16TH  CONFERENCE  ON  MEDICAL 
ASPECTS  OF  SPORTS 

Memorial  Coliseum,  Portland,  Oregon 

November  30,  1974 

Contact:  AMA  Committee  on  Medical  Aspects 
of  Sports,  535  N.  Dearborn  St.,  Chicago,  Illinois 
60610. 

University  of  California,  Los  Angeles 

UCLA  PHYSICIAN  EDUCATION  PROGRAM 
IN  FAMILY  PLANNING 

University  of  California,  Los  Angeles,  California 
December  2-6,  1974 

Contact:  Nancy  Arnold-Towers,  Family  Plan- 
ning Division,  Department  of  Obstetrics  & Gyne- 
cology, UCLA  Center  for  Health  Services,  Los 
Angeles,  California  90024. 

St.  Luke’s  Hospital,  Denver 

MILLETT  MEMORIAL  SYMPOSIUM- 
THYROID  DISEASE 

St.  Luke’s  Hospital,  Denver,  Colorado  80203 
December  6-7,  1974 

Contact:  Giles  D.  Toll,  MD,  St.  Luke’s  Hospital, 
601  East  19th  Ave.,  Denver,  Colorado  80203. 


.\meriean  College  of  Siirgeons- 
(]olorado  (Committee  on  Trauma 

THE  CARE  OF  THE  ACUTELY 
ILL  AND  INJURED 

Cosmopolitan  Hotel,  Denver,  Colorado 

December  11-13,  1974 

Contact:  John  A.  Boswick,  Jr.,  MD,  University 
of  Colorado  Medical  Center,  4200  East  9th  Avenue, 
Denver,  Colorado  80220. 


American  College  of  (^ardidlogy- 
Santa  Barbara  Heart  and  Lung  Institute 

CARDIOLOGIC  DEBATES 
Snowmass-at-Aspen,  Colorado 
January  12-14,  1975 

Contact:  Mary  Anne  Mclnerny,  Department  of 
Continuing  Education  Programs,  9650  Rockville 
Pike,  Bethesda,  Maryland  20014. 


American  College  of  Physicians 
COLORADO  REGIONAL  MEETING 
The  Broadmoor,  Colorado  Springs 
January  16-18,  1975 

Contact:  Robert  V.  Elliott,  MD,  St.  Luke’s  Hos- 
pital, 601  E.  19th  Ave.,  Denver,  Colorado  80203. 

Lovelace  Foundation  for  Medical 
Education  and  Research 

MANAGEMENT  OF  COMMON  PROBLEMS 
IN  HEMATOLOGY  AND  ONCOLOGY 

Lovelace  Center  for  the  Health  Sciences, 
Albuquerque,  New  Mexico 
January  17-18,  1975 

Contact:  Office  of  Medical  Education,  Lovelace 
Foundation  for  Medical  Education  and  Research, 
5200  Gibson  Blvd.,  S.E.,  Albuquerque,  New  Mex- 
ico 87108  or  Call  (505)  842-7353. 


American  College  of  Emergency  Physicians- 
Emergency  Department  Nurses’  Association 

FIRST  ANNUAL  ROCKY  MOUNTAIN 
CONFERENCE  ON  EMERGENCY  MEDICINE 

Manor  Vail,  Vail,  Colorado 

January  19-22,  1975 

Contact:  Ellen  H.  Taliaferro,  MD,  Ambulatory 
Care  Services,  St.  Joseph  Hospital,  18th  and 
Franklin  Streets,  Denver,  Colorado  80218. 
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Colorado  Association  for  Continuing 
Medical  Laboratory  Education 

SELECTED  TOPICS  IN  HEMATOLOGY 
Hilton  Inn,  Vail,  Colorado 
January  20-22,  1975 

Contact:  CACMLE,  Inc.,  Box  84,  Mercy  School 
of  Nursing  Building,  1601  Milwaukee  St.,  Denver, 
Colorado  80206. 


Intermountain  Thoracic  Society 

THE  18TH  ANNUAL  MID-WINTER 
CONFERENCE  ON  CHEST  DISEASE 

Snowbird  Ski  Resort,  Utah 
January  22-25,  1975 

Contact:  Franklin  K.  Brough,  Intermountain 
Thoracic  Society,  1616  S.  11th  East,  Salt  Lake  City, 
Utah  84105. 


Colorado  Heart  Association 
HIGH-COUNTRY  CARDIAC  CONFERENCE 
Manor  Vail  and  Hilton  Inn,  Vail,  Colorado 
January  23-25,  1975 

Contact:  Colorado  Heart  Association,  4521  East 
Virginia  Avenue,  Denver,  Colorado  80222. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  lit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  Uth  Street 
Denver  80202 


Telephone 

534-87I4 


COLORADO  CONFERENCE 
ON  PEDIATRIC  NEPHROLOGY 

Given  Institute  of  Pathobiology 
Aspen,  Colorado 

MARCH  11-12,  1975 


Topics: 

Hypertension  in  Children 

Fluid  and  Electrolyte  Disorders 

Glomerulonephritis  and 
Pyelonephritis 

Faculty: 

Robert  Kelsch,  MD 
Professor  of  Pediatrics 
University  of  Michigan 

Peter  Lewy,  MD 

Assistant  Professor  of  Pediatrics 
Northwestern  University 

Keith  McDonald,  MD 
Associate  Professor  of  Medicine 
University  of  Colorado 

'Sponsored  by: 

The  Continuing  Education  Department  of 
The  Children's  Hospital,  Denver,  in  co- 
operation with  the  Kidney  Foundation  of 
The  Rocky  Mountain  Region. 

Total  fee: 

$75.00 

Registration  Fee,  $25.00  (non-refundable) 
Tuition,  $50.00  (refundable  if  notice  is 
given  by  March  1) 

Total  fee  must  accompany  reservation 

Mail  reservation  to: 

Larry  G.  McLain,  MD 
Division  of  Nephrology 
The  Children's  Hospital 
1056  East  19th  Avenue 
Denver,  Colorado  80218 
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In  history,  the  proud  Viking 
ships  stood  alone  — centuries 
ahead  of  their  time. 

Today,  the  Bellanca  Viking 
boldly  stands  alone  — offering 
more  perfprmance  for  its  price 
than  any  aircraft  in  its  class. 


$10,000  to  $25,000  less  than  the 
competition. 

To  the  discriminating  buyer,  an 
aircraft  is  more  than  transpor- 
tation. It  is  an  extension  of  his 
personality.  A symbol  of  pride. 


Deluxe  Citabria,  flagship  of  the  Bellanca 
“fun"  fleet,  is  powered  by  a 150  hp 
Lycoming  engine.  Inverted  fuel  and 
oil  systems  are  optional. 


See  why  Bellanca  is  number  3 in  the  world  in  single  engine  production, 
with  the  only  production  sport/aerobatic  plane  in  America. 

AARDVARK  AERO  ASSOCIATES 
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AROUND  THE  WORLD. 

Global  Inflation,  Massive  Deficits,  Falling  Currencies  and  Failing  Banks. 

at  home.  Private  Corporate  and  Government  Debt,  Up. 
Employment,  Productivity,  and  Real  Wages,  Down. 
Prices,  Prime  Interest,  and  Bankruptcies,  Up. 

CRISIS  at  home  and  abroad.  A threat 
of  economic  chaos  that  many  say  is  the 
in  our  history.  SILVER  AND 
GOLD.  A constant  increasing 

worth  when  all  else  is  dissolv- 
ing,  declining,  or  diminishing. 

\ UNITED  STATES  BULLION 

' ' can  show  you  how  the 

noble,  metals  can 

come  to  the  aid  of  your 
I *'  declining  dollar  and  di- 

minishing  assets,  in 
SP'*®  *^®  coming  crisis. 

X > SEND  THE  COUPON  or 

call  today  and  learn 
M how  UNITED  STATES 
- - ii~~-  :*~'‘^  T~  Wf  BULLION  and  the  NOBLE 

^ / METALS  can  help  you. 


I 


•=C-v 


'{*^•11 


—I 


United  States  Butlion 


; MAIL  TO: 

I UNITED  STATES  BULLION 
I OF  DENVER 

I 2195  SOUTH  ASH  STREET 
I DENVER, 

COLORADO  80222 
' (303)  759-9990 

I COLLECT  CALLS  ACCEPTED 

L 


NAME. 


PHONE. 


ADDRESS. 


CITY. 


STATE 


.ZIP. 


J 
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fCedarbrook 

Psychiatric 

Hospital 


NOW  offers  expanded  treatment  programs  and  an  enlarged  ancillary  staff,  under 
the  supervision  of  two  board-eligible  psychiatrists,  to  respond  to  a wide  range 
of  emotional  disorders,  including  alcoholism  and  drug  addiction. 

Milieu  Therapy  . . . Individual  Psychotherapy  . . . Group  Psychotherapy  . . . 
Family  Therapy  . . . Behavior  Modification  Therapy  . . . Diagnostic  Testing 
and  Evaluation  . . . Relaxation  Techniques  . . . Adjunctive  Therapy 

NOW  affiliated  with  the  nationally-recognized  Psychiatric  Institutes  of  America 
(PIA),  an  organization  which  — working  with  local  physicians  — is  devoted 
to  improved  community  mental  health.  PIA  specializes  in  the  planning, 
development  and  management  of  private  psychiatric  hospitals  and  has 
other  affiliates  in  the  United  States  and  Mexico. 

As  a private  psychiatric  facility,  Cedarbrook  admits  patients  18  years  and  older 
for  day-care,  night-care,  or  full  hospitalization.  It  is  an  open-staff  hospital,  allowing 
qualified  professionals  patient  follow-up  during  hospitalization.  Medical  coverage 
available  24  hours. 


Rates  available  on  request. 
Phone:  (702)  385-1623 


C.  F.  MYNATT,  MD,  FAPA 

Medical  Director 


R.  EDWARD  QUASS,  MD 

Clinical  Director 
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Physicians. 

Isn't  it  time  your 
career  had  a check-up? 


Of  course,  we  don’t  mean  to  imply  that  your  career  isn’t  a healthy  one.  We 
just. want  to  draw  your  attention  to  the  personal  and  careeropportunities 
and  benefits  the  Air  Force  has  to  offer  you.  You’ll  discover  that  the  Air 
Force  is  a challenging  and  rewarding  way  of  life.  Our  hospitalsand  clinics 
are  outstanding.  Plus,  we’ll  pay  relocation  expenses  for  your  family  and 
household  goods.  If  you’re  interested  in  our  medical  plan,  find  out  all  the 
facts.  Sometimes,  even  a healthy  career  could  use  a checkup. 

Contact  Air  Force  Medical  Placement  Office 

Denver,  Colorado  S01330 

303  837-4523 


At 


WANT  ADS 


PHYSICIANS  WANTED.  Two  men  to  join  nine-man  multi- 
specialty  group  in  scenic  Glenwood  Springs,  and  establish 
branch  in  nearby  town  ol  3.000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact:  Dr.  Orrie  Clemens  or  Dr.  G.  Thomas 
Morton.  Glenwood  Medical  Associates.  1905  Blake.  Glenwood 
Springs.  Colorado  81601.  or  call  (303)  945-5441.  374-4-TF 


DOCTORS— LICENSED  TO  PRACTICE  MEDICINE  in  Colo- 
rado needed  fulltime  for  plasma  center,  RN  on  duty  to  as- 
sist. Retired  doctors  considered  No  age  limit.  Salary  open. 
Please  reply  to  Box  674-4-TFB,  Rocky  Mountain  Medical 
Journal.  1601  East  19th  Ave..  Denver.  Colo.  80218.  674-4-TFB 


MEDICAL  OFFICE  SPACE  AVAILABLE  in  Professional  Arts 
Building.  1245  East  Colfax  Avenue.  Denver,  located  close  to 
Midtown  Hospital  Area.  Predominantly  medical  building  at 
attractive  rates.  Contact:  Mr.  E.  Crust.  Richter/Robb  & Co.. 
(3031  831-7888.  674-8-TFB 


GENERAL  INTERNIST  position  available  immediately  in 
the  modern  115  bed  VA  hospital  located  in  beautiful  Colo- 
rado West.  Grand  Junction  is  a progressive  small  city  with 
clean  air.  moderate  climate,  and  ready  access  to  unlimited 
outdoor  recreation.  Medical,  economic,  and  cultural  center 
of  the  area.  Board  certification  desirable  but  not  required: 
salary  dependent  upon  qualifications.  Non-discrimination  in 
employment.  Contact:  Chief.  Medical  Service.  VA  Hospital, 
Grand  Junction,  Colorado  81501.  974-5-3B 


OB/GYN — 38-physician  multispecialty  group  seeks  thiid 
OB/'GYN  specialist  to  replace  retiring  partner.  Salary: 
$35,000-540,000.  Partnership  in  two  years.  Contact:  E.  W. 
Gibbs,  MD,  Medical  Director,  The  Billings  Clinic,  Billings, 
Montana  59103.  974-3-3B 


PEDIATRICIAN  NEEDED  to  share  established  practice  in 
Bou'der,  Colorado.  Call  M.  Gehres,  M.D.  collect  at  (3031 
443-8880.  574-6-TF 


BEAUTIFUL  NEW  PSYCHIATRIC  CENTER  opening  in  Ever- 
green Family  Health  Center.  Eight  offices,  large  group 
room.  Wired  for  closed  circuit  television.  Carpeted.  Ample 
parking  facilities.  $400  monthly  includes  secretarial  services. 
Contact  Foster  W.  Cline,  M.D.,  P.O.  Box  14,  Evergreen,  Colo- 
rado 80439.  Phone  (303)  674-5503,  1174-1-lB 


STAFF  PHYSICIAN — Looking  for  a change  of  pace?  Sandia 
Laboratories  has  an  opening  for  a Staff  Physician  in  Al- 
buquerque, New  Mexico,  A background  in  general  practice 
or  general  medicine  is  desirable.  Salary  and  benefits  are 
excellent,  and  Albuquerque  offers  a mild  climate,  clean  air, 
and  fine  recreational  facilities.  If  interested,  send  resume  to: 
Sandia  Laboratories,  Staff  Employment  Division,  4251,  Albu- 
querque, New  Mexico  87115.  Sandia  is  involved  in  applied 
research  for  the  Atomic  Energy  Commission.  We  are  an 
equal  opportunity  employer  with  a commitment  to  minority 
and  female  employment.  1174-2-lB 


MEDICAL-DENTAL  BUILDING  FOR  LEASE  OR  SALE: 

Available  immediately:  Lease,  lease  with  option  or  pur- 
chase this  well  planned  medical-dental  building  in  a heavily 
populated  West  Denver  suburban  area.  Designed  for  two 
doctors  and  two  dentists  or  four  doctors.  Ample  off  street 
parking.  An  outstanding  location  for  the  beginning  medical 
group.  Complete  with  examining  rooms,  x-ray,  lab,  records 
room,  and  consultation  rooms.  For  private  showing  and/or 
investment  analysis,  call  collect  R.  T.  Barbour  (303)  789-0573, 
or  write:  Founders  Realty,  Inc.,  4045  S.  Broadway,  Engle- 
wood, Colorado  80110.  Realtor  inquiries  invited.  1174-3-lB 


NEWLY  CONSTRUCTED,  MULTI-SPECIALTY  CLINIC  in 
Lubbock.  Texas  has  openings  in  areas  of  OB-Gyn,  Internal 
Medicine,  and  Family  Practice.  New  120-bed  hospital  adjacent 
to  Clinic.  Top  salary  leading  to  partnership.  Interested  appli- 
cants send  curriculum  vitae  to  University  Medical-Surgical 
Clinic,  6602  Quaker  Avenue,  Lubbock,  Texas  79414. 

1174-4-TFB 


PROFESSIONAL  SPACE  IN  WHEAT  RIDGE,  west  suburb 
of  Denver.  1 block  from  Lakeside  Shopping  Center,  Easy 
access  to  1-70,  Fully  carpeted,  air-conditioned,  two  suites  of 
1020  sq.  ft.  each,  may  be  combined.  Ample  parking.  Rea- 
sonable rates.  Write  or  phone  Koji  Kani,  D.D.S..  4303  Harlan 
St.,  Wheat  Ridge.  Colorado  80033  or  call  (303)  424-8659. 

1174-5-3B 


OPHTHALMOLOGIST — 31.  excellent  Emory  residency  to  be 
completed  June  1975.  Well  versed  medical  and  surgical 
aspects  of  Ophthalmology.  Consider  solo,  association,  single, 
or  multispecialty  group.  Married,  military  completed.  Cur- 
riculum on  request.  John  Hagan.  MD.  143  Pinecrest  Avenue, 
Decatur,  Georgia  30030  Call  (404  ) 373-7400  . 974-1-3B 


ATTENTION  DOCTORS — Rent  or  Lease,  Belcaro  Medical 
Building,  915-925  South  Colorado  Boulevard.  Denver.  500 
sq.  ft.  to  1500  sq.  ft.  Will  divide  to  suit.  Carpets,  drapes,  air 
conditioning,  new  burglar-proof  system,  pharmacy,  ample 
parking.  Call:  (303)  399-1774  or  (303  ) 399-6020  for  appoint- 
ment. 974-6-3B 


MIDTOWN  MEDICAL  AREA,  DENVER.  One  suite  available 
in  modern  four-story  medical  building'  across  from  St. 
Luke's  Hospital.  Ideal  for  two  physicians  but  will  divide 
for  solo  practice.  X-ray  laboratory,  optical,  and  pharmacy 
services  in  building.  Offstreet  parking  for  employees  and 
patients.  Call:  (303  ) 238-6433  for  information.  1074-5-3B 


FAMILY  PHYSICIAN  WANTED.  Some  experience  in  surgery. 

Community  of  2,000  on  Fort  Peck  Indian  Reservation.  Main 
street  office  rentals  available.  42-bed  modern  hospital.  Ap- 
proximate yearly  income  $80,000  on  up.  Two  PHS  doctors 
to  help  take  calls.  Contact:  Mrs.  Pat  G.  Beck,  Box  157,  Pop- 
lar, Montana  59255.  1074-4-2B 


FAMILY  PRACTITIONERS  OR  INTERNISTS— Full  time  sal- 
aried appointment  to  Medical  Staff  at  Cook  County  Hos- 
pital with  opportunity  to  practice  half-time  or  more  in  a 
Community  (Clinic  located  in  the  Mexican  barrios  of  Chicago. 
Write  or  call:  Jorge  Prieto,  M.D.,  Chairman,  Dept,  of  Family 
Practice,  Cook  County  Hospital,  Fantus,  Rm.  219,  621  S,  Win- 
chester Ave.,  Chicago,  111.  60612.  Phone  (312)  633-8587. 

1174-6-lB 


FOR  SALE:  Optical  and  medical  equipment.  Contact  Lorraine 
Hartman,  3301  South  Cherry  Street,  Denver,  Colorado  80222, 
for  further  information.  Or  call:  (303  ) 756-8491.  1174-7-1 


GENERAL  PRACTITIONER  OR  INTERNIST— Excellent  op- 
portunity to  take  over  solo  practice — almost  no  emergency 
or  night  work,  Denver  suburb.  Reply  to  Box  1174-8-1,  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver, 
Colorado  80218.  1174-8-1 


FULL  TIME  EMERGENCY  ROOM  PHYSICIAN  to  work  for 
an  Emergency  Room  Physicians  Corporation  in  an  active 
360  bed  hospital.  Colorado  location.  Salary  negotiable.  Must 
have  at  least  one  year  of  prior  Specialty  Training.  Contact: 
E.R.  Physicians,  P.C.,  2310  North  Tejon,  Colorado  Springs, 
Colorado  80907.  1174-9-2B 


LEASE  ALL  OR  PART  OF  OFFICE  SUITE,  SE  Denver,  1,700 
square  feet.  Use  as  is  for  psychiatric  group:  6 offices,  1 
examining  room,  reception  and  business  office.  With  minimal 
remodeling  can  accommodate  other  types  of  medical  prac- 
tice. Call:  (303)  758-3111.  1174-10-lB 


303  JOSEIPHINE,  DENVER.  1291  square  feet  in  medical  build- 
ing. Available  January  1,  1975.  Ideal  Cherry  Creek  location. 
Parking.  All  services.  Call:  Mr.  Meyer,  Walpin  & Co.,  (303) 
623-3711.  1174-11-lB 


UNDER  CONSTRUCTION:  Denver’s  first  medical-dental  con- 
dominium office  structures.  l'/2  blocks  East  of  Lutheran 
Hospital,  at  38th  and  Zephyr  in  Wheat  Ridge.  Call  or  write 
for  information  to  Joan  at  TOMLINSON  & COMPANY,  704 
Patterson  Building,  Denver,  Colorado  80202  or  (303)  573-9586. 

1174-12-2B 


SERVICES  IN  MEDICAJL  TECHNICAL  WRITING  and  editing. 

Ghost  writing.  Preparation  of  grant  proposals.  Staff  train- 
ing programs.  Call  G.  Raymond  Burgett,  (303)  571-1373  or 
write  850  So.  Oneida  St.,  #203B,  Denver,  Colorado  80222. 

1174-14-3B 


ONEIDA  MEDICAL  CENTER.  Beautiful  new  medical  space 
just  completed  at  Hampden  and  the  Valley  Highway.  1600 
square  feet  available  for  immediate  occupancy.  Parking 
superb.  Total  service  building.  Hera  Investments  and  Man- 
agement Company.  Call:  (303)  388-4147.  1174-13-lB 


MEDICAL  SPACE.  Centrally  located  in  Colorado  Springs. 

2,500  square  feet  divided  into  4 offices  and  15  examining 
rooms,  large  reception  room  and  office.  Adajacent  pharmacy. 
Call:  (303  ) 632-6111  for  Dr.  Robert  Lowe  or  write  Robert 
Lowe,  DVM,  1721  Uintah  St.,  Colorado  Springs,  Colorado 
80904.  1174-15-3B 
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Lomotil^ 

TABLETS/LIQUID 

* ■ Each  tablet  and  each  5 ml.  of  liquid  contain: 

• ’ diphenoxylate  hydrochloride  . . 2.5  mg. 

; ' ’ (Warning:  May  be  habit-forming) 

■ • atropine  sulfate 0.025  mg. 

Stives  the  Dayr 


ten  diarrhea 
wriii^lhe 
weddii^  befle.. 


It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients. There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies^  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere.  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  Gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  1958. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
1 ule  V substance  by  Federal  law:  diphenoxylate 
I HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
j ity,  reactions  similar  to  those  alter  meperidine 
I or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  carelul  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  NaiUne®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications;  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  Jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormai  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxyiate 


HCi  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohoi.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictiy 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions;  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  sweliing  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 


ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years.  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary. assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  ol  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

ccADi  c S03rle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department.  Box  5110, 

Chicago.  Illinois  60680 
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Sign  of  a cold  sufferer 
Time  for  Omade 

Each  Spansule®  capsule  contains  8 mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 

2.5  mg.  isopropamide,  as  the  iodide.  ’ 


♦ 


East  relief  of  upper  respiratory  congestion 

and  hypersecretion* 

with  convenient  b.i.d.  dosage. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or 
PDR.  The  following  is  a brief  summary. 


Indications 

Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences  — National 
Research  Council  and/ or  other  information.  FDA  has  classified  the  indications 
as  follows: 

Possibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and  hyper- 
secretion associated  with  vasomotor  rhinitis  and  allergic  rhinitis,  and  for 
prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness:  For  relief  of  nasal  congestion 
and  hypersecretion  associated  with  the  common  cold  and  sinusitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Flypersensitivity  to  any  component;  concurrent  MAO  inhibitor 
therapy;  severe  hypertension;  bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children  under  6. 
Warnings:  Caution  patients  about  activities  requiring  alertness  (e.g.,  operating 
vehicles  or  machinery).  Warn  patients  of  possible  additive  effects  with  alcohol  and 
other  CNS  depressants. 

Usage  in  Pregnancii:  In  pregnancy,  nursing  mothers  and  women  who  might  bear 
childrea  weigh  potential  benefits  against  hazards.  Inhibition  of  lactation  may  occur. 
Effect  on  PBI  Determination  and  Uptake:  Isopropamide  iodide  may  alter  PBI 
test  results  and  will  suppress  I'^'  uptake.  Substitute  thyroid  tests  unaffected  by 
exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease,  glaucoma, 
prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth; 
nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric  distress,  diarrhea,  rash, 
dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal  pain,  irritability, 
palpitation,  headache,  incoordination,  tremor,  dysuria.  difficulty  in  urination, 
thrombocytopenia,  leukopenia,  convulsions,  hypertension,  hypotension,  anorexia, 
constipation,  visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  captsules;  in  Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 

Smith  Kline  & French  Laboratories 

Division  of  SmithKline  Corporation. 

Philadelphia.  Pa.  19101 
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dcld  Llt^l’llUn  (chlordiazepoxlde  Hcl 

to  your  cardiovascular  regimen? 


Excessive  anxiety  in 
susceptible  patients  can 
set  in  motion  a chain  of 
responses  which  add  to 
the  heart’s  work  and 
thereby  increase  the 
possibility  of  cardio- 
vascular complications.  Furthermore, 
intense  anxiety  may  interfere  w ith 
effective  medical  manaiyement  since 
some  patients,  in  an  attempt  to  deny 
their  illness,  may  resist  acceptance 
of  necessary  medication, 
dietary  restrictions 
and  other  therapeutic 
directives.  When 
counseling  and 
reassurance 
alone  are  inad- 
equate to 


relieve  undue  anxiety,  aa 
junctive  Librium  (chlord 
azepoxide  HCl)  may  b 
beneficial. 


”Specific”for  anxiety 
reduction... 
wide  margin  of  safety 

Idbrium  is  used  as  an  adjunct  t 
primary  cardiovascular  medica 
tions,  since  it  acts  directly  on  th 
central  nervous  system,  reducin 
excessive  anxiety  and  emotions 
tension.  In  so  doing.  Librium  in 
directly  affects  cardiovascula 
function. 

Librium  has  a high  degree  c| 
antianxiety  effectiveness  with  i 
w ide  margin  of  safety.  In  propel 
dosage.  Librium  usually  helps  calr' 
the  overanxious  patient  withonj 
unduly  interfering  w ith  mentaj 
acuity  or  general  performance.  L 
the  elderly  and  debilitated,  the  ini| 
tial  dosage  is  5 mg  b.i.d.  or  less  t' 
preclude  ataxia  or  oversedation,  id 


creasing  gradually  as  needed  and 
tolerated. 

Librium  is  used  concomitantly 

w ith  certain  specific  medications  of 

lother  classes  of  drugs,  such  as  car- 

tdiac  glycosides,  diuretics,  antihy- 

)<pertensiye  agents,  vasodilators  and 

anticoagulants.  Although  clinical 

studies  hav  e not  established  a cause 

and  effect  relationship,  phv^sicians 

should  be  aw  are  that  v ariable  effects 

[pn  blood  coagulation  haye  been  re- 

jported  very  rarely  in  patients  re- 

iceiving  oral  anticoagulants  and 

iLibrium.  After  anxietv'  has  been 
1 ' . . 
reduced  to  tolerable  lev  els.  Librium 

ii|:herapy  should  be  discontinued. 

, 


''  5 mg 

10  mg 

25  mg 

f-or  geriatric  ffM 

For  relief  of 

,«  Specifically 

patients  and.  lUfl 

mild  to 

Ij  for  use  in 

si  ! in  general,  for  lUH 

moderate 

severe  anxiety 

milder 

anxiety 

degrees  of  f i 

|S  clinically  | 
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significant  y 

anxiety  ^ 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occiu  ring 
alone  or  accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensi- 
tivity to  the  drug. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  dnig  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six,  limit  to  smallest  effective  dosage  (ini- 
tially 10  mg  or  less  per  day)  to  preclude  ataxia  or  overse- 
dation, increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with  other  psy- 
chotropics seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  {e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tendencies  may 
be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated. 

These  are  reversible  in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and  liver  func- 
tion tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs®  Tablets 
containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 


(For  relief  of  excessive  anxiety 

iadjunctive 


Librium*  10  mg 

(chlordiazepoxide  HCI)  ^ 
lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc. 

Nutley  New  Jersey  07110 
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Out  of  the  overflow  of  its  vast 
American  Indian  collection,  the  Den- 
ver Art  Museum  has  staged  an  exhibit 
V of  "Robes  of  White  Shell  and  Sunrise,” 

which  focuses  on  the  creative  design 
concepts  which  set  tribes  apart  as  in- 
dividual units.  Through  January  19, 
1975,  courtesy  of  the  Phillips  Petro- 
leum Company  whose  support  made 
the  exhibit  possible,  the  splendor  of 
Indian  garments  will  be  on  display  to 
Wamt  Anc  the  public.  Credit:  Denver  Art  Museum 

WAiNi  /vus  Phillips  Petroleum  Company. 
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Bio-Science 


TSH  by  RIA  at  BSL 

Bio-Science  Laboratories  adds  still  another  valuable 
laboratory  aid  for  the  diagnosis  of  thyroid  disorders:  serum 
Thyroid  Stimulating  Hormone  (TSH)  by  radioimmunoassay 
(RIA).  The  exquisite  sensitivity  of  the  RIA  technic  permits 
the  detection  of  normal  levels  of  TSH,  which  have  been 
reported  to  average  about  4.0  microunits/ml  with  a range 
of  “non-detectable  to  10  microunits/ml”  (Hershman,  J.  M. 
and  Pittman,  J.  A.,  New  Eng.  J.  Med.  285.'997,  1971). 

The  RIA  method  for  TSH  was  pioneered  by  Utiger  and 
Odell  et  al.  in  1965.  We  are  employing  Hershman’s  modifi- 
cation of  this  method.  Hershman  and  Pittman  have  reviewed 
the  utility  of  the  RIA  of  serum  TSH  in  man  (Annals  Intern. 
Med.  74.'481,  1971)  and  have  emphasized  its  usefulness 
both  for  establishing  the  diagnosis  of  primary  hypothyroid- 
ism and  for  differentiating  it  from  hypothyroidism  secondary 
to  hypopituitarism.  TSH  levels  above  normal  are  strongly 
suggestive  of  the  existence  of  primary  hypothyroidism  and 
may  in  fact  be  the  most  sensitive  index  of  this  disease. 

Quotable  Quotes 

FOLATE: 

“.  . . the  results  support  the  suggestion  that  red  cell  folate 
provides  a better  assessment  of  folate  status  than  does 
serum  folate.”  (J.  Clin.  Path.  22.-212,  1969). 

“.  . . serum  folate  assay  is  a valuable  routine  test  in  pa- 
tients who  have  a macrocytic  anaemia  and  low  serum 
vitamin  B12.”  (J.  Clin.  Path.  24:244,  1971). 

Note:  We  offer  both  serum  and  red  cell  folate  measure- 
ments. As  a matter  of  fact,  if  you  order  a red  cell  folate, 
our  report  includes  both  serum  and  red  cell  values. 

RUBELLA: 

“HAI  (hemagglutination  inhibition)  antibodies  are  the  first 
to  be  detectable,  around  12-15  days  after  exposure;  they 
rise  rapidly  and  reach  peak  titers  within  one  to  three  weeks 

and  the  CF  response  is  delayed  10-14  days  after 

onset,  with  maximal  titers  being  attained  after  three  or  four 
weeks.”  (J.  Infect.  Diseases  723.-640,  1971). 


More  New  Tests 
at  Your  Service 

Some  of  the  newer  tests  currently  available  from  Bio- 
Science  Laboratories  are  listed  below; 

Amebic  (E.  histolytica)  antibodies 

Aldosterone  by  RIA 

Anti-DNA  antibodies  . 

Complement  decay  rate 

Cyclic  AMP  by  RIA 

Digoxin  or  digitoxin  in  serum,  by  RIA 

Estradiol  by  RIA 

Gamma  glutamyl  transpeptidase 
Gastrin  by  RIA 
Hemoglobin  S,  screening 
Histidine 

Human  somatomammotropin 
(Human  placental  lactogen) 

Lecithin:  sphingomyelin  ratio  in  amniotic  fluid 
Measles  antibody  by  CF 
Mumps  antibody  detection 
Parathyroid  hormone  by  RIA 
Phenotyping  of  Lipoproteins: 

Indirect  confirmation  of  II,  III,  IV 
Red  cell  enzyme  screening 
Renin,  by  RIA  or  bioassay 
Thyroid  microsomal  antibody 
TSH  by  RIA 

T3  level  in  serum  by  RIA 
Vitamin  E (a-tocopherol) 

Bio-Science  is  a full-service  lab  that  can  handle  all  your 
clinical  lab  needs.  Try  us. 


Main  Lab:  7600  Tyrone  Ave., 
Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 
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Bio-Science  Laboratories 


7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept.  DD-5 
or 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 


Gentlemen:  Please  send  me,  without  obligation: 

Q A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

Q A lab  pack  containing  a small  supply  of 

postage-paid  mailing  containers  and  Fee  Schedule 


Name 


Address 


n 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
serum  TSH,  available  to 
clinicians.  You  will  find  it  a 
iiandy  reference  guide  for 
normal  values  and  quick 
summations  on  tests  which 
can  aid  in  your  diagnostic 
problems.  Copies  are  available 
to  physicians  and  lab  personnel 
without  obligation.  Simply  fill  out 
and  mail  this  coupon. 


City 


State 


Zip 


Dor/ey 

LABORATORIES  ^ 
Division  of  Sandoz-Wander,  Inc. 
LINCOLN,  NEBRASKA  68501 


Physician... 


your 

'“general  practice” 

couldrit  be 
more  general 

than  the  Air  Force 


Our  doctors  run  into  everything  — 
and  have  the  modern  facilities  and 
highly  trained  support  staff  to  deal 
with  it.  A medical  career  in  the  Air 
Force  offers  other  advantages,  too 
- reasonable  hours 
with  time  to  spend 


with  your  family  around  the  out- 
standing Air  Force  Base  facilities. 
Administrative  support.  Patient 
treatment  without  regard  for  ability 
to  pay.  An  excellent  program  of  ed- 
ucation if  you  wish  to  specialize  in 
one  of  the  many  areas  of  medicine. 


Find  “the  perfect  practice” 

in  the  Air  Force. 

Write  today  for  more  information  . . . 

U.S.  Air  Force 

Medical  Careers 


2621  Ave.  E East 


^461  -1 946 


Arlington,  Texas  7601 1 


PUBLICATION 
PRINTING . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc./ 
Monilor  Publicalions 

2177  W.  7fh  DENVER  892-0166 


You're  treated  like  a royal  pair! 

. . .on  our  mini-vacation  weekend 
special.  You  both  deserve  it.  Get 
away  from  your  problems,  and  let  us 
pamper  you  for  a change.  . . 

* Your  private  suite  with  its 
own  lanai  for  2 full  days  and 
nights. 

* Breakfast  in  bed  (or  in  the  Hunt 
Room)  Saturday  and  Sunday. 

* Your  first  cocktail  each  evening, 
Friday  and  Saturday,  while  enjoying 
entertainment  in  the  Cork  Room. 

* Sightsee  Denver,  shop 
nearby  downtown,  enjoy  color 
TV  in  your  private  suite. 

* All  this,  plus  a surprise 
gift. 

A real  bargain 
these  days. 


$78.00 

value! 


1000  Grant  SI..  Denver.  Colorado  80203 
Phone  (303)  292-1200  • FREE  PARKING 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  be  eltective  or  are  contraindicated. 
Usage  In  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  In  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointesllnal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
iai  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) . 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  alter  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  ot  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur, 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses, 
f^ore  severe  infections;  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q i.d,  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  tollow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  ie  continued  tor  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses.. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consull  package  circular  or  latesf  PDR  Information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.^ 

[melihacvciine  HCI] 

Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Cedarbrook 

Psychiatric 

Hospital 


Offering  Complete  Psychiatric  Care  and  Facilities 


CEDARBROOK  PSYCHIATRIC  HOSPITAL 
128  North  Eighth  Avenue 
Las  Vegas,  Nevada  89101 


NOW  offers  expanded  treatment  programs  and  an  enlarged  ancillary  staff,  under 
the  supervision  of  two  board-eligible  psychiatrists,  to  respond  to  a wide  range 
of  emotional  disorders,  including  alcoholism  and  drug  addiction. 

Milieu  Therapy  . . . Individual  Psychotherapy  . . . Group  Psychotherapy  . . . 
Family  Therapy  . . . Behavior 'Modification  Therapy  . . . Diagnostic  Testing 
and  Evaluation  . . . Relaxation  Techniques  . . . Adjunctive  Therapy 

NOW  affiliated  with  the  nationally-recognized  Psychiatric  Institutes  of  America 
(PIA),  an  organization  which  — working  with  local  physicians  — is  devoted 
to  improved  community  mental  health.  PIA  specializes  in  the  planning, 
development  and  management  of  private  psychiatric  hospitals  and  has 
other  affiliates  in  the  United  States  and  Mexico. 

As  a private  psychiatric  facility,  Cedarbrook  admits  patients  18  years  and  older 
for  day-care,  night-care,  or  full  hospitalization.  It  is  an  open-staff  hospital,  allowing 
qualified  professionals  patient  follow-up  during  hospitalization.  Medical  coverage 
available  24  hours. 


Rates  available  on  request. 
Phone;  (702)  385-1623 


C.  F.  MYNATT,  MD,  FAPA  R.  EDWARD  QUASS,  MD 

Medical  Director  Clinical  Director 
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Medical  Office  Space 
For  Lease. 


The  Mississippi  Professional 
Center  is  a totally  planned 
medical  environment. 

Ideally  located  near  1-225  and  new  Aurora  hospitals. 
Plumbing  to  include  water,  waste,  gas  and  air. 
Finish  to  suit,  including  carpet. 

Abundant  off-street  parking. 

Full  service. 

Contact  Van  Schaack  & Company’s 
Office  Leasing  Department  297-5647. 


efz 

cefazolin  sodium 


Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 
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EDITORIALS 


I 


N THE  LAST  FEW  YEARS  we  have  heard  much 
about  the  rights  of  individuals  and  groups. 
In  fact,  every  few  months  a new  right  of 
some  kind  seems  to  be  discovered.  Amer- 
icans seem  to  pride  themselves  on  having 
more  rights  than  any 
other  people.  As  ex- 
Rights  pected,  various  kinds 

of  rights  for  various 
groups  were  empha- 
sized by  most  of  the  office  seekers  in  the 
recent  political  campaign.  A few  years  ago 
the  politicians  established  health  care  as  a 
right  of  all  Americans. 


The  other  day,  our  librarian  reminded  me 
of  something  most  of  us  seem  to  have  for- 
gotten. For  every  right  there  is  an  obliga- 
tion. For  there  to  be  a right  there  must  be  a 
concomitant  responsibility.  But,  you  never 
hear  a politician  campaigning  about  the  ob- 
ligations. The  congressman  rarely  empha- 
sizes the  responsibilities.  Would  it  not  have 
been  exciting  last  month  if  one  candidate, 
somewhere,  sometime,  campaigned  for  elec- 
tion on  the  obligations  of  the  citizens?  Can 
you  imagine  one  of  the  new  crop  of  bright 
young  politicians  extolling  not  his  magic 
solutions  but  the  obligations  of  his  consti- 
tuency necessary  to  solve  a problem?  “Ask 
not  what  your  country  can  do  for  you.  Ask 
what  you  can  do  for  your  country.”  This 
famous  quote  from  President  Kennedy  in 
his  inaugural  address  is  about  as  close  as  any 
elected  official  usually  comes  to  speaking 
the  basic  truth. 


If  total  health  care  is  a right  of  every 
American  let  the  lawmakers  who  advocate 
it  tell  us  the  obligation  of  every  American 
to  have  the  government  provide  it.  Tell 
us  the  true  cost  to  each  of  us.  Don’t  try  to 
make  us  believe  that  because  the  employer 
is  to  pay  seventy-five  per  cent  of  the  cost 
to  the  employee  that  this  cost  to  industry 
will  not  affect  the  employee.  Don’t  try  to 
tell  us  that  the  cost  of  a total  federal  health 
program  won’t  increase  the  taxes  of  all  of 
us,  not  just  certain  groups.  It  is  obvious  that 
inflation  and  the  current  serious  state  of  the 
economy  have  taken  the  steam  out  of  the 
drive  for  major  legislation  on  government 
subsidized  health  care  this  year.  Most  con- 
gressmen really  know  the  necessary  obliga- 
tions of  each  of  us  to  produce  this  right  of 
total  care  for  all — the  advocates  just  don’t 
talk  about  them. 

There  cannot  be  a right  without  an  obli- 
gation. And,  discussion  of  this  principal  is 
more  than  academic.  The  American  pioneer 
who  founded  our  democracy  was  well  aware 
of  the  relationship.  Our  form  of  government 
is  founded  upon  the  fact  that  the  people 
freely  accept  the  responsibility  with  the 
privilege.  In  our  modern  democracy  it  is 
necessary  that  the  citizens  be  informed  and 
know  the  obligations  required  by  a right.  If 
the  people  do  not  recognize  or  accept  the  ob- 
ligations for  their  rights  a form  of  govern- 
ment is  required  that  can  demand  these  ob- 
ligations— and  this  government  will  not  be 
a democracy. 
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I\o  More 
Vaccination 


'VERY  WEEK  IN  THE  Colorado  Communi- 
cable Disease  Bulletin*  there  appears  one  or 
more  interesting  reports  of  an  infection,  an 
infectious  disease,  or  an  associated  problem. 
The  many  Colorado  physicians  who  have  dis- 
covered these  fascinat- 
ing weekly  accounts 
need  read  no  further. 
Nevertheless,  to  a phy- 
sician a long  time  out 
of  medical  school,  with  a limited  exposure 
to  infectious  disease,  two  discussions  about 
smallpox  particularly  seem  worth  repeating. 
There  is  now  an  extremely  limited  need  for 
smallpox  vaccination. 

In  a short  squib  entitled  “Demise  of  a 
Disease”,  a September  issue  reports  the  rec- 
ommendation several  years  ago  of  the  U.S. 
Public  Health  Service  that  routine  smallpox 
vaccination  be  discontinued.  This  advice  was 
based  upon  the  facts  that  smallpox  has  been 
eradicated  from  the  United  States,  that  there 
is  extremely  low  probability  of  importation 
of  a case,  and  a rare  imported  case  if  it  oc- 
curred could  be  readily  contained.  Now  be- 


‘Colorado  Communicable  Disease  Bulletin,  E.  G.  Dreyfus, 
MD,  and  Thomas  M.  Vernon,  MD,  Colorado  Department 
of  Health,  Denver,  Colorado. 


cause  of  “tenacious  eradication  programs” 
throughout  the  world,  there  are  only  four 
countries  that  have  the  disease — India,  Pak- 
istan, Bangladesh,  and  Ethiopia.  “Active 
foci  are  steadily  decreasing,  meaning  of 
course  that  soon  the  world  finally  may  be 
‘smallpox  free’.” 

Then,  according  to  a succinct  discussion 
in  the  October  issue  of  this  bulletin,  small- 
pox vaccination  should  not  be  used  to  treat 
recurrent  herpes  simplex.  Its  use  in  the  past 
was  based  upon  poorly  controlled  studies  and 
anecdotal  reports.  Moreover,  it  is  not  only 
ineffective,  but  also  dangerous,  since  there 
have  been  a number  of  patients  who  have  de- 
veloped fatal  generalized  vaccinia  from  vac- 
cination. The  bulletin  quotes  Cecil-Loeb 
Textbook  of  Medicine:  “the  common  practice 
of  using  smallpox  vaccine  to  prevent  recur- 
rent herpes  labialis  has  no  rationale,  and  is 
no  more  effective  than  placebos  or  simple 
reassurance.” 

The  vaccine  of  Louis  Pasteur  was  a fab- 
ulous immunologic  breakthrough.  We  won- 
der if  this  great  scientist  ever  guessed  there 
would  come  a time  when  we  no  longer  would 
need  it. 


CHECK  YOUR  LISTING  in  the  1974  DIRECTORY  OF  PHYSICIANS,  pub- 
lished by  the  Rocky  Mountain  Medical  Journal,  and  send  in  any  changes  you  would 
hke  to  have  made  for  the  1975  issue  which  is  now  being  prepared  for  publication. 

IF  YOU  ARE  A NEW  MEMBER,  and  your  membership  has  been  approved 
by  your  state  society,  please  follow  the  guidelines  for  listings  and  submit  informa- 
tion to  the  Rocky  Mountain  Medical  Journal,  Publications  Office,  1601  E.  19th  Ave., 
Denver,  80218. 

IT  IS  IMPORTANT  THAT  WE  HAVE  ALL  CHANGES  BEFORE  JANUARY  15 
SO  THAT  PUBLICATION  WILL  NOT  BE  DELAYED. 
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ARTICLES 


Recent  advances  in  parenteral 
alimentation  of  infants* 

Robert  W.  Beart,  MD,  and  John  R.  Lilly,  MD,  Denver 


Recent  developments  in  parenteral 
alimentation  have  permitted  extension  to 
new  areas  in  the  supportive  care  of  critically 
ill  infants  and  children. 


Total  parenteral  nutrition  has  been  used 
extensively  at  the  University  of  Colorado 
Medical  Center  in  patients  in  whom  the  gas- 
trointestinal tract  could  not  be  used  for  feed- 
ing. This  type  of  therapeutic  support  has  been 
particularly  valuable  in  the  pediatric  patient 
in  whom  congenital  or  acquired  conditions 
prevent  normal  use  of  the  intestine  for  pro- 
longed periods.  Recent  innovations  have  al- 
lowed extension  of  the  principles  of  paren- 
teral alimentation  to  new  areas  of  supportive 
care  for  the  neonate.  The  purpose  of  this 
communication  is  to  describe  several  ex- 
amples of  these  new  applications  of  paren- 
teral alimentation  as  illustrated  by  the  treat- 
ment of  two  infants  recently  cared  for  at  our 
institution. 

•From  the  Division  of  Pediatric  Surgery,  Department  of 
Surgery,  University  of  Colorado  Medical  Center,  Denver. 
Dr.  Beart  is  Resident  in  Surgery,  and  Dr.  Lilly  is  Asso- 
ciate Professor  of  Surgery  and  Chief,  Division  of  Pediatric 
Surgery,  University  of  Colorado  Medical  Center,  Denver, 
Colorado. 


CASE  REPORTS 

Case  1:  A 2500-gram  product  of  a 37-week 
pregnancy  began  vomiting  shortly  after  birth. 
Jejunal  atresia  with  proximal  jejunal  perforation 
was  found  at  operation,  and  a cutaneous  jejunos- 
tomy  was  carried  out.  Three  weeks  later  the  je- 
junostomy  was  closed  and  the  patient  was  dis- 
charged with  a weight  of  3200  grams. 

The  patient  did  poorly  at  home,  and  after  six 
weeks  he  was  readmitted  to  the  hospital.  The  week 
before  admission  he  had  lost  over  500  grams. 
Barium  study  demonstrated  a severe  stricture  at 
the  jejunal  anastomosis  with  almost  total  obstruc- 
tion. Because  of  the  infant’s  precarious  nutritional 
status,  he  was  started  on  total  parenteral  nutri- 
tion by  means  of  a central  venous  catheter.  After 


DAYS  BEFORE  SURGERY 

Fig.  1.  The  weight  curve  of  patient  1 during  total 
parenteral  alimentation  in  relationship  to  the  con- 
centration of  protein  and  carbohydrate  adminis- 
tered in  the  intravenous  solution.  Sufficient  caloric 
intake  for  real  weight  gain  was  only  achieved 
after  three  days  due  to  the  necessity  of  gradually 
increasing  the  carbohydrate  concentration.  The  in- 
fant was  in  excellent  nutritional  status  at  the 
time  of  operation  14  days  later. 
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14  days  his  weight  had  increased  from  3.6  to  3.9 
kilograms  (Fig.  1).  At  this  point  it  was  decided 
that  an  operation  could  be  performed  safely.  The 
jejunal  stricture  was  resected  with  primary  anas- 
tomosis. Postoperatively  gradual  resumption  of 
enteral  alimentation  was  possible  to  allow  discon- 
tinuation of  intravenous  support  by  the  tenth 
postoperative  day.  Several  months  after  operation 
the  patient  was  tolerating  a normal  diet  for  his 
age  and  weighed  over  5000  grams. 

Case  2:  A 2000-gram  girl,  the  product  of  a nor- 
mal pregnancy,  was  bom  with  gastroschisis.  At 
surgery,  because  of  associated  intestinal  atresia, 
much  of  the  intestine  was  resected  and  a primary 
anastomosis  performed.  Postoperatively  the  pa- 
tient had  marked  diarrhea  with  attempts  at  feed- 
ing. The  transit  time  from  mouth  to  anus  was  20 
minutes.  She  was  started  on  parenteral  alimenta- 
tion by  means  of  centrally  located  venous  cathe- 
ters. All  venous  catheters  were  placed  under  sterile 
conditions  in  the  operating  rooms.  After  several 
months,  because  of  recurrent  episodes  of  sepsis, 
all  central  vein  sites  were  exhausted.  The  patient 
weighed  only  2500  grams  and  was  beginning  to 
lose  weight  once  again  (Fig.  2).  At  this  point,  in- 
travenous fat  (Intralipid)  t therapy  by  peripheral 
vein  was  begun.  Within  two  weeks  the  patient  had 
gained  400  grams  and  had  no  further  episodes  of 
sepsis  or  metabolic  imbalance.  Over  the  next  three 
months  the  patient  was  at  first  totally  and  then 
intermittently  supported  with  this  parenteral  nu- 
trition. The  infant’s  remaining  intestine  under- 
went adaptation  during  this  interval  permitting 
gradual  resumption  of  oral  intake.  She  is  now 
home  eating  almost  normally  for  her  age  (Fig.  3^ . 

Discussion 

In  1968,  following  Dudrick’s  demonstra- 
tion that  life  as  well  as  growth  could  be 
totally  supported  by  the  parenteral  adminis- 
tration of  nutrients,^  a new  dimension  in  sur- 
gical care  began.  Prior  to  this  period  paren- 
teral nutrition  had  been  limited  not  so  much 
by  an  inability  to  supply  protein,  but  by  the 
inability  to  supply  adequate  caloric  intake. 
Products  containing  high  caloric  sources  such 
as  alcohol  and  lipids  were  developed  but 
proved  to  have  unacceptable  toxic  side  ef- 
fects.^ Glucose  was  another  source  for  caloric 
intake,  but  in  order  to  administer  sufficient 
quantities,  highly  hypertonic  solutions  were 
necessary.  It  proved  impossible  to  adminis- 
ter solutions  with  these  concentrations  for 
long  periods  through  peripheral  veins.  Dud- 
rick’s basic  contribution  lies  in  his  demon- 
tration  that  hypertonic  glucose  solutions 

t Intralipid  (g  Cutter  Laboratories. 


Fig.  2.  Parenteral  alimentation  was  given  by  pe- 
ripheral veins  using  Intralipid  in  patient  2.  When 
started  at  three  months  she  was  only  a little  over 
her  birth  weight. 

could  be  administered  through  catheters 
placed  in  large  high-flow  central  veins  with- 
out the  complications  noted  when  adminis- 
tered peripherally. 

Confirmation  of  Dudrick’s  results  were 
subsequently  reported  by  a number  of  in- 
vestigators and  the  salutary  aspects  of  the 
principles  of  parenteral  alimentation  were 
demonstrated  in  a wide  variety  of  clinical 
conditions. Parenteral  nutrition  was  found 
to  be  especially  applicable  to  the  newborn®'” 
since  this  age  group  poorly  tolerates  any  pe- 
riod of  prolonged  nutritional  deprivation. 
Starvation  was  the  prime  factor  behind  the 
high  mortality  rates  for  such  congenital  con- 
ditions as  duodenal  atresia,  midgut  volvulus 
and  gastroschisis.  Parenteral  alimentation 
bought  time  for  these  infants  during  which 
life  was  supported  while  intestinal  compen- 
sation occurred. 

Another  benefit  of  the  positive  caloric 
and  nitrogen  balance  during  parenteral  nu- 
trition in  these  infants  was  the  ease  and 
safety  with  which  unexpected  secondary  op- 
erations could  be  performed.  It  became  ob- 
vious that  if  further  operative  procedures 
were  anticipated,  parenteral  nutrition  should 
be  continued  until  after  this  event. 

The  next  logical  step  was  to  extend  this 
kind  of  support  to  the  nutritionally  crippled 
infant  who  required  major  reconstructive 
surgery  and  was  unable,  for  whatever  rea- 
son, to  eat.  Such  were  the  circumstances  be- 
hind the  decision  to  initiate  parenteral  ali- 
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Fig.  3.  Same  patient  (Case  2)  at  eight  months  of 
age.  After  four  months  of  almost  total  parenteral 
nutrition  her  remaining  intestine  underwent  suf- 
ficient adaptation  to  permit  resuming  a normal 
diet  by  mouth. 

mentation  in  patient  of  Case  1.  Had  this  pa- 
tient had  immediate  operation  with  excision 
and  reanastomosis  of  the  jejunal  stricture, 
there  would  have  been  a significant  operative 
risk.  Moreover,  delayed  or  faulty  healing 
would  be  aggravated  by  a further  period  of 
starvation  postoperatively.  At  present  it 
should  be  rarely  necessary  to  bring  an  in- 
fant to  the  operating  room  in  a nutritionally 
deprived  state. 

Over  the  past  several  years  a number  of 
reports  have  appeared’’’^®  describing  the  com- 
plications consequent  to  prolonged  parenteral 
nutrition.  Among  these  have  been  sepsis, 
metabolic  imbalance,  hyperammoniemia,  glu- 
cosuria,  thrombosis  of  major  blood  vessels, 
and  a finite  number  of  central  venous  sites 
which  may  eventually  all  be  utilized. 

Intralipid,  an  emulsion  of  soybean  lipids, 
was  developed  in  the  late  1960’s,  and  is  the 
first  lipid  which  seemed  to  be  free  of  the 


toxic  side  effects  found  with  earlier  safflower 
and  cottonseed  lipids.  It  consists  of  10  per  cent 
soybean  oil,  egg  yolk  phospholipids,  glycerin 
and  sodium  hydroxide  for  pH  adjustments. 
Osmolality  is  280  mOsm/kg  with  water.  Its 
Tnajor  advantages  are  that  it  supplies  high 
concentration  of  caloric  substrates  which,  be- 
cause of  its  iso-osmolality,  may  be  adminis- 
tered through  peripheral  veins. 

Following  the  administration  of  Intra- 
lipid, fat  particles  (0.5  microns  in' size)  are 
readily  cleared  from  the  blood.  Although  the 
rate  of  clearance  is  influenced  by  the  nutri- 
tional status  of  the  patient  (clearance  is  in- 
creased by  50  per  cent  after  39  hours  of  star- 
vation), peak  serum  levels  usually  persist 
up  to  one  hour  after  administration  and  re- 
turn to  pre-administration  levels  after  four 
hours.  This  product  has  been  shown  to  be 
well  utilized  with  a complication  rate  of  two 
per  100  administrations.  Complications  noted 
include  fever,  nausea,  vomiting,  chills,  and 
thrombophlebitis.  There  is  no  evidence  of  fat 
coalescence  or  embolization  and  no  record 
of  an  anaphylactic  response. “ 

At  present  Intralipid  is  an  investigative 
drug  which  cannot  be  used  without  FDA  ap- 
proval. It  may  well  be  that  in  the  next  sev- 
eral years,  following  completion  of  clinical 
tests,  that  this  kind  of  parenteral  nutrition 
will  be  used  preferentially.  Until  such  time, 
this  drug  has  as  its  paramount  indication 
those  instances  in  which  there  is  exhaustion 
of  central  vein  sites  in  patients  undergoing 
standard  hypertonic  glucose  hyperalimenta- 
tion such  as  in  the  second  case  report.  Prob- 
lems with  recurrent  sepsis  related  to  this  pa- 
tient’s primary  disease  required  premature 
removal  of  her  central  venous  catheters  so 
that  within  two  months  there  was  no  longer 
access  to  the  central  venous  systems.  Further- 
more, because  of  the  massive  intestinal  re- 
section carried  out  after  birth  it  was  known 
that  a prolonged  period  of  parenteral  support 
was  necessary  before  adequate  intestinal 
adaptation  woiold  occur.  In  fact,  this  lipid 
emulsion  was  required  over  an  additional 
three-month  period  before  normal  enteral 
alimentation  was  feasible.  The  baby  would 
have  undoubtedly  starved  to  death  without 
the  availability  of  this  kind  of  special  sup- 
port. 
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Conclusions 


Recent  innovations  in  the  application  of 
total  parenteral  alimentation  have  made  pos- 
sible extension  of  this  kind  of  therapy  to  new 
areas  of  supportive  care  in  the  neonate.  In- 
fants requiring  major  surgery  who  are  in 
critical  nutritional  status  should  not  have  op- 
erative procedures  until  positive  caloric  and 


nitrogen  balance  are  achieved.  Exhaustion  of 
access  sites  to  the  central  venous  system  is 
the  prime  indication  for  use  of  a fat  emul- 
sion that  is  isotonic  and,  therefore,  may  be 
administered  via  peripheral  vein.  If  the  lov/ 
rate  of  complications  of  Intralipid  reported 
thus  far  are  confirmed  in  other  series,  intra- 
venous fats  may  prove  to  be  preferential  to 
glucose  in  parenteral  alimentation.  • 
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Mental  improvement  after 
cataract  extraction 


Ernest  H.  Christman,  MD,  Albuquerque,  IS.M., 
and  Benedetto  Macaluso,  MD,  Las  Vegas,  N.M. 


Diminution  in  vision  can  be  extremely  de- 
pressing, as  attested  by  reports  and  observa- 
tion of  both  colleagues  and  patients.  That  the 
loss  of  functional  sight  can  lead  to  the  de- 
terioration of  institutionalized  elderly  seems 
to  be  generaUy  overlooked.  A previous  com- 
munication from  Riverview,  home  for  the  in- 
digent aged  in  Philadelphia,  emphasized  the 
improvement  in  selected  patients.^  This  paper 
is  an  initial  report  of  a study  at  the  New 
Mexico  State  Hospital  and  its  affiliated  ex- 
tended care  facility,  the  Meadows  Nursing 
Home,  in  Las  Vegas,  N.M.  These  institutions 
take  society’s  cast-offs,  many  of  them  suffer- 
ing from  mental  defects  as  well  as  psychia- 
tric problems. 

CASE  REPORTS 

Case  1:  A white  female  was  admitted  to  the 
New  Mexico  State  Hospital  in  Jime,  1968,  at  age 
62  years.  Her  diagnoses  were  depressive  reaction, 
organic  brain  syndrome,  generalized  weakness, 
and  bilateral  cataracts.  The  admission  VDRL  was 
reactive,  and  she  was  given  a course  of  penicillin. 
There  had  been  previous  admissions  to  mental  in- 
stitutions with  diagnosis  of  “depressive  reactions” 
or  “inadequate  personality”.  The  family  had  not 
noticed  that  she  had  difficulty  in  seeing  prior  to 
about  1967. 

In  August,  1969,  she  was  transferred  to  the  ex- 
tended care  facility  at  the  Meadows  Nixrsing 
Home.  She  needed  total  care,  including  feeding, 
dressing  and  escort  to  the  toilet.  She  complained 
incessantly  about  her  gastrointestinal  function, 
and  spent  her  time  in  a wheel  chair,  holding  her 
head  in  her  arms,  looking  vacant. 


She  was  seen  in  March  1970  by  an  ophthal- 
mologist, and  cataract  extraction  was  recom- 
mended. This  was  not  done  because  of  adminis- 
tration policy  at  that  time.  However,  the  cataracts 
were  removed  in  October,  1972,  both  in  one  hos- 
pital admission.  Glasses  were  given  in  the  im- 
mediate post-operative  period,  and  she  was  back 
at  the  Meadows  Home  within  ten  days.  She 
walked,  fed  and  groomed  herself,  and  happily 
recognized  others.  Because  of  the  extent  of  her 
improvement,  she  no  longer  qualified  for  ex- 
tended care  facilities,  and  she  was  discharged  to 
a boarding  home  with  enthusiastic  consent  of  her 
husband. 

This  result  was  most  encouraging  to  the 
staff.  The  economic  impact  alone  cannot  be 
denied,  as  it  takes  considerably  more  time 
and  personnel  to  maintain  a helpless  person 
compared  to  someone  capable  of  a measure 
of  self-help. 

Much  of  the  objection  to  cataract  surgery 
lies  in  either  ignorance  of  the  modern  op- 
eration, or  out  of  date  information  concern- 
ing the  visual  rehabilitation.  There  is  no 
medical  contra-indication  to  eye  surgery  if 
it  can  be  done  under  local  anesthesia.  Ninety- 
nine  per  cent  of  the  cataract  operations  by 
the  senior  author  are  done  in  this  manner. 
Medical  problems,  such  as  overt  heart  failure, 
out  of  control  diabetes,  etc.,  should  be  stabil- 
ized, as  for  any  surgical  procedure.  Pre- 
operative medication  is  chloral  hydrate, 
atropine,  and  demerol,  the  demerol  being 
omitted  in  the  more  fragile  patients.  Xylo- 
caine,  2%,  is  used  for  anesthesia  and  akinesia 
of  the  eye  and  eyelid.  Should  the  patient  be- 
come unruly,  intravenous  Valium,  usually 
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5 mgm,  has  been  satisfactory  in  even  the 
most  confused,  hyperactive  patients. 

Much  of  the  improved  success  of  cataract 
surgery  can  be  attributed  to  enzymes  that 
loosen  the  attachments  of  the  cataract  with 
the  rest  of  the  eye,  the  freezing  forceps  that 
permit  secure  grasp  on  even  the  most  fragile 
cataract,  and  the  newer  suture  material.  Ab- 
sorbable sutures  are  preferred,  because  these 
individuals  seldom  cooperate  for  suture  re- 
moval. About  twice  the  number  of  sutures 
is  employed,  to  guard  against  damage  to  the 
eye  should  a confused  patient  rub  it. 

Many  patients  will  refuse  eye  drops  post- 
operatively.  Anticipating  this,  a portion  of 
the  iris  is  removed  superiorly,  giving  the 
pupil  a keyhole  appearance,  and  this  pro- 
cedure usually  prevents  complications  such 
as  glaucoma  and  adhesions,  should  drops  be 
refused.  In  more  trustworthy  patients,  the 
pupil  is  left  in  its  normal,  round  condition, 
and  a small  hole  made  in  the  edge  of  the 
iris,  to  allow  fluid  circulation. 

Patients  are  ambulated  the  day  after  op- 
eration, to  help  prevent  problems  such  as  bed 
sores,  fecal  impaction,  pulmonary  emboli,  and 
atelectasis.  They  are  given  their  previbus 
glasses  for  the  unoperated  eye,  or  given  a 
special  metal  protective  shield  with  a lens  in 
the  center  (Souders  shield) . In  many  pa-  ^ 
tients  the  calming  effect  of  vision  is  dra- 
matic. Should  they  try  to  poke  at  the  eye, 
elbow  casts  are  used  for  a day  or  two,  when 
such  desires  usually  disappear.  In  trust- 
worthy patients,  a special  temporary  pair  of 
glasses  is  given,  which  they  wear  all  the  time, 
even  while  sleeping.  No  bandages  are  used, 
as  the  frame  is  designed  to  protect  the  eye. 

The  only  contraindications  to  cataract 
surgery  relate  to  the  eye  itself.  An  eye  that 
did  not  see  well  before  developing  a cataract 
will  not  see  any  better  after  such  a cataract 
is  removed.  Not  all  visual  loss  is  due  to  cat- 
aracts. Complete,  competent  ophthalmologic 
evaluation  is  essential  before  consideration 
of  surgery,  and  even  then  there  is  consider- 
able unpredictability.  If  the  pupil  does  con- 
strict to  a bright  light  directed  into  the  eye, 
then  there  is  at  least  some  function  of  the 
retina.  The  pupil  should  be  dilated,  and  an 
ophthalmoscope  used.  If  the  doctor  can’t  see 


in,  that  patient  can’t  see  out,  and  some  or  all 
of  the  visual  loss  is  due  to  the  intervening 
cataract. 

Case  2:  A 69-year-old  female  was  admitted  to 
the  Meadows  Home  in  1966.  She  was  a placement 
problem,  having  had  a right  above-the-knee  am- 
putation secondary  to  peripheral  vascular  disease, 
and  a left  hip  fracture  that  had  required  a hip 
pinning.  She  had  a dense  cataract  in  the  right 
eye,  with  a mild  cataract  in  the  left  eye.  The  left 
cataract  worsened,  and  she  went  from  a quiet, 
mild  mannered  person  who  was  an  avid  reader 
to  a nervous,  apprehensive  individual  who  read 
less  and  less.  She  showed  signs  of  a deepening 
withdrawal,  even  refusing  cooperation  with  the 
physical  therapists. 

In  May,  1972,  the  dense  cataract  in  the  right 
eye  was  removed,  with  an  excellent  result.  She 
now  can  read  with  that  eye.  She  cooperates  with 
others,  as  previously.  Her  left  eye  gives  sufficient 
vision  for  navigation  from  her  wheel  chair.  She 
is  no  longer  withdrawn  into  herself. 

Comment:  This  patient  had,  on  admission,  a 
cataract  in  only  one  eye.  Generally,  people  do  well 
with  only  one  “good  eye”.  In  such  persons,  cat- 
aracts need  be  removed  only  if  they  get  too  ma- 
ture and  threaten  such  conditions  as  glaucoma 
and  iritis.  In  her  case,  the  “good  eye”  had  so  de- 
teriorated that  she  could  not  read,  her  major 
pastime.  The  more  advanced  cataract,  in  the  other 
eye,  was  removed,  to  give  her  reading  vision,  and 
her  “better  eye”  was  not  operated.  Why?  Glasses 
given  after  cataract  surgery  produce  magnifica- 
tion of  about  30  per  cent  and  considerable  distor- 
tion as  compared  to  an  unoperated,  seeing  eye. 
This  causes  hardship  in  getting  re-oriented,  es- 
pecially to  someone  confined  to  a wheel  chair.  If 
both  cataracts  are  sufficiently  advanced,  and  are 
removed  during  the  same  hospitalization,  from 
three  to  seven  days  apart,  there  will  be  a quick 
adaptation  to  this  magnification,  as  it  is  the  same 
in  eaich  eye.  In  this  patient,  there  was  sufficient 
vision  in  her  left  eye  to  get  around,  and  operation 
was  not  yet  needed.  Her  glasses  were  adjusted  so 
that  the  right  eye  was  for  reading  only  (the  mag- 
nification after  cataract  extraction  was  a help), 
.and  the  left  eye  was  for  getting  around,  there 
being  no  distortion  of  size  and  space.  This  is  a 
common  practice  in  the  elderly  patient. 

Case  3:  A 64-year-old  woman  was  admitted  to 
the  Meadows  Home  in  May,  1972,  with  diagnosis 
of  senile  dementia  and  blindness.  She  had  been 
a patient  at  the  New  Mexico  State  Hospital  since 
1946.  She  was  totally  dependent,  and  had  to  be 
led  everywhere.  After  cataract  surgery,  she  be- 
came a different  person.  She  not  only  attended 
to  her  own  needs,  but  became  helpful  in  calling 
the  attendants  for  the  needs  of  other  patients.  She 
has  since  been  transferred  to  another  nursing  fa- 
cility, making  a bed  available  for  someone  need- 
ing extended  facility  care. 
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Case  4:  A female  born  in  1908  had  been  in  and 
out  of  the  New  Mexico  State  Hospital  since  1944, 
carrying  such  diagnoses  as  mental  retardation, 
confusion,  inappropriate  behavior  (walking  the 
streets  nude),  and  diabetes  mellitus.  She  was  ad- 
mitted to  Meadows  because  of  the  need  for  in- 
creased care. 

Because  of  the  maturity  of  her  cataracts,  it 
was  felt  operation  was  needed  to  at  least  prevent 
an  attack  of  glaucoma.  Medicaid  regulations  al- 
lowed the  removal  of  only  one  cataract.  After  this 
operation  this  patient  became  capable  of  consid- 
erable self-care.  Her  insulin  requirements  went 
from  30  to  20  units  a day,  and  she  is  being  placed 
on  diet  and  an  oral  hypoglycemic  agent,  making 
care  for  her  much  easier. 


Conclusion 

Visual  deterioration  may  have  a profound 
effect  on  the  patient,  contributing  to  deteri- 
oration of  mentality  and  change  of  person- 
ality. 

The  modem  cataract  operation  is  a pro- 
cedure that  is  neither  life  threatening  nor 
requiring  of  long  rehabilitation  and  is  about 
95  per  cent  successful. 

Every  older  patient  deserves  a routine 
ophthalmoscopic  evaluation,  especially  those 
who  live  in  institutions  apart  from  the  stabil- 
izing influences  of  home  and  community.  • 
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Intramural  duodenal  hematoma 

Presenting  as  an  abdominal  mass 


Merlin  G.  Otteman,  MD,  James  K.  Wise,  MD, 
and  Stanley  W.  Henson,  Jr.,  MD,  Fort  Collins,  Colorado 


Intramural  duodenal  hematoma  is  an  entity 
traditionally  presenting  after  blunt  abdom- 
inal trauma.^  Because  of  the  retroperitoneal 
location  of  the  duodenum,  physical  findings 
with  duodenal  trauma  are  often  lacking.  The 
finding  of  an  upper  abdominal  mass  48  hours 
after  blunt  abdominal  trauma  associated  in 
an  intramural  duodenal  hematoma  is  de- 
scribed below. 

CASE  REPORT 

A 26-month-old  girl  fell  on  a two  pound  cof- 
fee can  striking  her  upper  abdomen,  48  hours 
prior  to  admission.  Initially  she  developed  abdom- 
inal pain  and  six  hours  after  the  injury  she  vom- 
ited. The  patient  was  seen  in  the  emergency  room 


the  night  after  trauma.  Flat  plate  was  normal  and 
physical  findings  were  minimal.  She  was  allowed 
to  go  home  and  returned  to  the  emergency  room 
of  the  hospital  20  hours  later,  shocky  and  lethar- 
gic. 

Physical  examination  on  admission  revealed  a 
flat  abdomen  with  a 5 cm.  movable  mass,  slightly 
tender,  in  the  left  upper  abdomen.  There  was  a 
faint  abrrasion  of  the  skin  near  the  mass.  Bowel 
sounds  were  hypoactive. 

The  patient  was  hydrated  with  intravenous 
fluids  and  plasma.  Hemoglobin  was  10  grams  after 
hydration  and  she  was  given  300  cc.  of  whole  blood. 
Her  condition  rapidly  improved  and  she  main- 
tained bowel  sounds  and  minimal  abdominal  ten- 
derness. Serum  amylase  was  2350  Amylochrome 
dye  imits/100  ml  (normal  45-200  dye  units/100 
ml).  Upper  gastrointestinal  examination  revealed 
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complete  obstruction  of  the  first  part  of  the  duo- 
denum. Intramural  duodenal  hematoma  was  sus- 
pected but  because  of  the  markedly  elevated  amy- 
lase and  the  abdominal  mass,  surgical  exploration 
was  done. 

At  celiotomy  a large  intramural  hematoma  ex- 
tending from  the  first  part  of  the  duodenum 
around  past  the  ligament  of  Treitz  was  demon- 
strated. The  abdominal  mass  was  the  hematoma 
extending  into  the  first  ten  centimeters  of  the  je- 
junum and  presenting  anteriorly  as  the  movable 
mass.  Drainage  of  the  hematoma  with  Penrose 
and  sump  drains  was  done.  No  other  injuries  were 
noted  except  some  saponification  over  the  pan- 
crease  indicating  pancreatitis. 

Postoperatively  she  did  well.  The  serum  amy- 
lase was  normal  on  the  second  postoperative  day. 
She  was  started  on  liquids  on  the  fourth  post- 


operative day  and  discharged  from  the  hospital 
on  the  sixth  postoperative  day.  She  has  remained 
well  in  the  followup  period. 

Comment 

The  presentation  of  an  abdominal  mass 
following  blunt  abdominal  trauma  requires 
careful  evaluation.  Stone^  describes  two  cases 
associated  with  pancreatic  trauma  and  pseu- 
docysts presenting  with  abdominal  masses. 
The  associated  complete  duodenal  obstruction 
and  elevated  amylase  prompted  operation  in 
this  case.  The  gratifying  response  to  hema- 
toma drainage  supports  the  surgical  approach 
to  this  condition.  • 
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Regional  genetic  counseling* 

V 

In  local  health  care 


V incent  M.  Riccardi,  MD,  and  .4rthur  Robinson.  MD,  Denver 


A regional  approach  to  patient  care 
through  genetic  counseling  affects 
families  directly  and  provides  a basis  for 
long-term  prevention  of  genetic  disorders. 


Genetic  and  congenital  disorders  represent 
acute  and  chronic  health  problems  that  are 
potentially  preventable.  Genetic  counseling 
for  affected  families  can  lead  both  to  the  pre- 
vention of  recurrences  among  future  off- 
spring, as  well  as  to  enhanced  management  of 
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afflicted  individuals.  But,  specialized  knowl- 
edge and  technics  often  required  for  such 
counseling  have  tended  to  restrict  genetic 
counselors  to  larger  medical  centers.  To  over- 
come that  restriction  and  so  provide  genetic 
counseling  as  a routine  part  of  local  health 
care,  the  Colorado-Wyoming  Regional  Ge- 
netic Counseling  Program  (CW-RGCP)  was 
established.  As  a result,  hundreds  of  fam- 
ilies have  benefited  directly  and  a means  for 
minimizing  the  frequency  of  genetic  dis- 
orders has  been  established. 

The  CW  -RGCP 

As  part  of  the  Genetics  Unit  of  the  Uni- 
versity of  Colorado  Medical  Center,  the  Colo- 
rado-Wyoming Regional  Genetic  Counseling 
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Program  began  providing  its  services  to  the 
Rocky  Mountain  region  in  January  1973.  A 
triple  approach  for  involvement  in  local 
health  care  was  implemented;  (1)  The  pro- 
vision of  genetic  counseling  within  local  com- 
munities; (2)  Training  and  education  of 
local  health  professionals  in  human  genetics; 
and  (3)  Education  of  the  general  public  as 
to  the  need  for  and  availability  of  genetic 
counseling.  In  this  way  we  have  become  reg- 
ularly available  as  consultants  and  teachers 
to  many  local  communities. 

Currently,  five  clinics  are  held  monthly: 
Casper  and  Cheyenne,  Wyoming,  and  Colo- 
rado Springs,  Grand  Junction  and  Pueblo, 
Colorado.  Three  clinics  are  held  every  other 
month:  Fremont  County,  Wyoming;  Cortez 
and  Durango,  Colorado.  From  its  inception 
through  30  June  1974  a total  of  77  clinics 
were  held  throughout  the  two-state  area. 
During  those  clinics  456  family  visits  were 
provided  to  325  individual  families.  Consid- 
ering an  average  of  five  individuals  per  fam- 
ily we  thus  were  directly  or  indirectly  in- 
volved in  the  health  concerns  of  no  less  than 
1,625  persons  during  that  18  month  period. 
This  is  in  accord  with  the  Program’s  major 
purpose — to  provide  local  health  care  through 
genetic  counseling  to  as  many  individuals 
and  families  as  possible.  We  have  pursued 
this  goal  with  the  conviction  that  the  routine 
availability  of  these  services  over  widespread 
areas  would  significantly  decrease  the  mor- 
bidity and  mortality  resulting  from  genetic 
disorders. 

The  basis  for  referral  to  the  Genetic  Coun- 
seling Clinic  is  the  query  “Will  it  happen 
again?”  Through  genetic  counseling  infor- 
mation is  provided  which  will  answer  this 
question  and  allow  the  family  to  make  ra- 
tional decisions  about  plans  for  future  chil- 
dren. Because  accurate  counseling  is  closely 
related  to  accurate  diagnosis  particular  ef- 
forts are  made  to  ensure  that  the  diagnosis 
is  correct.  This  in  turn  usually  clarifies  the 
prognosis  for  affected  individuals,  and  spe- 
cific modes  of  treatment  and  management 
considerations  often  become  apparent.  There 
are  thus  many  ways  by  which  genetic  coun- 
seling can  assist  the  affected  family  and 
their  physician.  More  than  two-thirds  of  pa- 
tients referred  to  RGCP  clinics  actually  have 


TABLE  1 


Diagnostic  Classification  of  Patients  Referred 
to  RGCP  clinics,  with  Assigned  Recurrence  Risks 


Recurrence  Risk 

C 1 ass i f i cat i on 

Patients 
% (No.) 

Genet i c 

(186) 

-Chromosomal 

12.3%  { 33) 

Def i n i te , def i ned 

-Single  gene 

39.9%  (107) 

-Polygen  1 c 

17.2%  ( Ab) 

Equ i voca 1 

Probably  genetic 

2.6%  ( 7) 

Genetics  uncertain 

6.0%  ( 16) 

Deve 1 opmenta 1 

,16.1)%  { 1)1)) 

No  increase 

Env i ronmenta 1 

1.1%  { 3) 

Other,  non-genetic 

9.5%  ( 12) 

100.0%  (268) 

genetic  disorders  (Table  1).  This  means  that 
their  recurrence  likelihoods  were  definite 
and  defined,  providing  a basis  for  their  pre- 
vention. The  actual  mode  of  prevention 
would  depend  on  the  magnitude  of  the  re- 
currence risk,  the  severity  of  the  disorder, 
and  whether  it  could  be  detected  by  various 
screening  tests,  including  amniocentesis  for 
prenatal  diagnosis. 

The  more  common  specific  genetic  dis- 
orders seen  among  our  first  268  patients  in- 
clude the  following;  (1)  Chromosomal  dis- 
orders: Down’s  syndrome  (mongolism),  20; 
Klinefelter’s  syndrome  (47,XXY),  2;  Turn- 
er’s syndrome  (45,X),  2.  (2)  Single  gene  dis- 
orders: Hemoglobinopathies,  9 (including  7 
cases  of  sickle  cell  anemia  or  trait) ; neuro- 
fibromatosis, 8;  muscular  dystrophy,  6;  cystic 
fibrosis,  4;  phenylketonuria,  2;  hemophilia,  2. 
(3)  Polygenic  disorders:  Cleft  lip  and/or  pal- 
ate, 18;  congenital  heart  disease,  14;  myelo- 
meningocele/anencephaly,  8;  club  foot,  4. 
Other  relatively  frequent  disorders  or  abnor- 
malities which  are  often,  if  not  always, 
genetic  in  origin  included  deafness,  hydro- 
cephaly, diabetes  mellitus,  nonspecific  men- 
tal retardation,  epilepsy,  various  chondrodys- 
trophies and  many  neurologic  disorders. 
About  15  per  cent  of  referrals  were  develop- 
mental anomalies  without  known  etiologies. 

Somewhat  more  than  half  of  the  patients 
are  referred  by  physicians.  About  another 
third  are  referred  by  Public  Health  Nurses 
in  cooperation  with  the  families’  physicians. 
The  remainder  are  mainly  self-referrals.  It  is 
important  to  note  that  the  clinics  have  pro- 
vided genetic  counseling  to  patients  who 
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probably  otherwise  would  not  have  been 
served.  That  is,  we  have  not  merely  displaced 
referrals  to  the  Denver  UCMC  Genetic  Coun- 
seling Clinic;  the  patients  seen  in  RGCP  clin- 
ics are  additional.  Together,  both  clinics  pro- 
vide services  to  more  than  four  hundred 
affected  families  each  year. 

Professional  training  programs  aimed  at 
physicians  or  nurses  have  been  provided  in 
each  local  community.  For  physicians  we 
have  mainly  utilized  lectures  at  medical  so- 
ciety meetings  and  hospital  staff  meetings. 
When  possible,  more  comprehensive  formal 
courses  in  clinical  genetics  are  provided.  The 
purpose  of  these  efforts  is  to  enhance  the 
physicians’  appreciation  of  genetic  principles 
and  understanding  of  specific  disorders  so  as 
to  increase  his  diagnostic  awareness  and  en- 
hance his  ability  to  manage  such  patients. 
This  indeed  is  being  accomplished  as  wit- 
nessed by  increasing  numbers  of  referrals 
and  increased  interaction  with  locaT  physi- 
cians in  patient  care.  For  nurses,  especially 
Public  Health  Nurses,  3-5  in-service  lectures 
and  seminars  are  provided  monthly.  For 
more  intensive  training  periodic  2-3  day 
workshops  are  provided  and  selected  Ptiblic 
Health  Nurses  are  brought  to  UCMC  for  spe- 
cific tutoring.  The  purpose  of  the  Public 
Health  Nurses  training  program  has  been  to 
increase  their  ability  to  refer  patients,  par- 
ticipate in  data  collection,  (e.g.,  by  obtaining 
family  histories  and  pedigree  construction) 
and  provide  much-needed  followup. 

Education  of  the  general  public  has  been 
undertaken  with  two  principal  goals;  (1)  To 
make  the  need  for  and  availability  of  genetic 
counseling  a matter  of  common  knowledge; 
and  (2)  to  increase  the  general  level  of  un- 
derstanding of  human  genetics  to  enhance 
the  usefulness  of  genetic  counseling  if  it  be 
needed.  In  working  toward  these  goals  we 


haye  utilized  lectures  to  students  and  serv- 
ice groups,  articles  in  newspapers  and  maga- 
zines, and  programs  on  television  and  radio. 
Increasing  efforts  are  being  made  in  this  ap- 
proach of  the  program. 

Funding  for  the  CW-RGCP  has  been  pro- 
vided by  the  Kaiser  Family  Foundation,  The 
National  Foundation-March  of  Dimes,  and 
the  Colorado-Wyoming  Regional  Medical  Pro- 
gram. For  this  reason  there  is  no  direct  cost 
to  patients  and  health  professionals  for  the 
genetic  counseling  or  training  programs,  al- 
though occasionally  there  are  laboratory 
fees.  However,  there  are  contributions  from 
each  community,  including  places  for  the 
training  efforts  and  clinics,  a physician  who 
serves  as  a local  resource  person,  someone  to 
schedule  and  coordinate  appointments,  and 
participation  of  Public  Health  Nurses.  Long- 
term benefits  to  the  patients  and  the  com- 
munities are  substantial.  In  particular,  for 
those  genetic  disorders  whose  management 
would  be  a public  expense  there  could  be 
considerable  savings  for  the  community  or 
state,  as  well  as  for  the  individual  families. 
For  example,  by  preventing  the  birth  of  one 
patient  with  Down’s  syndrome  the  savings 
to  the  supporting  institution  would  be  about 
$150,000  (i.e.,  $5,000  per  year  over  an  average 
30-year  life  span.)  And  Down’s  syndrome  is 
only  one  of  many  genetic  tragedies  that  can 
be  prevented  through  genetic  counseling. 

Sitmmary 

The  Colorado-Wyoming  Regional  Genetic 
Counseling  Program  is  described.  The  under- 
lying need  for  this  Program,  the  historical 
development,  and  the  actual  impact  on  health 
care  are  discussed.  This  program  provides 
genetic  counseling  as  a routine  part  of  local 
health  care.  A list  of  the  clinics,  the  days  they 
are  held,  their  addresses  and  local  coordinat- 
ors will  be  supplied  upon  request.  • 
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Medical  hypnosis  versus 
symptom  removal 


Wayne  E.  Stevens,  MD,  Colorado  Springs 


Although  hypnosis  is  a recognized  medical 
specialty,  not  many  physicians  know  much 
about  it.  Here  is  an  explanation  by  a 
practitioner  and  enthusiast. 


Historically,  organized  medicine  has  been 
resistant  to  change.  Since  the  time  of  the 
Egyptians,  in  the  scientific  practice  of  medi- 
cine and  surgery  there  has  been  reluctance  to 
accept  new  ideas.  Prior  to  the  advent  of 
anesthetics  in  surgery  and  prior  to  discovery 
of  sulfa  drugs  in  1937,  and  of  penicillin  in 
1939,  the  primary  practice  of  medicine  had 
been  one  of  symptom  removal.  Treatment 
was  directed  toward  symptoms,  not  the  un- 
derlying cause. 

To  treat  the  cause  of  disease  is  most  im- 
p>ortant  whether  it  be  physical,  mental,  or 
emotional.  The  practice  of  surgery  is  directed 
at  the  cause.  In  psychiatry  or  internal  medi- 
cine, the  approach  to  a problem  is  still  many 
times  directed  at  the  symptoms.  Until  re- 
cently the  treatment  of  acute  coronary 
occlusion  was  primarily  symptomatic  relief 
of  pain.  The  treatment  of  gastrointestinal 
diseases  is  primarily  treatment  of  symptoms. 
There  is  a tendency  for  all  physicians  to  state 
they  are  treating  an  ulcer  in  the  patient. 


when  they  are  only  treating  the  symptoms  of 
pain,  over-acidity,  spasm,  discomfort,  nausea, 
vomiting,  and  diarrhea.  Psychotherapy 
practiced  by  many  psychiatrists  in  the  over- 
worked condition  of  an  active  practice  is 
often  prescribing  of  tranquilizers,  which 
relieve  the  symptoms.  A sedative  is  used 
to  quiet  the  patient  or  an  antidepressant 
or  stimulant  drug  is  used  to  relieve  the 
symptoms  of  depression.  Only  the  psycho- 
analyst searches  out  the  cause  or  diseased 
thought  process. 

Medical  hypnosis  is  a science  of  the  mind 
and  the  brain.  The  brain  is  composed  of  nine 
billion  nervons,  interlocking  as  one  to  one, 
one  to  ten,  or  one  to  one  hundred,  with  all  the 
other  nerves  in  the  brain,  spinal  cord,  and 
peripheral  nerves.  Medical  hypnosis  is  be- 
coming that  field  of  the  future  which  deals 
both  with  the  rapid  analysis  and  electronic 
methods  in  treatment.  Medical  hypnosis  re- 
quires complete  psychologic  evaluation  of 
the  patient  and  analysis  of  this  patient’s 
problems  along  with  the  establishment  of 
rapport  with  the  patient.  The  deep  analysis 
of  environmental  influences  and  a patient’s 
reaction  to  these  influences  must  uncover 
the  cause  of  the  problem.  By  reprogramming 
the  patient’s  subconscious  computer  or  sub- 
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conscious  mind,  a reduction  of  the  control 
effect  of  the  critical  protective  and  thinking 
part  of  his  conscious  mind  can  be  accom- 
plished. By  realization  and  removal  of  an 
emotional  condition  in  his  past,  a patient  can 
be  relieved  and  the  entire  remaining  treat- 
ment of  this  patient  be  one  of  reconditioning 
or  re-education,  rehabilitation,  and  reinforce- 
ment. 

Medical  hypnosis  follows  the  rule  of  five 
R’s. 

1.  The  first  condition  is  Relaxation.  Relaxation 
is  established  in  the  patient  by  the  profound  con- 
centration of  the  mind.  Disassociative  reaction  can 
be  produced  between  the  conscious  and  the  sub- 
conscious mind  as  well  as  from  the  subconscious 
mind  to  the  externalized  physical  body  which 
transports  the  mind  and  brain.  Hypnosis  is  a con- 
dition of  relaxation. 

2.  The  second  condition  has  to  do  with  Realiza- 
tion. The  patient  will  realize  the  underlying  cause 
of  his  condition  under  hypnosis.  If  it  is  the  cause, 
he  will  confirm  this  and  show  physical,  eipotional, 
and  verbal  relief.  The  patient  may  not  remember 
on  awakening  from  a trance  the  condition  or  emo- 
tion at  that  time.  Later  when  the  cause  is  com- 
patible between  the  conscious  and  subconscious 
mind  the  patient  may  remember  it. 

3.  The  third  condition  is  a Re-education  process 
under  hypnosis.  It  is  imperative  to  re-educate  the 
patient’s  mind  to  make  a mature  decision  on  the 
past  event  and  emotion  with  a mature  mind.  He 
will  usually  acknowledge  his  total  acceptance  gt 
that  time.  He  may  or  may  not  acknowledge  or 
accept  this  when  he  awakens  from  the  hypnotic 
trance.  Definite  and  positive  suggestions  will  be 
fully  and  completely  accepted  by  the  subconscious 
mind  as  well  as  the  conscious  mind. 

4.  The  fourth  condition  is  Rehabilitation.  The 
patient  is  helped  to  re-establish  a change  in  habits 
and  habit  patterns  that  were  operational  in  the 
past.  Maintenance  of  a positive  approach  to  him- 
self and  his  mental  image  and  motivation  is  ac- 
complished through  guidance  suggestion. 

5.  The  fifth  condition  is  Reinforcement — over 
and  over  again.  All  the  preceding  four  steps  are 
utilized  and  then  repetitive  personal,  beneficial, 
helpful,  positive  suggestions  are  used  as  the  pa- 
tient visits  are  extended  out  from  weekly  to  six 
month  intervals. 

In  contrast  to  the  practice  of  conventional 
psychiatry,  the  practice  of  medical  hypnosis 
steps  from  the  present  into  the  future.  By 
use  of  computerized,  electronic,  and  repeti- 
tive tapes  we  can  reinforce,  reinforce,  and 
reinforce  the  patient  and  the  patient’s  mind 
to  a complete  and  new  mode  of  thinking.  This 


is  done  with  his  subconscious  approval  with- 
out violating  his  moral  foundation.  This  is 
not  to  be  misinterpreted  as  brain  washing. 
Brain  washing  is  a method  whereby  the  po- 
litical or  educational  or  opinionated  ideas  of 
the  patient  are  completely  changed  against 
his  will.  Relaxation,  realization,  and  re-educa- 
tion are  individualized  for  each  patient  and 
must  be  acceptable  to  the  subconscious  mind 
for  each  individual.  Rehabilitation  and  re- 
inforcing is  then  totally  and  completely  ac- 
cepted. 

Medical  hypnosis  treats  the  patient  for 
complete  and  total  removal  of  the  initiating 
cause  of  the  illness,  rather  than  merely  re- 
moving the  symptoms.  Medical  hypnosis  in 
many  respects  can  be  equated  to  the  surgeon 
or  neurosurgeon,  in  contrast  to  the  psychia- 
trist. Medical  hypnosis  rapidly  introduces  to 
the  mind  positive  suggestions  and  removes 
diseased  thoughts,  thoughts  that  presented 
to  the  individual,  at  a young  age,  involving 
a reaction  to  an  incident,  event,  or  the  emo- 
tion attached  to  that  event,  which  were 
blocked,  hidden,  suppressed,  or  repressed 
into  the  deepest  parts  of  the  subconscious 
mind.  Medical  hypnosis  is  a rapid  means  of 
analysis  and  treatment  of  emotional  disorders 
by  recalling  the  emotional  incident  that  pro- 
duced the  problem  and  removing  the  emo- 
tional fear,  anxiety,  and  guilt. 

It  is  understood  that  this  is  a progressive 
idea  to  the  conventional  practice  of  psychia- 
try and  medicine.  Every  new  step  in  the 
practice  of  medicine  has  been  made  with 
hesitancy,  delay,  and  resistance.  Dr.  Ignaz 
Philipp  Semmelweis  (1818-1865),  bacteriol- 
ogist, met  with  fierce  opposition  to  his  belief 
that  a surgeon  .should  wash  his  hands  be- 
tween an  autopsy  and  operation  or  delivery 
of  a baby.  Psychiatrists  in  the  same  way  con- 
demned Freud  and  rejected  him  and  his  ideas 
completely,  and  he  also  was  a heretic  in  his 
time.  Present  day  psychiatry  must  look  into 
the  future  for  a means  of  rapidly  treating 
emotional  diseases.  Medical  hypnosis,  like 
every  new  field,  must  be  explored  and 
evaluated.  It  is  important  to  cure  the  patient 
by  treating  the  original  cause  rather  than  to 
treat  by  symptom  removal.  • 
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Acute  respiratory  insufficiency 


Treated  with  extracorporeal  oxygenation 


Edward  B.  Liddle,  MD,  Gene  H.  Moore,  MD, 
and  W.  D.  Corley,  MD,  Colorado  Springs* 


The  development  of  the  membrane  oxy- 
genator has  permitted  prolonged  extracor- 
poreal oxygenation  for  acute  respiratory  in- 
sufficiency. Thus  far,  only  fifteen  cases  of 
long  term  survival  following  use  of  this 
method  are  known.*  The  criteria  for  patient 
selection  are  described  by  Hill,  et  al.^*'’ 

The  present  patient  had  clinical  and  x-ray 
evidence  of  what  has  been  described  as  shock 
limg  or  adult  hyaline  membrane  disease.'*  She 
was  managed  in  a community  hospital  which 
has  facilities  for  open-heart  surgery,  utiliz- 
ing locally  available  professional  and  tech- 
nical support.  Long-term  survival  was 
achieved. 


CASE  REPORT 

A 29-year-old  Caucasian  housewife  was  ad- 
mitted to  Penrose  Hospital  because  of  24  hours 
of  acute  upper  abdominal  pain  accompanied  by 
nausea  and  vomiting.  For  several  weeks  she  had 
episodes  of  abdominal  pain  and  vomiting  imdi- 
gested  food. 

Seven  months  previously  the  patient  had  a 
subtotal  gastric  resection  with  Billroth  1 gastro- 
duodenal anastomosis  for  a chronic  gastric  ulcer. 
Three  months  later  she  was  hospitalized  for 

•Dr.  Liddle  is  in  the  Department  of  Surgery,  Dr.  Moore 
is  in  the  Department  of  Pathology,  and  Dr.  Corley  is  in 
the  Department  of  Anesthesiology,  Penrose  Hospital,  Colo- 
rado Springs,  Colorado.  Address  requests  for  reprints  to 
Dr.  Moore. 


drainage  of  an  abdominal  wall  abscess,  which  sub- 
sequently healed.  She  was  a one  pack  a day  cig- 
arette smoker  but  denied  respiratory  symptoms. 

Physical  examination  showed  normal  vital 
signs.  The  chest  showed  scattered  rhonchi.  The 
heart  was  normal.  There  was  deep  tenderness  in 
the  epigastrium  and  hypoactive  bowel  sounds. 

Admission  white  blood  count  was  13,3000  with 
a left  shift  in  the  differential.  Hemoglobin  and 
hematocrit  were  11.6  grams%  and  35%.  Urinalysis 
demonstrated  1 + protein  and  a trace  of  ketone. 
Serum  and  urine  amylase  was  normal.  Chest 
roentgenograms  were  normal,  and  plain  films  of 
the  abdomen  showed  mild  distention  of  the  trans- 
verse colon. 

Admission  clinical  diagnosis  was  stomal  ulcer. 
Esophagogastroscopy  imder  topical  anesthesia  on 
the  day  following  admission  showed  a gastric 
ulcer  just  proximal  to  the  gastroduodenal  anasto- 
mosis. Medical  therapy  was  begun.  The  patient 
had  increasing  abdominal  pain  and  fever  with  a 
temperature  of  105.2°  rectally  five  days  after  ad- 
mission. A non-productive  cough  developed.  Anti- 
biotics, intravenous  fluids  and  nasogastric  suction 
were  used.  Fever  and  toxicity  continued  until  the 
tenth  day  of  hospitalization,  when  localized  ten- 
derness and  induration  in  the  epigastrium  were 
noted.  Abscess  was  suspected,  and  an  exploratory 
laparotomy  was  done  under  general  anesthesia. 
A large  amount  of  odorless,  dark,  sterile,  sero- 
sanguinous  fluid  was  drained  from  the  upper  ab- 
domen. 

The  evening  of  the  first  postoperative  day, 
the  patient  demonstrated  acute  respiratory  dis- 
tress with  cyanosis  and  loud  rhonchi  in  both  lungs. 
A tracheostomy  under  local  anesthesia  was  done 
early  bn  the  morning  of  the  second  postoperative 
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Fig.  1.  Arterial  oxygen  pressure  related  to  post- 
operative days.  Arrows  indicate  beginning  and 
termination  of  hy-pass. 

day.  Removal  of  mucopurulent  secretions  ef- 
fected the  immediate  transient  improvement. 
Later  that  day  the  patient  again  developed  severe 
respiratory  distress  and  at  approximately  9:00 
a.m.  had  momentary  respiratory  and  probably 
cardiac  arrest,  from  which  she  was  immediately 
resuscitated.  A soft-cuffed  tracheostomy  tube  was 
then  inserted  and  the  patient  was  placed  on 'the 
Bennett  MA-1  respirator.  A left  pneumothorax 
was  treated  with  insertion  of  a chest  tube.  The 
patient  was  continued  through  that  day  on  the 
respirator  with  100%  oxygen  and  5 cm.  of  water 
positive  and  expiratory  pressure.  Because  the 
PaOo  was  decreasing,  hypothermia  to  30°  was 
maintained  to  decrease  the  oxygen  requirement. 

Despite  this  supportive  treatment,  the  patient’s 
condition  deteriorated  during  the  remainder  of 
the  second  postoperative  day  and  by  that  eve- 
ning the  arterial  PaOg  was  below  30  Torr  (mm/ 
Hg).  Lung  compliance  was  poor.  Tracheal  suc- 
tioning, even  for  a few  seconds,  caused  loss  of 
consciousness.  Diagnosis  of  shock  lung  or  adult 
respiratory  distress  syndrome  was  made. 

Because  of  the  rapid  progression  of  the  disease, 
the  decision  was  made  to  place  the  patient  on 
temporary  support  with  partial  cardiopulmonary 
by-pass  and  membrane  oxygenator.  On  the  same 
night  this  was  begun,  using  a Travenol*  mem- 
brane oxygenator  with  a three  square  meter  sur- 
face. Venoarterial  by-pass  was  employed,  using 
cannulae  of  the  largest  possible  size  introduced 
into  the  abdominal  aorta  and  interior  vena  cava 
through  incisions  in  the  right  common  femoral 
artery  and  vein  respectively.  Flow  rates  of  1400- 
1500  cc.  per  minute  were  maintained.  Monitoring 
‘Travenol  Laboratories.  Morton  Grove,  Illinois. 


included  arterial  blood  presstme,  arterial  blood 
gases,  central  venous  pressure,  electrocardiogram 
and  urinary  out-put.  Vital  signs  remained  stable. 
Arterial  blood  oxygenation  was  maintained  at 
satisfactory  levels  (Fig.  1).  Anticoagulation  with 
heparin  was  maintained  during  by-pass,  regulated 
by  plasma  heparin  assays^  done  every  one  to 
two  hours,  and  during  this  time  no  problems  were 
encountered  either  with  bleeding  or  with  throm- 
bosis. 

By  the  afternoon  of  the  fifth  postoperative 
day  the  patient’s  condition  had  improved  so  that 
she  could  again  be  maintained  on  the  respirator 
without  by-pass.  Extra-corporeal  oxygenation  and 
anticoagulation  were  discontinued  after  62  hours. 
The  cannulae  were  removed  from  the  femoral 
artery  and  vein,  which  were  repaired  with  restora- 
tion of  apparently  adequate  circulation  to  the  right 
lower  extremity.  Respiratory  support  was  con- 
tinued and  gradually  decreased  during  the  next 
three  weeks.  The  tracheostomy  was  removed  after 
four  weeks. 

Subsequent  problems  included  the  following: 
(1)  Transient  jaundice,  which  spontaneously 
cleared.  (2)  Non-oliguric  renal  failure  with  ele- 
vation of  BUN  and  cretinine,  thought  to  be  due 
to  nephrotoxicity  of  the  antibiotics,  which  spon- 
taneously cleared.  (3)  Massive  upper  gastrointes- 
tinal bleeding  from  the  gastric  ulcer,  one  week 
after  by-pass,  treated  by  gastrotomy  with  suture 
ligature  of  the  ulcer  and  subdiaphragmatic  vagot- 
omy, with  no  further  abdominal  problems.  (4) 
Delayed  bleeding  from  the  right  femoral  artery, 
two  weeks  after  by-pass,  treated  by  ligation  of 
the  common  femoral  artery,  with  continued  via- 
bility of  the  right  lower  extremity.  By-pass  of  the 
occluded  artery  using  a reversed  segment  of  the 
patient’s  long  saphenous  vein  was  done  later.  (5) 
Convulsive  seizures  thought  to  be  due  to  metab- 
olic encephalopathy,  three  weeks  after  by-pass, 
treated  with  Dilantin  with  gradual  recovery. 

The  patient  went  on  to  a complete  recovery 
from  the  respiratory  problems.  Chest  x-rays  re- 
turned to  normal  by  the  time  of  discharge  from 
the  hospital,  six  weeks  after  by-pass.  Central  ner- 
vous system  function  returned  to  normal  prior  to 
discharge. 

Comment 

While  adequate  oxygenation  was  main- 
tained and  survival  was  achieved,  it  is  prob- 
able that  the  veno-arterial  by-pass  employed 
is  not  ideal.  Better  oxygenation  of  the  entire 
body  can  be  attained  either  by  return  of  oxy- 
genated blood  into  the  aortic  arch  or  one  of 
its  branches,  or  directly  into  the  right  ven- 
tricle as  well  as  the  femoral  artery.  More  pre- 
cise heparin  assay  might  be  achieved  by  a 
more  sensitive  method®  while  Hill^  found  the 
activated  clotting  time  a satisfactory  bedside 
method. 
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The  present  case  demonstrates  the  feasi- 
bility of  temporary  support  with  the  mem- 
brane oxygenator,  for  appropriate  indica- 
tions, in  a community  hospital.  It  must  be 
emphasized,  however,  that  this  therapy  re- 
quires constant  and  intensive  medical  and 
technical  attention  including  a skilled  by- 
pass team.  Indeed,  these  are  the  only  condi- 
tions under  which  cardiopulmonary  by-pass 
should  be  attempted. 


Summary 


This  report  describes  the  successful  use 
of  prolonged  extracorporeal  oxygenation  for 
acute  respiratory  insufficiency.  This  was 
done  in  a community  hospital  using  available 
technical  and  professional  support.  Long- 
term survival  was  achieved  in  this  patient. 
Problems  encountered  and  suggestions  for 
future  use  under  these  circumstances  are 
outlined.  • 
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The  9th  Annual  Midwinter  Cancer  Seminar,  sponsored  by  the  Colorado  Division 
of  the  American  Cancer  Society,  will  be  held  January  29-31  at  the  Vail  Village  Inn, 
Vail,  Colorado. 


Special  guest  speakers  are  Luther  W.  Brady,  MD,  Professor  of  Radiation  Therapy, 
Hahnemann  Medical  College,  Philadelphia,  and  John  L.  Lewis,  Jr.,  Chief,  Gyne- 
cological Service,  Memorial  Sloan-Kettering  Cancer  Clinic,  New  York  City.  An 
outstanding  guest  faculty  will  meet  with  them  to  review  Cancer  of  the  Female 
Pelvis. 


For  further  information  cadi  or  write  the  American  Cancer  Society  office,  1809 
East  18th  Avenue,  Denver,  Phone:  (303)  321-2464.  Full  programs  are  available  upon 


request. 
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Preoperative  irradiation  for  carcinoma 
of  mouth,  larynx,  and  hypopharynx* 


Raymond  C.  Doberneck,  MD,  and  M.  Edward  Baccari,  MD, 

Albuquerque,  New  Mexico 


The  results  of  preoperative  irradiation  of 
thirty-nine  patients  with  squamous  cell 
carcinoma  of  the  mouth,  larynx,  and 
hypopharynx  are  presented.  This  therapy 
appears  beneficial  only  when  there  is 
metastatic  involvement  of  cervical  nodes. 


Preoperative  irradiation  is  gaining  popular- 
ity as  an  adjunct  to  operation  for  patients 
with  squamous  cell  carcinoma  of  the  head 
and  neck.  As  yet,  no  reports  of  controlled, 
randomized  groups  of  patients  are  available 
to  judge  the  worth  of  such  irradiation.  Cer- 
tain reports,-’^  however,  are  encouraging  and 
prompt  the  present  report.  Appraisal  of  our 
personal  experience  with  preoperative  ir- 
radiation therapy  and  operation  for  39  pa- 
tients with  tumors  of  the  mouth,  hypo- 
pharynx,  and  larynx  is  submitted. 

Method 

Thirty-nine  patients  with  squamous  cell 
carcinoma  of  the  mouth,  hypopharynx,  and 
larynx  received  preoperative  irradiation 
therapy  of  3000-3500  R to  the  tumor  bearing 
area  during  a period  of  approximately  two 
weeks.  The  entire  neck  was  not  intentionally 
irradiated,  but  the  upper  cervical  lymph 
nodes  were  frequently  irradiated  during  ir- 
radiation of  the  primary.  Operation  was 
planned  prior  to  the  start  of  irradiation  and 
was  done  within  ten  days  of  the  completion 
of  irradiation.  Operation  included  wide  local 

‘From  the  Department  of  Surgery,  University  of  New 
Mexico  School  of  Medicine  and  Veterans  Administration 
Hospital,  Albuquerque,  New  Mexico. 


TABLE  I 


Location  of  tumors,  number  of  patients,  status  of 
lymph  nodes  and  result  in  39  patients  receiving 
preoperative  irradiation. 


LOCATION 

Nodes 
wi  th 
Tumor 

A1 ive  S 
well  or 
d i ed 
free  of 

cancer 

Nodes 
wi  th- 
out 
Tumor 

Alive  6 
well  or 
free  of 

cancer 

TOTAL 

Suprag lott i s 

6 

A 

5 

A 

1 1 

G lott i s 

1 

1 

0 

0 

1 

Hypopharynx 

1 

1 

0 

0 

1 

Floor  of  Mouth 

1 

1 

7 

7 

8 

Ant.  2/3  tongue 

5 

0 

0 

5 

Post.  1/3  tongue 

1 

0 

1 

1 

2 

Tons  11,  pillars, 
soft  palate 

6 

1 

1 

7 

Gingiva 

0 

0 

A 

3 

A 

TOTAL 

21 

15 

18 

16 

39 

excision  and  ipsilateral  neck  dissection,  al- 
most always  in  continuity,  and  was  per- 
formed as  if  no  irradiation  therapy  had  been 
given. 

Patients  who  had  operation  for  recur- 
rence of  tumor  after  a curative  course  of  ir- 
radiation therapy  were  not  included  in  this 
report.  Patients  were  followed  for  at  least 
six  months  after  diagnosis,  or  until  death. 

Results 

Table  1 shows  the  locations  of  the  tumors, 
the  status  of  the  lymph  nodes,  and  the  num- 
bers of  patients  treated.  Twenty-one  of  39 
patients  had  metastatic  tumor  in  the  cervical 
nodes  (54%).  Fifteen  of  these  21  patients 
(60%)  with  cervical  metastases  and  16  of  18 
patients  (89%)  free  of  cervical  node  involve- 
ment are  either  alive  and  well  or  dead  with- 
out evidence  of  cancer  at  the  time  of  this 
study. 
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TABLE  2 


Survival  periods  (months)  and  mode  of  recurrence 
according  to  status  of  lymph  nodes. 


LOCATION 

NODES  WITH  CANCER 

NODES  FREE  OF  CANCER 

Alive 

and 

Wei  1 

0 i ed 

Free  of 
Cancer 

Alive 
wi  th 
Cancer 

Died  with  Cancer 

Alive 

and 

Wei  1 

0 i ed 

Free  of 
Cancer 

Alive 
wi  th 
Cancer 

Died  with  Cancer 

Loca  1 

Neck 

Distant 

Loca  1 

Neck 

D i stant 

Supraglott i s 

20,13,8 

5 

17 

13 

'*5,13,8 

1 

13 

Glottis 

\k 

Hypopharynx 

33 

Floor  of 

Mouth 

6 

68,49,48 

39.24.23 

16 

■ ' 

Ant.  2/3  Tongue 

22,12,10 

6 

14 

Post.  1/3  Tongue 

12 

59 

Tons i 1 , Pillar 
Soft  Palate 

11,8 

7,2 

18 

25 

69 

Gingiva 

49,34,13 

7 

TOTAL  PATIENTS 

10 

5 

1 

2 

2 

1 

14 

2 

0 

1 

0 

1 

Table  2 shows  the  survival  periods,  and 
modes  of  recurrence  according  to  the  status  of 
lymph  nodes  at  time  of  operation.  Ten  pa- 
tients (48%)  with  cervical  lymph  node  me- 
tastases  were  alive  and  well  between  six  and 
22  months  after  diagnosis,  while  14  patients 
(78%)  free  of  cervical  node  metastases  were 
alive  and  well  between  eight  and  69  months 
after  diagnosis.  Five  patients  (24%)  with 
cervical  node  metastases  and  two  patients 
(11%)  free  of  cervical  node  metastases  died 
without  evidence  of  cancer.  Local  recurrence 
appeared  in  two  patients  (10%)  with  cervi- 
cal node  metastases.  Of  the  eight  patients 
(21%)  who  died  with  cancer,  only  one  sur- 
vived as  long  as  25  months,  and  the  others 
died  in  18  months  or  less. 

Discussion 

The  use  of  preoperative  irradiation  ther- 
apy in  the  present  series  of  patients  stemmed 
from  our  frustration  with  the  results  of  op- 
eration alone  for  patients  with  oral  cancer 
and  metastatic  cancer  in  cervical  lymph 
nodes.  Eighty  per  cent  of  such  patients  pre- 
viously treated  by  us  with  operation  alone 
died  with  recurrent  cancer.  The  experience 
of  Kremen^  was  similar  to  ours.  In  contrast, 
only  twenty-four  per  cent  of  such  patients 
treated  with  preopyerative  irradiation  and  op- 
eration in  the  present  series,  died  with  re- 
current cancer,  but  surprisingly  the  same 
number  of  patients  so  treated  died  free  of 


cancer.  The  experience  of  Leonard  and  Hass 
was  similar.^  The  most  common  cause  of 
death  in  patients  free  of  tumor  was  pneu- 
monia. 

Our  results  suggest  that  preoperative  ir- 
radiation therapy  offers  nothing  to  the  pa- 
tient whose  cercival  lymph  nodes  are  free 
of  metastatic  cancer.  Only  eleven  per  cent  of 
such  patients  in  the  present  series  died  with 
recurrent  cancer,  an  incidence  which  was 
similar  to  our  previous  experience  with  pa- 
tients treated  with  operation  alone.  Curi- 
ously, patients  who  had  recurrent  cancer 
after  preoperative  irradiation  therapy  died 
sooner  than  patients  who  did  not  receive 
such  therapy.  Patients  who  received  pre- 
operative irradiation  died  with  cancer  be- 
tween one  and  two  years  after  operation, 
while  patients  who  are  treated  only  with  op- 
eration died  two  to  three  years  thereafter. 

While  the  present  report  assuredly  does 
not  make  the  case  for  routine  preoperative 
irradiation  for  all  patients  with  oral,  laryn- 
geal, and  hypopharyngeal  squamous  cell  can- 
cer, we  are  encouraged  to  continue  its  use  in 
patients  whose  cervical  lymph  nodes  clinic- 
ally contain  metastatic  cancer,  since  fewer 
such  patients  died  with  recurrent  cancer 
than  do  patients  not  receiving  preoperative 
irradiation.  Levitt,  et  aP  make  a similar  ob- 
servation. Moreover,  the  incidence  of  wound 
complications  is  not  appreciably  increased  by 
preoperative  irradiation  at  a dose  of  3000 
Rb 
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Summary 

In  a personal  series  of  39  patients  with 
squamous  cell  carcinoma  of  the  mouth, 
larynx,  and  hypopharynx  who  received  pre- 
operative irradiation  of  3000-3500  R,  only 
five  of  21  patients  (24%)  with  metastatic 
cancer  in  cervical  lymph  nodes  died  with  re- 
current cancer.  Recurrence  appeared  in  the 
neck  in  two  patients  (10%)  and  locally  in 


two  other  patients  (10%)  whose  cervical 
lymph  nodes  contained  metastatic  cancer. 
Only  two  of  18  patients  (11%)  whose  cervi- 
cal lymph  nodes  were  free  of  metastatic  can- 
cer died  with  recurrent  cancer.  Based  on  our 
previous  experience  and  the  rejx)rts  of  others, 
preoperative  irradiation  therapy  appears 
beneficial  only  in  patients  with  cervical 
lymph  node  metastases  from  oral,  laryngeal, 
and  hypopharyngeal  cancer.  • 
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Under  the  auspices  of  the  American  Medical  Center,  at  Denver  a series  of 
courses  on  Cancer  Chemotherapy  Care  is  to  be  given  during  1975,  stressing  Im- 
proved Care  of  the  Patient  with  Advanced  Cancer. 

Content  will  include  discussions  of  what  cancer  is,  the  role  of  chemotherapeutic 
agents,  verbal  and  nonverbal  communications,  and  the  nurses’  role  with  the  family 
and  health  team. 

Series  I is  held  from  January  6-17  and  June  2-6,  1975.  Series  II  is  from  February 
3-14  and  September  8-12,  while  Series  III  opens  March  3,  running  through  the  14th, 
and  October  20-24.  Series  IV  runs  April  7-18  and  November  10-14,  1975. 

For  information  contact  the  American  Medical  Center  at  Denver,  6401  West 
Colfax  Avenue,  Denver  80214. 
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Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  itcontainsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin"  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of’nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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ORGANIZATION 


Kobert  T.  Patrick,  MD,  Casper,  Wyoming,  was 
elected  Vice  President  for  Scientific  Affairs  of  the 
American  Society  of  Anesthesiologists  at  the  an- 
nual meeting  of  the  13,000  member  organization 
in  Washington,  D.C.,  it  has  been  announced. 

A former  President  of  the  American  Board  of 
Anesthesiology,  Patrick  has  served  with  the  Na- 
trona County  Memorial  Hospital,  Casper,  as  Sec- 
retary of  the  Medical  Staff,  and  Chairman,  De- 
partment of  Anesthesiology.  A native  of  Des 
Moines,  Iowa,  he  received  his  B.A.  degree  in  1941 
from  Denison  University,  Granville,  Ohio,  and 
M.D.  degree  in  1944  from  the  University  of  Louis- 
ville School  of  Medicine.  He  later  served  as  a staff 
member  at  the  Mayo  Clinic,  Rochester,  Minnesota, 
before  moving  to  Casper.  , 

Dr.  Patrick  is  a member  of  the  Natrona  County 
Medical  Society,  Wyoming  State  Medical  Associa- 
tion, and  the  Wyoming  State  Board  of  Medical 
Examiners. 


Dr.  M.  L.  Morris,  Pine  Bluffs  physician  for 
more  than  48  years,  retired  from  his  practice  on 
his  90th  birthday,  October  15.  A dedicated  man 
to  his  profession  and  a booster  of  almost  any 
project  Pine  Bluffs  has  undertaken,  the  doctor 
was  featured  in  a two-page  article  in  the  Chey- 
enne Eagle-Tribime  Sunday  Supplement  following 
his  retirement.  The  article  relates  the  doctor’s 
beginning  career  when  he  applied  for  a medical 
scholarship  while  attending  Literary  College  in 
McMinnville,  Oregon,  in  1906  and  how  he  con- 
tinued on  to  the  Kentucky  School  of  Medicine  and 
worked  his  way  through  school  when  the  college 
cancelled  all  scholarships  after  he  arrived  at  the 
school.  He  was  graduated  third  in  a class  of  220 
students  in  1910,  the  largest  college  graduating 
class  in  the  United  States  at  the  time.  He  started 
practice  in  McMinnville  and  practiced  in  Illinois 
and  Nebraska  before  coming  to  Cheyenne  in  1918 
when  he  was  sent  to  Evanston  during  the  flu 
epidemic.  After  Evanston,  he  was  sent  to  Lusk 
and  practiced  there  after  the  town’s  three  doc- 
tors had  enlisted  in  the  army  and  left  the  town 
without  a doctor.  He  began  his  practice  in  Pine 
Bluffs  in  late  1918.  In  1953,  Pine  Bluffs  celebrated 
Doc  Morris  Day.  He  is  a charter  member  of  the 
Lusk  Lions  and  in  1970  was  recognized  at  the  Pine 
Bluffs  Lions  Club  annual  banquet  for  his  49-year 
membership  in  Lions  and  his  45-year  residency  in 
Pine  Bluffs  with  a perfect  attendance  record.  As 
a Lions  Club  member.  Dr.  Morris  helped  sponsor 
the  establishment  of  the  Pine  Bluffs  Medical  Cen- 


ter, was  one  of  the  Lions  who  participated  in 
placing  the  Trail  Days  marker  in  Pine  Bluffs  com- 
memorating the  movement  of  cattle  past  Pine 
Bluffs  from  Texas  to  Montana  over  the  famous 
Texas  Trail.  He  was  mayor  of  Pine  Bluffs  from 
1941  to  1950  and  was  president  of  Lions  Club  sev- 
eral terms. 


The  educational  program  at  the  University  of 
Nevada,  Reno,  School  of  Medical  Sciences  has 
several  objectives. 

1.  To  provide  a two-year  program  equivalent  to  the 
first  two  years  in  accredited  medical  schools  in  the 
United  States. 

2.  To  find  ways  to  enrich  the  time  spent  in  prepara- 
tion for  the  last  two  years  of  medical  school. 

3.  To  provide  an  educational  program  which  en- 
courages students  to  master  essential  content  in 
basic  medical  and  behavioral  sciences  and  humani- 
ties required  for  admission  to  the  third  year  of 
medical  school. 

4.  To  encourage  students  to  become  aware  of  concepts 
enabling  them  to  cope  with  change:  anticipate  their 
role  as  health  team  members  and  leaders;  be  cogni- 
zant of  health  status,  and  health  problems  in  the 
community,  nation,  and  world. 

5..:To  encourage  students  to  define  and  solve  selected 
^.  problems;  be  self-directing,  self-renewing,  and  able 
^ to  make  decisions  based  on  substantial  evidence. 

To  meet  these  objectives  with  practical  and 
effective  learning  experiences,  many  educational 
innovations  have  been  introduced. 

After  a series  of  introductory  courses,  there  is 
an  instructional  sequence,  from  one  organ  system 
to  another,  in  which  all  the  sciences  basic  to  medi- 
cine, including  anatomy,  physiology,  biochemistry, 
pharmacology,  microbiology,  and  pathology,  are 
studied. 

Concurrently,  the  behavioral  and  clinical 
sciences,  including  physical  diagnosis,  are  studied. 

The  school  week  extends  from  Monday  at  8 a.m. 
through  Saturday  at  noon — 11  half-days  each 
week.  Seven  half-days  are  devoted  to  the  core 
block  curriculum.  One  half-day,  depending  on  the 
semester,  is  utilized  for  physical  diagnosis,  intro- 
duction to  clinical  medicine  or  community  medi- 
cine. Three  half-days  are  free  for  independent 
study. 

During  the  first  semester,  freshmen  study  cell 
biology,  tissue  biology,  and  pathobiology.  Intro- 
duction to  Clinical  Medicine,  conducted  by  the  be- 
havioral sciences  faculty,  emphasizes  skills  and 
attitudes  necessary  to  effective  medical  interview- 
ing. 

The  second  semester  takes  the  freshmen 
through  blocks  in  human  behavior,  the  integumen- 
tary, hematopoietic,  cardio-vascular  and  respira- 
tory systems. 
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The  last  semester  provides  learning  experiences 
in  the  head,  neck,  and  special  senses  and  central 
nervous,  reproductive,  and  endocrine  systems.  A 
final  block,  called  intersystems,  provides  oppor- 
tunity to  reinforce  and  integrate  the  multiple 
learning  experiences  throughout  the  two-year  core 
studies. 

Clinical  studies  are  conducted  throughout  both 
school  years.  These  are  supervised  by  the  160 
practicing  physicians  who  give  their  time  to  the 
core  curriculum  and  as  preceptors  diiring 
Christmas,  Easter  and  summer  vacations.  The 
volunteer  physician  preceptors  assifme  full  re- 
sponsibility for  the  students’  activities,  working 


within  educational  criteria  established  by  the 
curriculum  committee  of  the  faculty. 

The  Division  of  Behavioral  Sciences  faculty 
coordinates  community  medicine  field  placements 
for  sophomores  in  supervised  clinical  settings — 
well-child  clinics,  state  prison,  student  health 
clinic,  rural  clinics,  and  extended  care  facilities  for 
the  aged  and  chronically  ill. 

by  Thomas  J.  Scully,  M.D. 

Associate  Dean, 

Chairman  of  the  CuiTiculum  Committee 

School  of  Medical  Sciences, 

University  of  Nevada 


The  following  curriculum  outline  shows  how  the  various  blocks  and  courses  are  integrated  in  the 
two-year  program: 
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University  of  New  Mexico  Medical  Center 

Vaccine  Against  Malaria 

Development  of  an  effective,  practical  vaccine 
against  malaria  has  been  hastened  by  the  discov- 
ery of  an  adjuvant — a carrier  for  the  vaccine — 
which  will  support  and  enhance  the  action  of  the 
vaccine  in  the  human  body,  and  a method  of  pro- 
ducing the  vaccine  “in  vitro” — laboratory  cultures 
— to  assure  an  ample  supply. 

Paul  H.  Silverman,  MD,  biologist  who  heads 
the  research  team  at  UNM,  said  after  a series  of 
tests  that  it  has  been  found  that  an  adjuvant  al- 
ready licensed  in  England  for  use  in  humans  is 
effective  as  an  agent  for  the  malaria  vaccine.  It  is 
called  Adjuvant  65  and  is  produced  by  a commer- 
cial pharmaceutical  firm. 

In  the  second  area  of  research,  the  UNM  team 
discovered  that  malaria  parasites  used  in  the  prep- 
aration of  the  vaccine  can  undergo  reproduction 
in  bone  marrow  cells  cultured  in  vitro. 

Dr.  Silverman  has  been  conducting  reseach  on 
parasitic  immunity  for  the  past  20  ydars.  The  ma- 
laria project,  which  began  in  1966,  has  shown  for 
the  first  time  that  a non-viable  partially  purified 
vaccine  can  effectively  immunize  monkeys  against 
malaria.  Furthermore,  the  UNM  studies  have 
proven  that  the  vaccine  can  be  freeze-dried,  elim- 
inating serious  storage  or  shipping  problems.  Still 
to  be  proven  are  the  efficacy  of  the  vaccine  against 
malaria  in  humans  and  the  capability  of  produc- 
tion on  an  economically  feasible  basis. 

Plans  are  being  developed  to  begin  testing  the 
vaccine  against  human  strains  of  the  parasitic 
disease  in  Aotus  (owl)  monkeys  at  an  Illinois 
primate  center.  The  Silverman  team  has  devel- 
oped vaccine  from  two  sources,  the  mosquitoes 
carrying  the  disease  and  the  blood  of  monkeys  in- 
fected with  malaria.  While  vaccines  from  the  two 
sources  will  be  used  in  the  Aotus  monkey  tests. 


Dr.  Silverman  feels  that  the  blood  stage  vaccine 
will  be  the  product  eevntually  used  for  human 
testing. 

♦ ♦ ♦ * ♦ 

The  first  use  of  the  Los  Alamos  meson  facility 
to  treat  cancer  patients  took  place  Oct.  19  at  the 
Clinton  P.  Anderson  Meson  Physics  Facility. 
Evaluation  of  the  effects  of  negative  pi  mesons 
(called  pions)  on  human  skin  tumors  and  sur- 
roimding  and  underlying  normal  tissue  were 
studied  by  University  of  New  Mexico  Cancer  Re- 
search and  Treatment  Center  physicians,  with  as- 
sistance from  Los  Alamos  Scientific  Laboratory 
scientists. 

Cell  and  animal  studies  with  the  pion  beam 
began  in  June  and  are  continuing.  Funds  for  the 
studies  are  being  provided  through  grants  from 
the  National  Cancer  Institute. 

The  tests  on  human  tumor  tissue  will  be  con- 
ducted on  volunteer  patients  who  have  metastatic 
skin  nodules  resulting  from  cancer  originating 
elsewhere  in  the  body,  rather  than  cancer  orig- 
inating on  the  skin.  Since  the  studies  are  to  com- 
pare effects  of  conventional  x-rays  with  those  of 
pions,  low  dose  levels  will  be  used.  The  tests  have 
been  designed  so  that  no  ill  effects  in  the  normal 
tissues  are  expected. 

Studies  attempting  to  determine  the  curative 
potential  of  the  beam  are  not  expected  to  begin 
for  about  a year. 

University  of  Colorado  Medical  Center 
Clinical  Faculty  Awards 

A pediatrician  and  an  orthopedic  surgeon  re- 
ceived the  outstanding  clinical  faculty  awards  on 
Nov.  26  during  the  annual  medical  staff  meeting 
of  the  University  of  Colorado  Hospitals  held  at 
the  University  Club. 

The  recipients  were  Dr.  James  E.  Strain,  chair- 
man of  the  committee  on  clinical  faculty  affairs, 
CU  Department  of  Pediatrics,  and  Dr.  Foster 
Matchett,  CU  clinical  associate  professor  of  ortho- 
pedic emeritus. 

A member  of  the  Colorado  Commission  on 
Children  and  Youth,  Dr.  Strain  received  his  MD 
degree  from  CU.  He  is  the  chairman  of  the  long 
range  planning  committee  of  the  American  Acad- 
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emy  of  Pediatrics,  and  chairman  of  the  American 
Medical  Association’s  Section  Council  on  Pedi- 
atrics. 

Dr.  Strain  belongs  to  several  organizations,  in- 
cluding the  American  Academy  of  Pediatrics, 
AMA,  Denver  County  Medical  Society,  and  the 
Colorado  State  Medical  Society. 

A clinical  professor  of  pediatrics.  Dr.  Strain 
is  a past  president  of  the  medcal  board  at  Colo- 
rado General  Hospital,  and  a past  president  of 
the  Rocky  Mountain  Pediatric  Society.  He  also  is 
a Head  Start  consultant  for  the  American  Acad- 
emy of  Pediatrics. 

Dr.  Matchett,  who  received  his  MD  degree 
from  the  University  of  Nebraska,  served  for  30 
years  on  the  orthopedic  service  in  the  CU  School 
of  Medicine  prior  to  his  appointment  in  1968  as 
clinical  associate  professor  of  orthopedics  emeri- 
tus. He  is  a former  chief  of  orthopedic  surgery  at 
Denver  General  Hospital,  and  currently  is  a con- 
sultant to  the  VA  Hospital  and  Fitzsimons  Army 
Medical  Center. 

A member  of  the  American  Academy  of  Ortho- 
pedic Surgeons,  Dr.  Matchett  also  belongs  to  the 
AMA,  Western  Orthopedic  Society,  Colorado  State 
Medical  Society,  and  Denver  County  Medical  So- 
ciety. He  is  a past  president  of  the  Rocky  Moun- 
tain Orthopedic  Society,  and  an  AMA  diplomate 
in  orthopedic  surgery. 

Both  award  recipients  are  members  of  Alpha 
Omega  Alpha,  honorary  medical  society. 
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American  College  of  Cardiology- 
Santa  Barbara  Heart  and  Lung  Institute 

CARDIOLOGIC  DEBATES 

Snowmass-at-Aspen,  Colorado 

January  12-14,  1975 

Contact:  Mary  Anne  Mclnerny,  Department  of 
Continuing  Education  Programs,  9650  Rockville 
Pike.  Bethesda,  Maryland  20014. 

American  College  of  Physicians 
COLORADO  REGIONAL  MEETING 
The  Broadmoor,  Colorado  Springs  ^ 

January  16-18,  1975 

Contact:  Robert  V.  Elliott,  MD,  St.  Luke’s  Hos- 
pital, 601  E.  19th  Ave.,  Denver,  Colorado  80203. 

Lovelace  Foundation  for  Medical 
Education  and  Research 

/ 

MANAGEMENT  OF  COMMON  PROBLEMS 
IN  HEMATOLOGY  AND  ONCOLOGY 

Lovelace  Center  for  the  Health  Sciences, 
Albuquerque,  New  Mexico 
January  17-18,  1975 

Contact:  Office  of  Medical  Education,  Lovelace 
Foundation  for  Medical  Education  and  Research, 
5200  Gibson  Blvd.,  S.E.,  Albuquerque,  New  Mex- 
ico 87108  or  Call  (505)  842-7353. 


American  College  of  Emergency  Physicians- 
Emergency  Department  Nurses’  Association 

FIRST  ANNUAL  ROCKY  MOUNTAIN 
CONFERENCE  ON  EMERGENCY  MEDICINE 

Manor  Vail,  Vail,  Colorado 

January  19-22,  1975 

Contact:  Ellen  H.  Taliaferro,  MD,  Ambulatory 
Care  Services,  St.  Joseph  Hospital,  18th  and 
Franklin  Streets,  Denver,  Colorado  80218. 


Colorado  Association  for  Continuing 
Medical  Laboratory  Education 

SELECTED  TOPICS  IN  HEMATOLOGY 
Hilton  Inn,  Vail,  Colorado 
January  20-22,  1975 

Contact:  CACMLE,  Inc.,  Box  84,  Mercy  School 
of  Nursing  Building,  1601  Milwaukee  St.,  Denver, 
Colorado  80206. 

Intermountain  Thoracic  Society 

THE  18TH  ANNUAL  MID-WINTER 
CONFERENCE  ON  CHEST  DISEASE 

Snowbird  Ski  Resort,  Utah 
January  22-25,  1975 

Contact:  Franklin  K.  Brough,  Intermountain 
Thoracic  Society,  1616  S.  11th  East,  Salt  Lake  City, 
Utah  84105. 

Colorado  Heart  Association 
HIGH-COUNTRY  CARDIAC  CONFERENCE 
Manor  Vail  and  Hilton  Inn,  Vail,  Colorado 
January  23-25,  1975 

Contact:  Colorado  Heart  Association,  4521  East 
Virginia  Avenue,  Denver,  Colorado  80222. 

Rocky  Mountain  Academy  of  Industrial 
Medicine — Colorado  Medical  Society 

lOTH  ANNUAL  INSTITUTE  OF 
INDUSTRIAL  MEDICINE 

The  Broadmoor,  Colorado  Springs,  Colorado 

January  23-24,  1975 

Contact:  R.  J.  Zarlengo,  MD,  Rocky  Moimtain 
Academy  of  Industrial  Medicine,  111  Havana  St., 
Aurora,  Colorado  80010. 

Credit:  IVz  hours  elective  AAFP;  6 hours  Physi- 
cian’s Recognition  Award — AMA 


Colorado  Ophthalmologieal  Society 
MIDWINTER  SEMINAR  IN  OPHTHALMOLOGY 
Snowmass-at-Aspen,  Colorado 
January  26-30,  1975 

Contact:  Colorado  Ophthalmologieal  Society, 
1601  East  19th  Avenue,  Denver,  Colorado  80218. 
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General  Rose  Memorial  Hospital 
Department  of  Surgery 

NASAL  SYMPOSIUM 

Stouffer’s  Denver  Inn,  3203  Quebec, 

Denver,  Colorado 

February  6-7,  1975 

The  Lodge  at  Vail,  Vail,  Colorado, 

February  8-12,  1975 

Contact:  Division  of  Continuing  Medical  Ed- 
ucation, General  Rose  Memorial  Hospital,  1050 
Clermont  St.,  Denver,  Colorado  80220. 

University  of  New  Mexico 

ROCKY  MOUNTAIN 
NEURO-OPHTHALMOLOGY  COURSE 

Hilton  Inn,  Santa  Fe,  New  Mexico 

February  6-8,  1975 

Contact:  Neuro-Ophthalmology  Course,  Depart- 
ment of  Neurology,  1007  Stanford  Dr.,  N.E.,  Albu- 
querque, New  Mexico  87131. 


American  Academy  of  Orthopaedic  Surgeons 
SKIING  INJURIES 
Snowmass-at-Aspen,  Colorado 
February  10-13,  1975 

Contact:  American  Academy  of  Orthopaedic 
Surgeons,  430  North  Michigan  Avenue,  Chicago, 
Illinois  60611. 


Albuquerque  and  Bernalillo  County 
Medical  Association 

TAOS  MEDICAL-SKI  SYMPOSIUM 
Taos,  New  Mexico 
February  12-15,  1975 

Contact:  Thomas  A.  Bodnar,  Albuquerque  and 
Bernalillo  County  Medical  Association,  3010  Monte 
Vista  Blvd.,  N.E.,  Albuquerque,  New  Mexico 
87106. 


University  of  Utah  College  of  Medicine, 
Department  of  Anesthesiology 

20TH  ANNUAL  ANESTHESIOLOGY  COURSE 
C’est  Bon  Hotel  Convention  Center, 

Park  City,  Utah 
February  14-18,  1975 

for  December  1974 


Contact:  Department  of  Anesthesiology,  Uni- 
versity of  Utah  Medical  Center,  50  North  Medical 
Drive,  Salt  Lake  City,  Utah  84132. 


Pan-Pacific  Surgical  Association 
THE  THIRTEENTH  CONGRESS 
Hilton  Hawaiian  Village  Hotel,  Honolulu,  Hawaii 
February  15-21,  1975 

Contact:  Cesar  B.  DeJesus,  MD,  Pan-Pacific 
Surgical  Association,  236  Alexander  Young  Build- 
ing, Honolulu,  Hawaii  96813. 


Beth  Israel  Hospital  Foundation 

ASPEN  RADIOLOGY  CONFERENCE 

Aspen  Institute  for  Humanistic  Studies, 

Aspen,  Colorado 

March  3-7,  1975 

Contact:  Maurice  O’Connor,  MD,  Conference 
Director,  Division  of  Radiology,  Denver  General 
Hospital,  Denver,  Colorado  80204. 


PURGATORY  SKI  SYMPOSIUM 
March  7-8,  1975 

Contact:  David  R.  Holten,  MD,  8517  Osuna  Rd., 
NR,  Albuquerque,  New  Mexico  87109. 


The  Children’s  Hospital 

COLORADO  CONFERENCE  ON 
PEDIATRIC  NEPHROLOGY 

Given  Institute  of  Pathobiology,  Aspen,  Colorado 
March  10-12,  1975 

Contact:  Larry  G.  McLain,  MD,  Division  of 
Nephrology,  The  Children’s  Hospital,  Denver, 
Colorado  80218. 


American  Medical  Association- 
American  Bar  Association 

1975  NATIONAL  MEDICOLEGAL  SYMPOSIUM 
MGM  Grand  Hotel,  Las  Vegas,  Nevada 
March  14-16,  1975 

Contact:  MGM  Grand  Hotel,  Convention  Reser- 
tions,  P.O.  Box  11087,  Las  Vegas,  Nevada  89111. 
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and  suggestions  to  authors 


1.  Who  may  submit  articles.  The  Rocky  Mourttain  Medi- 
cal Journal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
at  their  official  meetings. 

2 Method  of  preparation.  All  material  for  publication 
must  be  typewTitten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  pages  consecutively  num- 
bered, and  preferably  on  standard  8Vz  x 1 1 white  bond  paper. 
Carbon  copies  are  not  acceptable. 

Title  (preferably  short)  and  author’s  name,  city  and  state 
must  appear  at  the  top  of  the  first  page.  Second  and 
subsequent  pages  should  be  identified  with  consecutive  page 
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more  than  one  degree,  the  MD  only  is  used.  Lesser  degrees  of 
non-MD  authors  or  co-authors  may  be  usexl. 

Please  include  beneath  the  title  or  at  the  top  of  the  first 
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show  and,  therefore,  why  it  should  be  read.  This  introduc- 
tory feature  is,  in  editorial  parlance,  called  the  “blurb”;  it  is 
printed  in  bold  type. 

3.  Where  to  submit  material.  All  copy  must  be  sent  to  the 
editor  for  the  state  in  which  the  material  originates.  Editors 
for  each  state,  with  their  mailing  addresses,  are  listed 
monthly  on  the  Table  of  Contents  page  of  the  Journal. 

4.  Acceptance  or  rejection.  The  state  editor  will  (1) 
tentatively  accept  the  article,  (2)  return  it  to  the  author  with 
suggestions  for  revision,  or  (3)  reject  it.  He  will  edit  and 
forward  approved  copy  to  the  publication  office  in  Denver 
for  final  editing  and  scheduling. 

5.  Order  of  publication.  Ordinarily,  articles  will  be  pub- 
lished in  the  order  received.  Those  whose  value  is  seasonal, 
whose  value  would  be  lost  if  publication  is  delayed,  or  which 
reflect  priority  of  original  research,  are  given  special  consider- 
ation. State  presidential  addresses,  programs,  state  society 
minutes,  and  timely  organization-  announcements  are  given 
priority. 

6.  Length  of  articles.  Scientific  papers  should  be  “boiled 
down”  not  to  exceed  ten  pages  of  double-spaced  typewritten 
standard  8V2  x 1 1 inch  sheets.  Shorter  papers  are  more 
acceptable  to  editors  and  readers,  and  earlier  publication  is 
probable.  Every  journal  is  in  competition  for  the  reader’s 
time,  and  condensation  is  the  order  of  the  day.  Eor  this 
reason,  and  because 'of  financial  and  space  limitations,  we 
request  that  copy  be  condensed  to  the  greatest  extent 
consistent  with  conveying  the  message. 

7.  Illustrations.  A limited  number  of  illustrations  or 
“cuts,”  usually  up  to  six,  will  ordinarily  be  accepted  within 
our  own  publication  budget  if  the  editor  believes  they 
enhance  the  value  of  the  article.  Clear  photos,  simple 
diagrams  or  line  drawings  in  black  on  white,  printing  rather 
than  writing,  reproduce  well.  Cuts  should  be  mounted 
separately,  and  the  paper  or  cardboard  mounts  should  be  the 
same  size  as  that  upon  which  the  article  is  typed.  Each  should 
have  its  caption  below:  Fig.  1,  Fig.  2,  etc.,  with  a short 
descriptive  sentence.  Authors  will  be  billed  our  cost  for 
excess  above  six  cuts. 


8.  Tables.  Tables  should  be  simple,  presenting  only  brief 
relevant  data,  amply  spaced.  They  should  be  placed  at  the 
back  of  the  manuscript  on  separate  sheets.  Each  should  have 
its  number  and  title  above:  Table  1,  Title;  Table  2,  Title;  etc. 
Long,  large,  or  complicated  tables  ordinarily  are  not  accept- 
able. 

9.  Case  reports.  Case  reports  are  popular  with  our 
readers.  A brief  introductory  statement  concerning  the  condi- 
tion or  disease,  tells  why  the  case  is  presented.  The  report 
follows  with  a separate  heading,  CASE  REPORT  or  CASE  1, 
CASE  2,  etc.  Include  only  relevant,  positive  laboratory  and 
other  data.  Names,  initials,  and  numbers  are  unimportant; 
age,  sex,  and  sometimes  occupation  are  significant.  Minimize 
dates;  then  make  it  month,  date,  year-as  February  9,  1969; 
not  2/9/69.  After  the  case  presentation,  review  or  sum  it  up 
under  a heading  such  as  Discussion,  Comment,  Summary  or 
Conclusion. 

10.  Footnotes.  Footnotes  must  be  brief.  One  at  the 
bottom  of  the  first  page  should  state  the  Society  and  date  of 
presentation,  and  institutional  origin,  if  any.  Special  titles  or 
position  of  the  author,  acknowledgements,  etc.,  will  be  added 
according  to  simplicity,  editorial  policy  and  discretion. 

11.  References.  Reference  lists  rarely  add  to  the  value  of 
an  article  for  the  majority  of  readers.  We  will  make  every 
effort  to  publish  short  reference  lists,  but  long  ones  will  be 
deleted.  Incidentally,  the  proper  heading  is  “References,”  not 
“Bibliography.”  The  latter  implies  everything  in  the  Literature 
upon  the  subject.  Make  them  uniform  in  style  and  brief,  as: 
Jones,  W.  K.:  Pyelonephritis  in  Infancy.  JAMA  141:75. 
1964. 

12.  Editorials.  We  would  like  to  have  more  submitted  by 
our  State  editors  and  the  membership  at  large.  Readers  must 
get  tired  of  thunder  from  publication  headquarters  in  Denver; 
frankly,  we  do  too!  Speak  out,  and  we’ll  sign  your  name, 
initials,  or  respect  your  request  for  anonymity,  as  you 
choose.  If  you  don’t  like  something  we  do  or  say,  please  let 
us  in  on  it;  we  could  even  stand  to  hear  about  it  if  something 
happens  to  please  you.  A “Letter  to  the  Editor”  may  help 
you  get  something  off  your  mind.  We’re  asking  for  it  and  we 
have  a place  to  put  it-in  the  Journal,  that  is! 

13.  Proofs.  Galley  proofs  are  submitted  to  the  author, 
and  prompt  return  is  essential.  Authors  should  correct 
typographical,  grammatical,  or  rhetorical  errors,  but  do  not 
reinsert  or  rewrite  sentences,  paragraphs,  tables,  etc.,  which 
an  editor  may  have  deleted,  condensed,  or  paraphrased.  When 
an  article  reaches  the  galley-proof  stage,  the  author  may  NOT 
re-edit  his  article;  that  is  the  privilege  of  the  Journal’s  editors. 

14.  Reprints.  .Most  authors  desire  reprints.  Our  printing 
firm  provides  them  on  a non-profit  basis.  They  MUST  be 
ordered  when  the  author  submits  his  corrected  proof. 

15.  Our  Journal  is  copyrighted.  We  and  most  state  and 
regional  journals  owned  by  state  medical  societies  have 
granted  each  other  continuing  copyright  permission  to  copy 
or  quote  with  proper  credit.  Copyright  permission  is  not 
granted  to  commercial  or  privately  owned  publications. 
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Colorado 

Myron  C.  Waddell,  MD,  died  November  8,  1974 
in  St.  Luke’s  Hospital,  Denver,  after  a brief  illness. 
He  was  71  years  of  age.  Bom  August  6,  1903  in 
Danberry,  Iowa, 
reared  and  educated 
in  Redwillow  and 
Indianola,  Nebraska 
h e attended  Ne- 
braska Wesleyan 
University  in  Lin- 
coln, where  he  re- 
ceived a Bachelor  of 
Arts  degree  in  1926. 

He  received  a Mas- 
ter of  Science  degree 
from  St.  Louis  Uni- 
versity, St.  Louis, 

Missouri  in  1929.  He 
then  attended  Duke 
University  from  which  he  received  his  M.D.  in 
1934. 

Following  an  internship  and  residency  at  Den- 
ver’s Presbyterian  Medical  Center  he  accepted 
the  position  of  Assistant  Professor  of  Anatomy  at 
George  Washington  University,  Washington.  D.C. 

After  about  a year  in  basic  science  he  elected 
to  return  to  Denver  and  clinical  medicine.  He 
opened  a practice  here  in  1937  and  over  the  years 
found  himself  devoting  most  of  his  time  to 
obstetrics  and  gynecology.  He  became  chief  of  that 
service  at  the  Presbyterian  Medical  Center  in 
1952,  and  held  the  position  for  15  years. 

Dr.  Waddell  was  a member  of  the  Denver  and 
Colorado  medical  societies  and  the  American 
Medical  Association.  He  belonged  to  the  Inter- 
national College  of  Surgeons,  the  American  Col- 
lege of  Obstetrics  and  Gynecology,  and  was  past 
president  of  the  Colorado  Society  of  Obstetricians 
and  Gynecologists.  He  was  president  of  the  Colo- 
rado Medical  Society  in  1966-67.  In  1962  he  single- 
handedly  started  the  Colorado  Health  Careers 
Council,  contributing  his  time  and  financial  sup- 
port to  its  successful  operation.  It  has  since  been 
taken  over  by  the  Colorado  Medical  Society  and 
organizations  of  allied  health  professionals;  it  is 
one  of  the  few  media  through  which  interested 
young  people  are  introduced  into  health  fields. 

During  his  presidency  of  the  Colorado  Medical 
Society,  that  organization  first  participated  in  the 
Amigos  de  las  Americas  program  in  which  youths 
from  Colorado  go  to  poverty  areas  of  Central  and 
South  America  to  instruct  the  natives  in  modern 
sanitation,  vaccination,  and  other  health  practices. 


Later  he  was  very  active  as  a member  of  the 
Colorado  Comprehensive  Health  Planning  Council. 
He  served  on  the  Laradon  Hall  board  of  trustees 
for  25  years,  was  chairman  of  the  board  of  the 
Warren  United  Methodist  Church  and  Warren 
Village,  an  apartment  community  for  single-parent 
families.  He  served  as  a member  of  the  board  of 
trustees  of  the  Nebraska  Wesleyan  University  of 
Lincoln,  Nebraska.  In  addition,  he  was  a member 
of  the  El  Jebel  Shrine. 

Dr.  Waddell  was  married  to  Margaret  B. 
Boucher  in  Denver,  June  16,  1935.  Mrs.  Waddell 
survives  him  as  do  a daughter  Dr.  Dorothy 
Thogerson,  Oakland,  California,  and  a son,  Mark 
C.,  of  Denver.  There  are  four  surviving  brothers, 
Lee,  Charles,  and  Vem  of  Indianola,  Nebraska, 
and  Seth,  Casper,  Wyoming;  and  two  sisters,  Mrs. 
Ruby  Schultmeier  and  Mrs.  Helen  Railsback,  of 
Denver.  Two  grandchildren  survive. 

***** 


Valentin  E.  Wohlauer,  MD,  Englewood,  Colo- 
rado, died  Tuesday,  October  15,  1974  in  Los 
Angeles,  California  where  he  had  gone  to  be  in- 
stalled as  a Fellow  of  the  American  Academy  of 
Family  Practitioners. 

Born  in  Berlin,  Germany,  February  10,  1912, 
receiving  his  undergraduate  education  at  the  Uni- 
versity of  Zurich,  Switzerland,  he  was  awarded  his 
medical  degree  at  the  University  of  Berlin  in 
1936.  A year  later  he  came  to  the  United  States. 
During  World  War  H he  served  in  the  medical 
corps  of  the  United  States  Army  in  the  European 
Theater  of  Operations. 

Dr.  Wohlauer  entered  the  private  practice  of 
medicine  in  Brush,  Colorado  in  1948  where  he 
remained  for  twelve  years.  In  1960  he  left  private 
practice  and  entered  the  School  of  Public  Health 
at  the  University  of  California  in  Berkeley.  He 
received  his  master’s  degree  in  that  discipline  in 
1961  and  joined  the  ranks  of  the  Department  of 
Public  Health  of  the  State  of  Colorado  as  Director 
of  Public  Health  of  the  State  of  Colorado  as 
Director  of  Preventive  Medicine  Services  Division. 
He  was  responsible  for  the  organization  of  an 
emergency  service  system  which  greatly  enhanced 
the  delivery  of  health  care  in  the  rural  areas  of 
Colorado. 

He  was  a member  of  the  Arapahoe  County  and 
the  Colorado  medical  societies  and  the  American 
Medical  Association.  He  belonged  to  the  Academy 
of  Family  Practitioners  and  was  about  to  achieve 
Fellowship  in  that  organization  at  the  time  of  his 
death. 

Dr.  Wohlauer  was  a very  active  member  of  the 
Colorado  Medical  Society.  He  chaired  many  com- 
mittees during  his  career,  including  most  recently, 
the  Rural  Health  Committee,  Council  on  Medical 
Services,  and  the  Accreditation  Committee.  He 
also  served  on  the  Committee  on  Emergency 
Medical  Care,  Committee  on  Disaster  Medical 
Care,  and  Public  Health  Committees. 
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He  had  received  the  Congressional  Legion  of 
Merit  citation,  the  Golden  Heart  Award  of  the 
Colorado  Heart  Association,  and  the  United  States 
Public  Health  Service  Award. 

His  widow,  the  former  Ruth  Levy,  survives  him 
as  do  two  sons,  Dr.  Peter  Wohlauer  of  the  U.S. 
Air  Force  Academy,  and  Ronald  Wohlauer  of  Den- 
ver, and  a daughter.  Miss  Susan  Wohlauer,  Den- 
ver. One  grandson  also  survives. 

* ♦ * * * 

Mark  S.  Donovan,  MD,  died  at  his  home  at 
6527  South  Franklin  Street,  Littleton,  Colorado, 
October  5,  1974.  He  was  forced  to  retire  from  his 
radiological  practice  a year  ago  because  of  re- 
peated heart  attacks.  Bom  in  Dunkirk,  New  York, 
November  3,  1910,  he  received  his  preliminary 
education  in  the  public  schools  of  that  commun- 
ity and  Buffalo,  NY.  His  undergraduate  educa- 
tion and  his  medical  degree  he  obtained  from  the 
University  of  Michigan  in  Ann  Arbor  where  he 
was  a member  of  the  Phi  Beta  Kappa  honorary 
fraternity,  and  was  graduated  cum  laude.  He  en- 
tered graduate  training  in  Radiology  at  Harvard 
University  in  Boston,  which  he  completed  in  1944. 
Following  a year  of  practice  in  Toledo,  Ohio,  he 
moved  to  Denver  where  he  opened  a practice  in 
radiology  in  the  Republic  Building  in  1945.  He 
served  as  part-time  radiologist  to  Ihe  medical 
clinic  of  the  Gates  Rubber  Company  for  25  years. 


Doctor  Donovan  was  a member  (retired)  of 
the  Denver  and  Colorado  medical  societies,  and 
the  American  Medical  Association.  He  was  Assist- 
ant Clinical  professor  of  Radiology  at  the  Uni- 
versity of  Colorado  School  of  Medicine. 

In  1941  he  was  married  to  Jean  Borgerson,  a 
nurse  teaching  in  the  Boston  Lying  in  Hospital. 
Mrs.  Donovan  survives  the  doctor,  along  with 
three  sons:  Stephen,  Greeley,  Colorado;  Robert, 
Boca  Raton,  Florida;  and  Jerome,  a student  at  the 
University  of  Colorado;  and  daughter  Kathleen, 
also  a student  at  CU.  A brother.  Dr.  Stephen 
Donovan,  Hollywood,  Florida,  and  a grand- 
daughter survive. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


CENTRALLY  LOCATED 


For  tlie  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 
Space  is  available.  Ask  for 
REPUBLIC  BUILDING  CORPORATION  illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Rocky  Mountain  Medical  Journal 


In  history,  the  proud  Viking 
ships  stood  alone  — centuries 
ahead  of  their  time. 

Today,  the  Bellanca  Viking 
boldly  stands  alone  — offering 
more  performance  for  its  price 
than  any  aircraft  in  its  class. 


$10,000  to  $25,000  less  than  the 
competition. 

To  the  discriminating  buyer,  an 
aircraft  is  more  than  transpor- 
tation. It  is  an  extension  of  his 
personality.  A symbol  of  pride. 


Deluxe  Citabria,  flagship  of  the  Bellanca 
"fun"  fleet,  is  powered  by  a 150  hp 
Lycoming  engine.  Inverted  fuel  and 
oil  systems  are  optional. 


See  why  Bellanca  is  number  3 in  the  world  in  single  engine  production, 
with  the  only  production  sport/aerobatic  plane  in  America. 

AARDVARK  AERO  ASSOCIATES 

N.E.  Corner  of  the  Terminal  Boulder  Municipal  Airport 
BOULDER,  COLORADO  80302  (303)  442-3131 
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Rocky  Mountain  Medical  Conference 

Western  Mediterranean 

Air-Sea  Cruise 


An  Exciting  New  Itinerary  Featuring: 

Las  Palmas  • Cadiz/Seville  • Tangier  • Gilbraltar  • Mallorca  • Tunis  • 
Malta  • Sicily  • Corfu  • Dubrovnik 

As  Low  As  *1098 


A Two-Week  Do-As-You-Please  Holiday 
On  Royal  Cruise  Line's  New  Luxury  Ship 
m.  s.  GOLDEN  ODYSSEY 
Includes:  Direct  Flights  on 
World  Airways  Chartered  Jets. 


All  Meals  of  Superb  International  Cuisine. 
Cruise  Director  and  Staff  to  Assist  at  All  Times. 
Generous  70  Lb.  Baggage  Allowance. 
Departure:  Denver,  March  23,  1975 


Send  to: 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE 

1601  East  19th  Avenue,  Denver,  Colorado  80218 

Enclosed  is  my  check  for  $ $100  per  person 

as  deposit. 

Names 

Address 

City 

State 

Zip 

Space  Strictly  Limited  Make  Reservations  Now 


Another  Non-Regimented  INTRAV  Deluxe  Adventure 


Yon  Can  Order  REPRINTS 

of  any  feature  or  advertisement  appearing  in 

The  Rooky  Mountain  Medical  Journal 

Orders  must  be  placed  within  15  days  after  date  of  publication. 
Minimum  charge  applies  for  100  copies  or  less. 

The  cost  is  very  reasonable 

for  further  information  write  to — 

The  Rocky  Mountain  Medical  Journal 

1601  East  19th  Avenue 
Denver,  Colorado  80218 


If  A Disability  Closed  the  Door  on  Your  Practice... 
Would  it  also  close  the  door  on  Your  Family’s  Future? 


Disabilities  are  something  a doctor  deals  with  every  day 
Certainly  no  one  is  more  aware  of  how  much  a life  can  be 
affected  by  a disabling  sickness  or  injury 
Sometimes,  though,  a doctor  can  become  so  involved  in 
the  treatment  of  these  disabilities  that  it  becomes  easy  to 
put  aside  thoughts  of  what  might  happen  to  you  and  your 
family  if  that  disability  struck  you  down  and  you  were 
unable  to  continue  your  practice. 

The  Colorado  Medical  Society  has  helped  to  alleviate  this 
problem  by  making  a voluntary  program  of  Disability 
Income  Protection  Insurance  available  to  its  members 


This  plan,  which  members  are  able  to  purchase  at  Associa- 
tion Group  rates,  helps  see  to  it  that  your  family  will  have 
something  to  fall  back  on  should  you  become  sick  or  hurt 
and  unable  to  work  because  of  a covered  sickness  or 
accident 

ACT  NOW!  Fill  out  and  mail  the  coupon  for  details  on  the 
Colorado  Medical  Society's  Disability  Income  Protection 
Plan.  Discover  how  it  can  help  provide  that  extra  measure 
of  financial  security  you  and  your  family  need  There's 
no  obligation. 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge.  CO  80033 


MAIL  COUPON  TO  YOUR  NEAREST  REPRESENTATIVE 


Carl  Roderick 
2627  West  10th  Street 
Greeley.  CO  80631 


Tony  Occhiuto 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs.  CO  80932 


Mutual 

s^mahaeVL/ 

People  Qou  can  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFEICE:  OMAHA.  NEBRASKA 


Colorado  Medical  Society  Insurance  Program 
Please  send  me  full  details  on  the  Disability  Income 
Protection  Plan  available  to  me  as  a member. 

NAME 

ADDRESS 

CITY STATE ZIP 
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Triaminic’  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bs-rd 


New  books  received  are  acknowledged  in  this 
section  and  such  acknowledgment  must  he  re- 
garded as  sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  he  made  for  review  in  the 
interests  of  our  readers  and  as  space  permits. 
Books  are  listed  with  advance  data  supplied  by 
publishers.  Prices  quoted  are  not  guaranteed.  For 
further  information,  address  queries  to  the  pub- 
lishers. Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


respondence  of  the  scholarly  Prof.  Franklin  C. 
McClean  90:  1808,  June  2,  1928.  One  of  my  Pro- 
fessors used  to  say,  “There  are  kinds  of  truth; 
there  is  10-year  truth,  there  is  30-year  truth,  and 
then  there  is  Truth.” 

The  future  of  HBO  is  still  to  be  decided.  It 
works  like  a charm  in  Gas  Gangrene.  But  as  Dr. 
Turgeson  (page  132),  whose  life  was  saved  by 
HBO,  remarks,  . . how  often  do  you  see  a case 
of  gas  gangrene?”.  A list  of  HB  chambers  fur- 
nished by  the  U.S.  Navy  as  of  early  1973  shows 
one  in  Montana,  one  in  Utah,  one  in,  Colorado 
(Fort  Collins  C.S.U.),  and  ten  in  Texas,  with  162 
in  the  U.S. A.,  and  18  in  Canada. 

Horace  E.  Campbell,  MD 


Recent  Acquisitions 

Advances  In  Cancer  Research,  vol.  19,  1974. 

Syringomyelia:  Barnett,  H.  J.  M.,  et  al.  Philadelphia,  Saun- 
ders, 1973.  318  p.  (Major  Problems  in  Neurology,  vol.  1) 
Clinical  Neurosurgery,  vol.  21,  1974. 

Clinics  In  Gastroenterology,  vol.  3,  no.  2,  May,  1974 — Viral 
hepatitis. 

Orthopaedic  Surgery:  Compere,  Edward  L.  Chicago,  Year- 
book, 1974.  323  p. 

Lupus  Erythematosus:  Dubois,  Edmund  L.,  ed.  2nd  ed.  Los 
Angeles,  Univ.  of  Southern  Calif.  Press,  1974.  798  p.  $36.00. 
Feminine  Psychology:  Homey,  Karen.  New  York,  Norton, 
1967  . 269  p.  Gift. 

Essays  on  Longevity:  Kahn,  Samuel.  New  York,  Philosophical 
Library,  1974.  198  p.  $10.00. 

Foreign  Medical  Graduates  In  America:  Mamot,  Patricio  R. 
Springfield,  111.,  Charles  C.  Thomas,  1974.  181  p.  Gift. 
Review  of  Medical  Pharmacology:  Meyers,  Frederick  H..  et 
al.,  eds.  4th  ed.  Los  Altos,  Calif.,  Lange,  1974.  313  p.  Gift. 
Medical  Engineering:  Ray,  Charles  D.  Chicago,  Yearbook, 
1974.  1256  p.  $90.00. 

The  Theory  and  Practice  of  Psychiatry:  Redlich,  Frederick  C. 
and  Freedman,  Daniel  X.  New  York,  Basic  Books,  1966.  880 
p.  Gift. 

Bedside  Diagnosis:  Seward,  Charles  M.  10th  ed.  London, 
Churchill  Livingstone,  1974.  528  p.  $4.50. 

Who’s  Who  in  America,  1974-1975:  38th  ed.  Chicago,  Marquis, 
1974  . 2 vols.  Gift  of  Dr.  Bradford  Murphey. 

Yearbook  of  Ear,  Nose  and  Throat:  1974. 

Yearbook  of  Obstetrics  and  Gynecology:  1974. 


Attention 


The  Denver  Medical  Library  is  participating 
in  the  Denver  Public  Library  Courier  Service. 
The  purpose  of  our  participation  is  to  help  make 
our  library  resources  more  readily  available  to 
more  physicians.  The  courier  service  means  daily 
pick  up  and  delivery  of  Denver  Medical  Society 
Library  materials  to  and  from  various  service 
points.  It’s  just  a matter  of  requesting  our  ma- 
terials via  letter  or  phone.  This  courier  service 
includes  the  following  areas: 


Arvada 

Aurora 

Boulder 

Brighton 

Broomfield 

Castle  Rock 

Commerce  City 

Englewood 

Estes  Park 

Fort  Collins 

(Georgetown 

Golden 

Greeley 


Idaho  Springs 

Lafayette 

Lakewood 

Littleton 

Longmont 

Louisville 

Louviers 

Loveland 

Northglenn 

Parker 

Thornton 

Westminster 


A display  area  in  the  library  is  currently  de- 
voted to  an  exhibit  of  new  periodicals  and  serials. 
In  the  future,  it  will  contain  controversial  or  very 
current  literature  searches. 

Book  Review 

The  Uncertain  Miracle:  Hyperbaric  Oxygena- 
tion, by  Vance  H.  Trimble,  236  pages,  illus.,  $6.95, 
Doubleday  & Co.,  1974. 

The  Author,  Editor  of  the  KENTUCKY  POST 
and  TIMES  STAR  in  Covington,  winner  of  the 
Pulitzer,  Raymond  Clapper,  and  Sigma  Delta  Chi 
awards,  is,  of  course,  just  a newshawk  and  a 
legman — but  what  a hawk  and  what  a legman! 
He  must  have  personally  interviewed  everyone 
who  could  give  him  basic  information  about  HBO. 
This  scholarly  and  thoroughly  researched  book 
reads  like  a novel.  It  is  hard  to  put  it  down.  The 
“Dauntless  Dr.  Cunningham”,  born  in  a little 
Nebraska  town,  Odell,  near  the  eastern  Kansas 
line,  who  knew  more  than  he  could  prove,  is  the 
hero.  He  won  the  ire  of  Dr.  Fishbein,  and  the 
JAMA.  Readers  should  look  up  the  Fishbein  opus 
(JAMA  90:  1494-96,  May  5,  1928)  and  the  Cor- 


How  to  Use 

CHECK  TO  SEE  IF  YOU  ARE  NEAR  ONE 
OF  THESE  DESIGNATED  SERVICE  POINTS 
LISTED  ABOVE. 

1.  REQUEST  MATERIAL  FROM: 

Denver  Medical  Society  Library 
1601  East  19th  Avenue 
Denver,  Colorado  80218 
INDICATE  SERVICE  POINT. 

Telephone:  (303)  534-8580 

2.  PICK  UP  REQUESTED  MATERIAL  AT  DES- 
IGNATED SERVICE  POINT. 

3.  RETURN  MATERIAL  TO  SAME  DESIG- 
NATED SERVICE  POINT  IN  CONTAINER 
PROVIDED.  WHEN  RETURNING  MATERIAL 
USE  RETURN  ROUTING  CARD  ALREADY 
ENCLOSED  IN  CONTAINER. 

ONLY  REQUIREMENT— 

Must  have  library  card  from  designated 
service  point  if  it  is  a PUBLIC  LIBRARY. 
If  you  have  any  questions  please  contact  a staff 
member  of  the  Denver  Medical  Society  Library. 
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Physicians. 

Isn't  it  time  your 
career  had  a check-up? 


Of  course,  we  don’t  mean  to  imply  that  your  career  isn’t  a healthy  one.  We 
just  want  to  draw  your  attention  to  the  personal  and  careeropportunities 
and  benefits  the  Air  Force  has  to  offer  you.  You’ll  discover  that  the  Air 
Force  isa  challenging  and  rewarding  way  of  life.  Our  hospitalsand  clinics 
are  outstanding.  Plus,  we’ll  pay  relocation  expenses  for  your  family  and 
household  goods.  If  you’re  interested  in  our  medical  plan,  find  out  all  the 
facts.  Sometimes,  even  a healthy  career  could  use  a checkup. 

Air  Force  Medical  Placement  Office 
1315  Kearney  Street 
Denver,  Colorado  80220 
303  837-4525 


WANT  ADS 


PHYSICIANS  WANTED.  Two  men  to  join  nine-man  multi- 
specialty group  in  scenic  Glenwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact:  lir.  Orrie  Clemens  or  Dr.  G.  Thomas 
Morton,  Glenwood  Medical  Associates,  1905  Blake,  Glenwood 
Springs,  Colorado  81601,  or  call  (303)  945-5441.  374-4-TF 


DOCTORS— LICENSED  TO  PRACTICE  MEDICINE  in  Colo- 
rado needed  fulltime  for  plasma  center.  RN  on  duty  to  as- 
sist. Retired  doctors  considered.  No  age  limit.  Salary  open. 
Please  reply  to  Box  674-4-TFB,  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Ave.,  Denver,  Colo.  80218.  674-4-TFB 


MEDICAL  OFFICE  SPACE  AVAILABLE  in  Professional  Arts 
Building,  1245  East  Colfax  Avenue,  Denver,  located  close  to 
Midtown  Hospital  Area.  Predominantly  medical  building  at 
attractive  rates.  Contact:  Mr.  E.  Crust,  Richter/Robb  & Co., 
(303)  831-7888.  674-8-TFB 


PEDIATRICIAN  NEEDED  to  share  established  practice  in 
Boulder,  Colorado.  Call  M.  Gehres,  M.D.  collect  at  (303) 
443-8880.  574-6-TF 


NEWLY  CONSTRUCTED,  MULTI-SPECIALTY  CLINIC  in 
Lubbock,  Texas  has  openings  in  areas  of  OB-Gyn,  Internal 
Medicine,  and  Family  Practice.  New  120-bed  hospital  adjacent 
to  Clinic.  Top  salary  leading  to  partner^ip.  Interested  appli- 
cants send  curriculum  vitae  to  University  Medical-Surgical 
Clinic,  6602  Quaker  Avenue,  Lubbock,  Texas  79414. 

1174-4-TFB 


PROFESSIONAL  SPACE  IN  WHEAT  RIDGE,  west  suburb 
of  Denver,  1 block  from  Lakeside  Shopping  Center.  Easy 
access  to  1-70.  Fully  carpeted,  air-conditioned,  two  suites  of 
1020  sq.  ft.  each,  may  be  combined.  Ample  parking.  Rea- 
sonable rates.  Write  or  phone  Koji  Kani.  D.D.S.,  4300  Harlan 
St.,  Wheat  Ridge,  Colorado  80033  or  call  (303)  424-8659. 

1174-5-3B 


INTERNIST-GENERAL  and/or  SUBSPBCIALIST  to  join  a 
progressive,  well-established,  expanding  15-physician  multi- 
specialty professional  corporation  clinic  located  in  Southwest 
Denver  area.  Excellent  continuing  education  opportunities. 
First-year  salary  $25,000-35,000  plus  liberal  fringe  benefits. 
Send  CV  to  Attention  Mr.  Spray,  1950  W.  Littleton  Blvd., 
Littleton,  Colorado  80120.  1274-9-3B 


SUBLEASE— MEDICAL  OFFICE— SE  DENVER  AREA.  4 ex- 
amining rooms,  two  consulting  rooms,  laboratory,  recep- 
tionist area  and  waiting  room,  fully  furnished,  (jail  (303) 
399-0055.  1274-8-2B 


PATHOLOGIST— Board  certified  A.P.,  C.P.  10  years  experi- 
ence. Desires  position  in  Colorado — solo  or  associate  or  di- 
rector. Available  after  1 Jan.  1975.  Hold  Colorado  license. 
Will  consider  part-time.  Contact:  R.  H.  Lee,  MD,  720  Gun- 
barrel  Road,  Grand  Island,  Nebraska  NE  66801.  Phone  (308( 
384-3054  after  5 p.m.  1274-7-3B 


PHYSICIAN— EITHER  PEDIATRICIAN  OR  GENERALIST,  to 
provide  medical  care  in  Children  and  Youth  Project  in 
rural  Colorado.  Contact:  C.  D.  Govan,  MD,  Colorado  Depart- 
ment of  Health,  4210  East  11th  Avenue,  Denver,  Colorado 
80226.  Telephone:  (303)  388-6111.  1274-5-2B 


PHYSICIAN — to  direct  statewide  Maternal  and  Child  Health 
Program.  Requirements  include  internship,  two  years  pub- 
lic health  experience  and  M.P.H.  or  M.H.A.  or  board  eligi- 
bility in  appropriate  specialto'-  Contact:  Robert  S.  McDurdy, 
MD,  Colorado  Department  of  Health,  4210  East  11th  Avenue, 
Denver,  Colorado  80220.  1274-6-2B 


FOR  SALE:  Luxor  infrared  and  ultraviolet  lamp  from  Hano- 
via  Lamp  Division.  120  volts,  60  cycles,  7 amp.  run,  500 
watts;  65  inches  high  on  portable  stand.  Originally  $1,000;  will 
sell  for  $800.  Valtronic  medical  or  dental  cabinet  by  Imperial 
65  inches  high  on  portable  stand.  Originally  $1,000;  will  sell 
for  $800.  Valtronic  medical  or  dental  cabinet  by  Imperial 
Modular.  41  inches  high,  with  three  compartments,  steriliza- 
tion unit  in  top  compartment.  Originally  $400;  will  sell  for 
$2(X).  Write:  David  McDonald,  6338  South  Josephine  Street, 
Littleton,  Colorado  80121.  1274-4-lB 


FULL  TIME  EMERGENCY  ROOM  PHYSICIAN  to  work  for 
an  Emergency  Room  Physicians  Corporation  in  an  active 
360  bed  hospital.  Colorado  location.  Salary  negotiable.  Must 
have  at  least  one  year  of  prior  Specialty  Training.  Contact: 
E.R.  Physicians,  P.C.,  2310  North  Tejon,  Colorado  Springs, 
Colorado  80907.  1174-9-2B 


MEDICAL  SPACE.  Centrally  located  in  Colorado  Springs. 

2,500  square  feet  divided  into  4 offices  and  15  examining 
rooms,  large  reception  room  and  office.  Adajacent  pharmacy. 
Call:  (303  ) 632-6111  for  Dr.  Robert  Lowe  or  write  Robert 
Lowe,  DVM,  1721  Uintah  St.,  Colorado  Springs,  Colorado 
80904.  1174-15-3B 


MIDTOWN  MEDICAL  AREA,  DENVER.  One  suite  available 
in  modern  four-story  medical  building  across  from  St. 
Luke’s  Hospital.  Ideal  for  two  physicians  but  will  divide 
for  solo  practice.  X-ray  laboratory,  optical,  and  pharmacy 
services  in  building.  Offstreet  parking  for  employees  and 
patients.  Call:  (303  ) 238-6433  for  information.  1074-5-3B 


UNDER  CONSTRUCTION:  Denver’s  first  medical-dental  con- 
dominium office  structures.  IVz  blocks  East  of  Lutheran 
Hospital,  at  38th  and  Zephyr  in  Wheat  Ridge.  Call  or  write 
for  information  to  Joan  at  TOMLINSON  & COMPANY,  704 
Patterson  Building.  Denver,  Colorado  80202  or  (303)  573-9586. 

1174-12-2B 


SERVICES  IN  MEDICAL  TECHNICAL  WRITING  and  editing. 

Ghost  writing.  Preparation  of  grant  proposals.  Staff  train- 
ing programs.  Call  G.  Raymond  Burgett,  (303)  571-1373  or 
write  850  So.  Oneida  St.,  #203B,  Denver,  Colorado  80222. 

1174-14-3B 


internist.  Board  qualified  or  Generalist  with  solid  medical 
background.  Needed  for  active  96  bed  GM&S  Veterans  Ad- 
ministration Hospital,  well  equipped  and  staffed,  with  excel- 
lent library  and  consultants.  Salary  $28-36,000,  with  excellent 
fringe  benefits;  will  pay  travel  and  moving  expenses;  housing 
on  hospital  grounds.  Equal  opportunity  employer;  licensure 
required  in  one  of  the  fifty  states  or  District  of  Coiumbia; 
abundant  outdoor  recreation;  pleasant  climate  with  clean  air 
in  attractive  peaceful  western  city  of  10,000.  Inquire:  Norman 
C.  Jorgenson,  MD,  or  Mr.  Charles  R.  Armon.  Hospital  Di- 
rector, VA  Hospital,  Miles  City,  Montana  59301,  or  call  col- 
lect: (406)  232-3060.  1274-3-3B 


PEDIA’TRIC  NURSE  PRACTITIONER  POSITION  WANTED. 

Completing  Mayo  Clinic  practitioner  program  December 
1974.  Single.  Masters  degree  in  Maternal  Child  Nursing. 
Clinical  and  teaching  background.  Betty  DeMarco,  611  First 
Street,  S.W.,  Rochester,  Minnesota  55901,  or  call:  (507  ) 282- 
5967.  1274-2-lB 


WANTED:  Associate  for  General  Surgeon  in  prime  mid- 
town hospital  area.  728  sq.  ft.  main  floor.  Suite  has  ad- 
joining lobby  with  full  time  receptionist.  Ample  parking, 
beautiful  well-kept  building.  Reasonable  rent.  Contact:  Mrs. 
Whelan  at  (303)  322-5363.  Monday,  Tuesday,  and  Fridays. 

1274-1-1 


FOR  SALE.  Sony  Dictation-Transcriber  BM-35  Secutive.  Take 
over  payments  of  $18.97  per  month.  Contact:  Marshall 
Freedman,  MD,  9-5  Monday-Friday;  (303)  388-6874.  1274-11-lB 


MEDICAL  SPACE  AVAILABLE  IN  PROFESSIONAL  MED- 
ICAL BUILDING,  3705  E.  Colfax  Avenue,  Denver.  Newly 
remodeled  space — will  divide  to  suit.  Located  one  block  from 
major  intersection  of  Colorado  Blvd.  and  Colfax  Avenue. 
Within  ten  blocks  of  eight  major  hospitals.  Modern  prescrip- 
tion pharmacy  located  in  buUdmg.  Answering  service,  coffee 
shop,  and  X-ray  facility.  Carpet,  drapes,  and  air  condition- 
ing. Tenants  include  approximately  35  medical  men  repre- 
senting most  medical  specialties.  Oversize  elevator,  ample 
parking.  Reasonable  rates.  Call:  (303  ) 321-8419.  1274-12-lB 

PHYSICIAN.  Opening  for  fulltime  position  in  La  Llave 
MM’TP.  New  Mexico  licensed.  Qualified  to  prescribe 
methadone.  Must  be  interested  in  problems  of  addiction. 
Will  do  physicals  and  referrals.  Opportunity  for  research  in 
this  unexplored  field.  Salary  negotiable.  Inquire  of:  J.  M. 
Castillo,  MD,  Program  Director,  La  Llave  MMTP,  715 
Grand  Avenue,  NE,  Albuquerque,  New  Mexico  87102.  Call: 
(505)  766-7380. 1274-10-lB 

PHYSICIAN  WANTED  for  Group  Practice  in  Southern  Colo- 
rado. Challenging  and  rewarding  opportunities  for  right 
person.  Salary  $25,000-$30,000  a year,  plus  liberal  fringe  bene- 
fits. Collect  calls  accepted.  M.  O.  Kepler,  MD,  Taos,  New 
Mexico,  87571.  Phone  (505)  758-8556. 1274-14-3B 

MEDICAL  OFFICES — Vine  Professional  Building.  2025-45  E. 

18th  Avenue.  Two  suites  now  available.  Completely  re- 
modeled-carpeted  reception  and  hallways,  air  conditioned. 
Price  of  $4.50  per  foot  includes  all  maintenance  and  utilities. 
Janitorial  services.  Attractive  Spanish  style  complex.  3 blocks 
east  of  hospitals  on  one-way  18th  Avenue.  Well  serviced  by 
bus  lines.  Call  owner  J.  J.  Atkinson  at  (303)  832-1600  or 
832-7220.  1274-13-3B 
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Colorado  Medical  Society 

OFFICERS — 1974-75 — terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1975  Annual  Session. 

President;  Howard  T.  Robertson,  Denver. 

President-elect;  Joseph  S.  Pollard.  Jr.,  Colorado  Springs. 

Vice  President;  Harlan  B.  Huskey,  Fruita. 

Treasurer;  Otis  J.  King,  Jr.,  Colorado  Springs. 

Constitutional  Secretary;  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  .A.M.A.;  John  M.  Wood.  Englewood.  Dec.  31, 
1975;  Robert  E.  McCurdy.  Denver.  Dec.  31,  1975;  Kenneth  A. 
Platt,  Westminster.  Jan.  1.  1975-Dec.  31,  1976. 

Alternate  Delegates  to  the  A.M.A.;  Kenneth  A.  Platt,  West- 
minster, Dec.  31,  1974;  Clyde  E.  Stanfield.  Denver,  Dec.  31, 
1976;  William  Y.  Takahashi.  Boulder,  Dec.  31,  1975;  Joseph 
L.  Kovarik,  Dec.  31,  1975.  One  position  to  be  filled. 
Speaker,  House  of  Delegates;  Robert  A.  O’Dell,  Aurora. 

Vice  Speaker,  House  of  Delegates;  R.  Jack  Warren,  Denver. 
Foundation  Advocate;  H.  Sol  Cersonsky,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman'  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal;  Carl  H.  McLauth- 
lin,  Denver. 

Scientifio  Editor  Emeritus,  Rocky  Mountain  Medical  Journal; 
Douglas  Macomber,  Denver. 

Executive  Director;  Mr.  Donald  G.  Derry,  1601  East  19th  Ave- 
nue, Denver,  Colorado  80218.  Telephone  (303  ) 534-8580. 


Montana  Medical  Association 

OFFICERS — 1974-75 — Terms  of  Officers  and  Committemen 
expire  at  the  Annual  Meeting  of  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1975  Annual  Meeting. 

President;  John  R.  Halseth,  Great  Falls. 

President-elect;  David  Gregory,  Glasgow. 

Vice  President;  Colvin  H.  Agnew,  BUlings. 
Secretary-Treasurer;  Robert  P.  Yost,  Missoula. 
Assistant-Secretary-Treasurer;  James  E.  Elliott,  Havre. 
Delegate  to  the  A.M.A.;  Herbert  T.  Caraway',  Billings. 
■Alternate  Delegate  to  the  A.M..4.;  Mark  B.  Listerud.  Wolf 
Point. 

Executive  Committee;  John  R.  Halseth,  Great  Falls;  David 
Gregory.  Glasgow;  Colvin  H.  Agnew,  Billings;  Robert  P. 
Yost,  Missoula;  James  E.  Elliott,  Havre;  Herbert  T.  Caraway, 
Billings;  Mark  B.  Listerud.  Wolf  Point;  John  R.  Burgess.  Jr.. 
Helena;  James  K.  Cope.  Forsyth. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal;  Gerald  A.  Diettert,  Missoula. 

■Associate  Editor,  Rocky  Mountain  Medical  Journal;  Mr.  G. 
Brian  Zins,  Helena. 

Executive  Director;  Mr.  G.  Brian  Zins.  2021  11th  Avenue, 
Suite  12,  Helena.  Montana  59601,  Teelphone  (406  ) 443-4000. 


Nevada  State  Medical  .Association 

OFFICERS — Terms  of  Officers  and  Committeemen  expire  in 
April  1976. 

President;  William  K.  Stephan,  Las  Vegas. 

President-elect;  John  W.  CaUister,  Reno. 

Secretary-Treasurer;  John  L.  Holmes,  Las  Vegas. 

Immediate  Past  President;  Thomas  K.  Hood,  Elko. 

Delegate  to  A.M.A.;  Norman  Christensen,  Elast  Ely. 

Alternate  Delegate  to  .V.M.A.;  Richard  C.  Inskip,  Reno. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal; Thomas  J.  Scully,  Reno. 

Assistant  Scientific  Editor  for  Nevada.  Rocky  Mountain  Med- 
ical Journal;  Robert  W.  WiUiams,  Las  Vegas. 

■Associate  Editor,  Rocky  Mountain  Medical  Journal;  Mr. 
Richard  G.  Pugh,  Reno. 

Executive  Director;  Mr.  Richard  G.  Pugh,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702  ) 825-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1974-75 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1975  Annual  Session. 

President;  U.  G.  Hodgin,  Jr.,  Albuquerque. 

President-elect;  Robert  Cutler,  Espanola. 

Vice  President;  Walter  Hopkins.  Lovington. 
Secretary-Treasurer;  Ronald  V.  Dom,  Jr.,  Albuquerque. 
Immediate  Past  President;  Armin  T.  Keil,  Raton. 

Speaker,  House  of  Delegates;  William  J.  Hossley,  Doming. 
Vice  Speaker,  House  of  Delegates;  John  D.  Abrums,  Albu- 
querque. 

Delegate  to  A.M..A.;  Emmit  M.  Jennings,  Roswell. 

.Alternate  Delegate  to  A.M.A.;  Armin  T.  KeU,  Raton. 
Councilors  tor  Three  Years;  George  P.  Bunch.  Las  Vegas; 
Robert  Zone,  Santa  Fe;  Livingston  Parsons,  Albuquerque; 
John  Moore,  Roswell. 

Councilors  for  Two  Years;  James  Loucks,  Los  Alamos; 
W'illiam  C.  Gorman,  Albuquerque;  Donald  Wolfel,  Albuquer- 
que; James  Gaba,  Artesia;  Jerome  P.  Pucelik,  Las  Cruces; 
Theodore  Draelos,  Silver  City;  Donald  Draney,  Alamogordo. 
Councilors  for  One  Year;  Edgar  Smith,  Albuquerque;  John 
G.  Griffin,  Albuquerque;  Samuel  Neff,  Clovis;  T.  G.  McCor- 
mick, Hobbs;  Norton  Ritter,  Gallup;  Jack  Coats,  Farmington. 
Scientific  Editor  for  New  Mexico  Rocky  Mountain  Medical 
Journal;  Marcus  J.  Smith,  Santa  Fe. 

.Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal;  William  S.  Curran,  Albuquerque. 

Associate  Editor  lor  New  Mexico,  Rocky  Mountain  Medical 
Journal;  Mr.  Ralph  R.  Marshall.  Albuquerque. 

Executive  Director;  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Blvd.,  NE,  Albuquerque,  87106.  Telephone  (505  ) 265-8494. 
.Associate  Executive  Director;  Rick  Beitler,  Albuquerque. 

I tall  State  Medical  .\ssociation 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1974  Annual  Session. 

President;  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 
President-elect;  Howard  G.  McQuarrie,  Murray. 

Past  President;  William  R.  Christensen,  Granger. 

Honorary  President;  George  S.  Diumenti,  Bountiful. 
Secretary  ’74;  Dale  G.  Johnson,  Salt  Lake  City. 

Treasurer  ’74;  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M..A.  ’74;  Wm.  Knox  Fitzpatrick,  Salt  Lake 
City. 

Delegate  to  A.M..A.  ’75;  Drew  M.  Petersen,  Salt  Lake  City. 
Alternate  Delegate  to  A.M.A.  ’74;  Richard  H.  Keller,  Mur- 
ray. 

.Alternate  Delegate  to  A.M..A.  ’75;  Alan  R.  Nelson,  Salt  Lake 
City. 

Chairman  of  the  Board,  Blue  Shield  of  Utah;  George  H. 
Lowe,  Ogden. 

Speaker,  House  of  Delegates.  ’75;  W'm.  Knox  Fitzpatrick. 
Salt  Lake  City. 

Vice  Speaker,  House  of  Delegates  ’75;  Harold  V.  Liddle,  Salt 
Lake  City. 

Scientific  Editor  for  Utah.  Rocky  Mountain  Medicai  Journal; 
Lewis  J.  Barton,  Salt  Lake  City. 

.Associate  Editor,  Rocky  Mountain  Medical  Journal;  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director;  Mr.  Hoyt  W Brewster,  42  South  Fifth 
East  Street,  Salt  Lake  City,  Utah  84102.  (Telephone  (801) 
355-7477. 

yoming  State  .Medical  Society 

OFFICERS — 197.5 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1975.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  A.M.A.)  expire  at  the 
end  of  the  calendar  year  rather  than  at  the  Annual  Session. 
President;  Donald  B.  Hunton.  Cheyenne. 

President-elect;  Patrick  D.  Nolan,  Buffalo. 

Vice  President;  James  E.  Stoetzel,  Pine  Bluffs. 

Secretary;  Kent  T.  Christensen,  Casper. 

Treasurer;  James  R.  Alexander.  Torrington. 

Delegate  to  A.M..A.;  Fenworth  M.  Downing,  Sheridan. 
.Alternate  Delegate  to  .A.M.A.;  John  J.  Corbett,  Casper. 
Speaker  of  the  House;  Theodore  L.  Johnston.  Cheyenne. 

Vice  Speaker  of  the  House;  Ross  J.  Collie,  Lander. 
Immediate  Past  President;  Paul  R.  Yedinak,  Rock  Springs. 
Scientific  Editor  for  Wyoming.  Rocky  Mountain  Medical 

Journal;  Francis  A.  Barrett.  Cheyenne. 

■Associate  Editor  for  tVyoming,  Rocky  Mountain  Medical 

Journal;  Mr.  Robert  Smith.  Cheyenne. 

Executive  Director;  Mr.  Robert  Smith,  P.  O.  Drawer  4(K)9. 
Cheyenne,  Wyoming  82001.  Telephone  (307)  635-2424. 
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1601  E.  19th  Avenue.  Denver.  80218  (30,^)  534-8.S80 

DOUGLAS  W.  MACOMBER,  MD,  Scientific  Editor  Emeritus 
3131  East  Alameda  Avenue.  Denver  80209 

GERALD  A.  DIETTERT,  MD,  Scientific  Editor  for  MOSTASA 

P.  O.  Box  1307,  Missoula  59801  (406)  549-6181 

G.  BRIAN  ZINS,  Executive  Secretary,  Montana  Medical  Association  and  .-issociate  Editor  for  M OS  I A S I 

2021  Eleventh  Avenue,  Helena  59601  (406)  443-4()()() 

HARRY  J.  McKINNON,  MD,  Scientific  Editor  for  SEC  A DA 

3196  Maryland  Parkway  South.  Eas  Vegas  89109  (702)  735-9251 

BERNARD  K.  GUERIN,  MD,  A ssistant  Scientific  Editor  for  SE\  ADA 

607  North  Arlington  Avenue.  Reno  89503  (702)  323-5181 

RICHARD  G.  PUGH,  Executive  Director,  Sevada  State  Medical  Association  and  Associate  Editor  for  SE^  AD  I 

3660  Baker  Eane,  Reno  89502  (702)  825-6788 

MARCUS  J.  SMITH,  MD,  Scientific  Editor  for  SEW  MEXICO 

Coronado  Building,  Santa  Fe  87501  (505)  983-3357 

WILLIAM  S.  CURRAN,  MD,  Assistant  Scientific  Editor  for  SEW  MEXICO 

801  Encino  Place,  N.E.,  Albuquerque  87106  (505)  243-2321 

RALPH  R.  MARSHALL,  Executive  Director,  Sew  Mexico  Medical  Society  and  Associate  Editor  for  SEW  Ml.  \K  () 
3010  Monte  Vista  Boulevard.  N.E.,  Albuquerque  87106  (505)  265-8494 

LEWIS  J.  BARTON,  MD,  Scientific  Editor  for  CTAH 

699  East  South  Temple  Street,  Sait  Fake  City  84102  (801)  364-5673 

HOYT  W.  BREWSTER,  Executive  Director,  Utah  State  Medical  Association  and  Associate  Editor  for  i f III 

42  South  Fifth  East  Street.  Salt  Lake  City  84102  (801)  355-7477 

FRANCIS  A.  BARRETT,  MD,  Scientific  Editor  jor  W)  OMfSG 

1616  East  19th  Street,  Cheyenne  82001  (307)  632-9231 

ROBERT  SMITH,  Executive  Secretary,  Wyoming  State  Medical  Society  and  .issociate  Editor  for  \i  ) ()\1 1 S(l 

P.  O.  Box  1387,  Cheyenne  82001  (307)  6.34-7305 

DONALD  G.  DERRY,  Executive  Director,  Colorado  Medical  Societ  y and  Managing  Editor 

1601  E.  19th  Avenue,  Denver  80218  (303)  534-8580 

ALLEN  YOUNG,  Editorial  Assistant 
PAULINE  WOODWORTH,  Puhlications  Assistant 
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Berns,  Barry  R.,  MD,  Denver,  Colorado;  Denver’s  Detoxifica- 
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Bindschadler,  Darryl  D.,  MD,  Cheyenne,  Wyoming;  Amebic 
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Studies  in  Neurology,  148  (March) 

Bownnan,  Warren  D.,  Billings,  Montana;  Blood  Dyscrasias, 
274  (May) 

Brantigan,  Charles,  MD,  Denver,  Colorado;  -Intra- Aortic 
Balloon  Pumping,  339  (June) 


Chamoun,  C.D.,  MD,  Denver,  Colorado;  Vulvar  Carcinoma 
Treated  Successfully,  89  (Feb.) 

Chang,  Frederick,  MD,  Salt  Lake  City,  Utah;  Endemic 
Hydatid  Disease  in  Utah,  17  (Jan.) 

Chang,  Jack  H.  T.,  MD,  Denver,  Colorado;  Neuroblastoma  in 
Infants  and  ChUdren,  640  (Nov.) 

Chapman,  Katharine  E.,  MD,  Denver,  Colorado;  Neuroblastoma 
in  Infants  and  Children,  640  (Nov.);  Acute  Lymphoblastic 
Leukemia  of  Childhood,  645  (Nov.) 

Cheatham,  Goode  R.,  Jr.,  MD,  Casper,  Wyoming;  Colposcopy 
in  Private  Practice,  403  (July) 

Christman,  Ernest  H.,  MD,  Albuquerque,  New  Mexico:  Men- 
tal Improv'ement  After  Cataract  Extraction,  683  (Dec.) 

Claman,  Henry'  N.,  MD,  Deny'er,  Colorado;  Leukocytoclastic 
Vasculitis,  351  (June) 

Clarke,  J.  Philip,  MD,  Denver,  Colorado;  Multiple  Autoim- 
mune Disorders  in  a Single  Patient,  217  (April) 

Collett,  Hugh  S.,  MD,  Elko,  Nevada;  Granular  Cell  Myo- 
blastoma of  the  Esophagus,  145  (March);  The  World’s  Oldest 
Recipient  of  a Pacemaker?  147  (March) 

Corley,  W.  D.,  MD,  Colorado  Springs,  Colorado;  Acute  Res- 
piratory Insufficiency,  691  (Dec.) 


Davis,  Richard  L.,  MD,  La  Junta,  Colorado;  Hormonal  Basis 
for  the  Dumping  Syndrome,  94  (Feb.) 

Degnan,  Walter  C.,  MD,  Billings,  Montana;  Ballooned  Mitral 
Valve,  286  (May) 

Deigert,  Fred  A.,  MD,  Billings,  Montana;  Bone  Metastasis, 
281  (May) 

Delaney',  James  J.,  MD,  Denver,  Colorado;  Late  Termination 
of  Pregnancy,  213  (April) 

Dilts,  Stephen  L.,  MD,  Denver,  Colorado;  Denver’s  Detoxifi- 
cation Unit,  220  (April) 

Dobbins,  William  T.,  MD,  Denver,  Colorado;  Intrathyroidal 
Defects  in  Thyroid  Hormone  Synthesis,  570  (Oct.) 


Dobemeck,  Raymond  C.,  MD.  Albuquerque  New 
Preoperative  Irradiation  for  Carcinoma  of  Mouth 
and  Hypopharynx,  694  (Dec.) 


Mexico; 

Larynx, 


Downing,  Virginia,  MD,  Denver,  Colorado:  Vulvar  Carcinoma 
Treated  Successfully,  89  (Feb.) 


Eaton,  K.  Philip,  MD,  Albuquerque,  New  Mexico- 
Basis  for  the  Dumping  Syndrome,  94  (Feb.) 


Ehrichs,  E.  L.,  MD,  Denver,  Colorado;  Congenital 
the  Gallbladder  and  Cystic  Duct,  455  (August) 


Absence  of 


Flink,  Edmund  B.,  MD.  Morgantown,  West  Virginia-  Mag- 
nesium Deficiency,  396  (July) 


Fukushima,  Taira,  MD,  Salt  Lake  City 
Hydatid  Disease  in  Utah,  17  (Jan) 


Utah;  Endemic 


Gallagher,  John  Q.,  MD,  Denver,  Colorado;  Pseudosarcoid 
Reaction,  637  (Nov.) 

Gelman,  Martin  I.,  MD,  Salt  Lake  City,  Utah;  Central 
Chondrosarcoma,  38  (Jan.) 


Girard,  Dean  L.,  MD,  La  Junta,  Colorado;  Hormonal  Basis 
for  the  Dumping  Syndrome,  94  (Feb.) 

Groupe,  Leonard  M.,  Chicago.  Illinois;  Medicare  and  People 
180  (March) 

Grow,  John  B.,  Sr.,  MD,  Denver,  Colorado;  Intra-Aortic 
Balloon  Pumping,  339  (June) 


Habein,  H.  C.,  Jr,,  MD,  Billings,  Montana;  The  Subclavian 
Steal  Syndrome,  628  (Nov.) 

Haerr,  Mary,  BS,  Denver,  Colorado;  Acute  Lymphoblastic 
Leukemia  of  Childhood.  645  (Nov.) 

Handon,  Peter  G.,  MD,  University  Park,  New  Mexico;  ORF, 
510  (Sept.) 

Hawkins,  Leland  G.,  MD,  Denver,  Colorado;  Bites  of  the 
Hand,  85  (Feb.) 

Hays,  Taru,  MD,  Denver,  Colorado;  Acute  Lymphoblastic 
Leukemia  of  Childhood,  645  (Nov.) 

Henson,  Stanley  W.,  Jr.,  MD,  Fort  Collins,  Colorado;  Intra- 
mural Duodenal  Hematoma,  685  (Dec.) 

Hofeldt,  Fred  D.,  MD,  Denver,  Colorado;  Intrathyroidal  De- 
fects in  Thyroid  Hormone  Synthesis,  570  (Oct.) 

Holton,  Charlene  P.,  MD,  Denver,  Colorado:  Neuroblastoma  in 
Infants  and  Children.  640  (Nov.);  Acute  Lymphoblastic  Leu- 
kemia of  Childhood,  645  (Nov.) 

Hopeman,  Alan  R.,  MD,  Denver,  Colorado;  Intra-Aortic  Bal- 
loon Pumping,  339  (June) 

Hopkins,  Ralph  E.,  MD,  Denver,  Colorado;  Bleeding  Disorders 
in  Urology,  347  (June) 

Horner,  Robert  L.,  MD,  Denver,  Colorado;  Bites  of  the  Hand, 
85  (Feb.  I 

Huseby,  R.  A.,  MD,  Denver,  Colorado;  Vulvar  Carcinoma 
Treated  Successfully,  89  (Feb.) 

Hutter,  John  J.,  Jr.,  MD,  Denver,  Colorado;  Acute  Lympho- 
blastic Leukemia  of  Childhood.  645  (Nov.) 


Itarut,  Pravej,  MD,  Pueblo.  Colorado:  Staphylococcal  Septi- 
cemia, 576  (Oct.  I 


Jacobs,  Kent  F.,  MD,  Albuquerque,  New  Mexico:  Prosta- 
glandin Treatment  of  Psoriatic  Skin,  507  (Sept.) 

Jacobs,  Maryce  M.,  Ph.D.,  Albuquerque,  New  Mexico;  Prosta- 
glandin Treatment  of  Psoriatic  Skin,  507  (Sept.) 

Jarcho,  Leonard  W.,  MD,  Salt  Lake  City,  Utah;  A Variant  of 
the  Guillain-Barre  Syndrome,  45  (Jan.) 

Jett,  James  D.,  MD,  University  Park,  New  Mexico;  ORF,  510 
(Sept.) 

Johnston,  J.  Thomas,  MD,  Pinedale,  Wyoming;  Urologic  Pain 
with  Exertion,  401  (July) 

Jones,  J.  Cedric,  MD,  Cody,  Wyoming;  Actions  of  Digitalis, 
406  (July) 

Joseph,  Stephen  C..  MD,  Laramie,  Wyoming;  Protein-Calorie 
Malnutrition  in  West  African  Children,  390  (July) 
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Kagan,  Irvin  G.,  Ph.D.,  Atlanta,  Georgia;  Endemic  Hydatid 
Disease  in  Utah,  17  (Jan.) 

Karr,  Reynold  M.  Jr.,  MD,  Denver,  Colorado;  Leukocyto- 
clastic  Vasculitis,  351  (June) 

Klock,  Lawrence  E.,  MD,  Salt  Lake  City,  Utah;  Endemic 
Hydatid  Disease  in  Utah,  17  (Jan.) 


Lewis,  James  A.,  MD,  Denver,  Colorado;  Epilepsy  Revisited, 
565  (Oct.) 

Liddle,  Edward  B.,  MD,  Colorado  Springs,  Colorado;  Acute 
Respiratory  Insufficiency,  691  (Dec.) 

Lindsay,  Alan  E.,  MD,  Salt  Lake  City,  Utah;  What’s  The 
Rhythm?,  48  (Jan.),  226  (April),  524  (Sept.) 

Lilly,  John  R.,  MD,  Denver,  Colorado;  Recent  Advances  in 
Parenteral  Alimentation  of  Infants,  679  (Dec.) 

Long,  Gary  W.,  MD,  Albuquerque,  New  Mexico;  Polyorchism, 
519  (Sept.) 

LongweU,  Freeman  H.,  MD,  Denver,  Colorado;  Colorado  Ma- 
ternal Mortality,  A 5-Year  Review,  155  (March) 

Looby,  William  E.,  MD.  Pueblo,  Colorado;  Staphylococcal 
Septicemia,  576  (Oct,) 

Loughrey,  Richard,  MD,  Cheyenne.  Wyoming;  Tumor  Con- 
ference: Malignant  Carcinoid  of  the  Small  Bowel,  223  (April) 

Lufkin,  Edward  G.,  MD,  Denver,  Colorado;  Intrathyroidal 
Defects  in  Thyroid  Hormone  Synthesis,  570  (Oct.) 


Macaluso,  Benedetto,  MD,  Las  Vegas,  New  Mexico;  Mental 
Improvement  after  Cataract  Extraction,  683  (Dec.) 

Markle,  George  B.,  IV,  MD,  Carlsbad,  New  Mexico;  The  Sur- 
geon Versus  Nature,  505  (Sept.) 

Mayer,  Catherine  M.  H.,  MB,  BS,  Denver,  Colorado;  Acute 
Lymphoblastic  Leukemia  of  Childhood,  645  (Nov.) 

Mazhar,  M.,  MD,  Cheyenne,  Wyoming;  Hodgkin’s  Disease, 
398  (July) 

McElfatrick,  R.  R.,  MD,  Denver,  Colorado:  Congenital  Ab- 
sence of  the  Gallbladder  and  Cystic  Duct,  455  (August) 

McLauthlin,  C.  H.,  MD,  Denver,  Colorado;  Congenital  Ab- 
sence of  the  Gallbladder  and  Cystic  Duct,  455  (August) 

Mierau,  Gary  W.,  Ph.D.,  Denver,  Colorado;  Tick-Transmitted 
Diseases,  445  (August) 

Moore,  Gene  H.,  Colorado  Springs,  Colorado;  Acute  Respira- 
tory Insufficiency,  691  (Dec.) 


Nelson,  Woodrow,  MD,  Great  Falls,  Montana;  The  Wall,  289 
(May) 

Nicholls,  Paul  J.,  Owyhee,  Nevada;  The  World’s  Oldest  Re- 
cipient of  a Pacemaker?,  147  (March) 

Nielson,  Michael  H.,  MD,  Denver,  Colorado;  Late  Termina- 
tion of  Pregnancy,  213  (April) 


Oberheide,  James,  MD,  Denver,  Colorado;  Multiple  Autoim- 
mune Disorders  in  a Single  Patient,  217  (April) 

O’Brien,  Donough,  MD,  Denver,  Colorado;  Hemodialysis  for 
Renal  Failure  in  Children,  583  (Oct.) 

Otteman,  Merlin  G.,  MD,  Fort  Collins,  Colorado;  Intramural 
Duodenal  Hematoma,  685  (Dec.) 


Parkin,  James  L.,  MD,  Salt  Lake  City,  Utah;  Benign  Masses 
of  the  Pharynx.  34  (Jan.) 

Parks,  Barbara  J.,  MD,  Denver,  Colorado;  Bites  of  the  Hand, 
85  (Feb.) 

Pfister,  Ronald  R.,  MD,  Denver,  Colorado;  Bleeding  Dis- 
orders in  Urology,  347  (June) 

Phillips,  Linda  K.,  Denver,  Colorado;  Acute  Lymphoblastic 
Leukemia  of  Childhood,  645  (Nov.) 

Pinkerton,  Ronald  E.,  MD,  Denver,  Colorado;  Coronary  Heart 
Disease,  577  (Oct.) 

Potter,  Nancy  J.,  RN,  Casper,  Wyoming;  Colposcopy  in  Pri- 
vate Practice,  403  (July) 

Prevedel,  Arthur  E.,  MD,  Denver,  Colorado;  Intra-Aortic  Bal- 
loon Pumping,  339  (June) 

Price,  Edward  B.,  Jr.,  MD,  Denver,  Colorado;  Pseudosarcoid 
Reaction,  637  (Nov.) 


Redman,  Jack  C.,  MD.  Albuquerque,  New  Mexico;  Suspected 
Early  Primary  Malignant  Melanoma,  161  (March) 

Reynolds,  William  A.,  MD.  Missoula,  Montana;  Medullary 
Carcinoma  of  the  Thyroid.  277  (May) 

Riccardi,  Vincent  M,.  MD,  Denver,  Colorado;  Regional 
Genetic  Counseling,  686  (Dec.) 

Ridges,  J.  Douglas,  MD,  Salt  Lake  City.  Utah;  Transient 
Cardiovascular  Symptoms,  25  (Jan.) 

Riley,  John  C.,  MD,  Denver,  Colorado;  Bilateral  Subclavian 
Steal,  151  (March) 

Robinson,  Arthur,  MD,  Denver,  Colorado;  Regional  Genetic 
Counseling,  686  (Dec.) 


Sampath,  Kulasekhar,  MD,  Pueblo,  Colorado;  Staphlyococcal 
Septicemia,  576  (Oct.) 

Sams,  W.  Mitchell,  Jr.,  MD,  Denver,  Colorado;  Leukocyto- 
clastic  Vasculitis,  351  (June) 

Sawyer,  Kenneth  C.,  MD.  Denver,  Colorado;  Enterocutaneous 
Fistula,  344  (June) 

Sawyer,  Robert  B.,  MD,  Denver,  Colorado;  Enterocutaneous 
Fistula,  344  (June) 

Schoonmaker,  Fred  W.,  MD,  Denver,  Colorado;  Intra-Aortic 
Balloon  Pumping,  399  (June) 

Schroeder,  Frances,  Denver,  Colorado;  Ekiterocutaneous  Fis- 
tula, 344  (June) 

Senelick,  Richard  C.,  MD,  Salt  Lake  City,  Utah;  A Variant 
of  the  Guillain-Barre  Syndrome,  45  (Jan.) 

Shipman,  Karl  H.,  MD,  Denver,  Colorado;  Pseudosarcoid 
Reaction,  637  (Nov.) 

Smith,  Dan,  MD,  Denver,  Colorado;  Intra-Aortic  Balloon 
Pumping,  339  (June) 

Smith,  Donald  E.,  MD,  Salt  Lake  City,  Utah;  A New  Ano- 
rexiant,  41  (Jan.) 

Spruance,  Spotswood  L.,  MD,  Salt  Lake  City,  Utah;  Endemic 
Hydatid  Disease  in  Utah,  17  (Jan.) 

Stevens.  Wayne  E.,  MD.  Colorado  Springs,  Colorado;  Medical 
Hypnosis  versus  Symptom  Removal,  689  (Dec.) 

Stewart,  Mr.  David  E.,  Denver,  Colorado;  End  Results  of 
Cancer  in  Colorado,  105  (Feb.) 

Stjemholm,  Melvin  R.,  MD,  Denver,  Colorado;  Current  Con- 
cepts in  Diagnosis  of  Insulinoma,  209  (April) 


Tenorio,  Arthur.  Santa  Fe,  New  Mexico:  Methadone  Treat- 
ment of  Heroin  Dependence,  516  (Sept.) 

Thomas,  Gary  K.,  MD,  Salt  Lake  City,  Utah;  Benign  Masses 
of  the  Pharynx,  34  (Jan.) 

Thompson,  Horace  E.,  MD,  Denver,  Colorado;  Colorado  Ma- 
ternal Mortality,  A 5-Year  Review,  155  (March) 

Todd,  James  K.,  MD,  Denver,  Colorado;  Tick-Transmitted 
Diseases,  445  (August) 


Verdon,  Thomas  A.,  MD,  Denver,  Colorado;  Intrathyroidal 
Defects  in  Thyroid  Hormone  Synthesis,  570  (Oct.) 

Vernon,  Thomas  M.,  MD,  Denver,  Colorado;  Tick-Transmitted 
Diseases,  445  (August) 


Wilcox,  Howard  G.,  MD,  Salt  Lake  City,  Utah;  Redskin 
Remedies,  29  (Jan.) 

Wilson,  Julius  L.,  MD,  Santa  Fe,  New  Mexico;  Methadone 
Treatment  of  Heroin  Dependence,  516  (Sept.) 

Winship,  M.  J..  MD,  Missoula,  Montana;  Candida  in  the  Blood 
Culture,  271  (May) ; Coincident  Infectious  Mononucleosis  and 
Ulcerative  Colitis,  585  (Oct.) 

Wise,  James  K.,  MD,  Fort  Collins,  Colorado;  Intramural 
Duodenal  Hematoma,  685  (Dec.) 


Yajko,  R.  Douglas,  MD,  Denver,  Colorado:  Late  Arterial  Em- 
bolectomy,  450  (August) 


Zimmermann,  Edward  A.,  MD,  Albuquerque,  New  Mexico; 
Clear-Cell  Adenocarcinoma  of  the  Vagina,  512  (Sept.) 
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Action  vs  Reaction,  143  (March)  (Editorial) 

Actions  of  Digitalis,  406  (July)  (Jones) 

Acupuncture — AMA  Study,  562  (Oct.)  (Editorial) 

Acute  Lymphoblastic  Leukemia  of  Childhood,  645  (Nov.) 
(Hutter,  Hays,  Holton,  Mayer,  Baum,  Chapman,  Phillips, 
Haerr) 

Acute  Respiratory  Insufficiency,  691  (Dec.)  (Liddle,  Moore, 
Corley) 

Addendum  to  Directory  of  Physicians,  530  (Sept.) 

Adenocarcinoma  of  the  Vagina,  Clear-Cell,  512  (Sept.) 
(Bivens,  Zimmermann) 

Amebic  Liver  Abscesses,  387  (July)  (Bindschadler) 

Ancillary  Studies  in  Neurology,  148  (March)  (Boulware) 
Anorexiant,  A New,  41  (Jan.)  (Smith) 

Arrogance  of  Physicians,  The,  268  (May)  (Editorial) 

Autoimmune  Disorders  in  a Single  Patient,  Multiple,  217 
(April)  (Oberheide,  Clarke) 

Balloon  Pumping,  Intra-Aortic,  339  (June)  (Schoonmaker, 
Grow,  Prevedel,  Hopeman,  Smith,  Brantigan) 

Ballooned  Mitral  Valve.  286  (May)  (Degnan) 

Benign  Masses  of  the  Pharynx,  34  (Jan.)  (Parkin,  Thomas) 
Bites  of  the  Hand.  85  (Feb.)  (Parks,  Hawkins,  Homer) 

Bleeding  Disorders  in  Urology,  347  (June)  (Hopkins,  Ander- 
son, Pfister)  ' 

Blood  Culture,  Candida  in  the,  271  (May)  (Winship) 

Blood  Dyscrasias,  274  (May)  (Bowman) 

Bone  Metastasis,  281  (May)  (Deigert) 

BOOK  CORNER  51  (Jan.),  122  (Feb.),  170  (March),  247 

(April),  411  (July),  537  (Sept.),  711  (Dec.) 

Can  Physicians  Do  It?,  14  (Jan.)  (Editorial) 

Cancer:  Enigma  and  Frustration,  207  (AprU)  (Editorial) 
Cancer  in  Colorado,  End  results  of.  105  (Feb.)  (Stewart) 
Candida  in  the  Blood  Culture.  271  (May)  (Winship) 

Carcinoma  of  Mouth,  Larj-nx  and  Hypopharynx.  Preoperative 
Irradiation  for,  694  (Dec.)  (Doberneck,  Baccari) 

Carcinoma  of  the  Thyroid,  Medullary,  277  (May)  (Reynolds) 
Cardiovascular  Symptoms,  Transient,  25  (Jan.)  (Ridges) 

Cataract  Extraction,  Mental  Improvement  after,  683  (Dec.) 
(Christman,  Macaluso) 

Central  Chondrosarcoma,  38  (Jan.)  (Gelman) 

Clear-CeU  Adenocarcinoma  of  the  Vagina,  512  (Sept.)  (Bivens, 
Zimmermann) 

Coincident  Infectious  Mononucleosis  and  Ulcerative  Colitis, 
585  (Oct.)  (Winship) 

COLORADO.  113  (Feb.),  167  (March),  299  (May),  418  (July), 
469  (August).  529  (Sept.),  593  (Oct.),  651  (Nov.) 

Colorado  Annual  Session  Program,  463  (August) 

Colorado  Maternal  Mortality,  A 5-Year  Review,  155  (March) 
(Thompson,  Longwell) 

Colorado  State  Science  Fair,  357  (June) 

Colposcopy  in  Private  Practice,  403  (July)  (Cheatham,  Pot- 
ter) 

Congenital  Absence  of  the  Gallbladder  and  Cystic  Duct,  455 
(August)  (McElfatrick,  Ehrichs,  McLauthlin) 

Continuing  Medical  Education,  The  USMA  Academy  for, 
13  (Jan.)  (Editorial) 

Coronary  Heart  Disease,  577  (Oct.)  (Pinkerton,  Badke) 

Crime  and  the  Sex  Drive,  385  (July)  (Editorial) 

Criticism  of  the  Press,  208  (April)  (Editorial) 

Current  Concepts  in  Diagnosis  of  Insulinoma,  209  (April) 
(Alsever,  Stjernholm) 

Cystic  Duct,  Congenital  Absence  of  the  Gallbladder  and,  455 
(Aug.)  (McElfatrick,  Ehrichs,  McLauthlin) 

Death,  Extraordinary  Means  of  Postponing,  561  (Oct.)  (Edi- 
torial) 


Denver's  Detoxification  Unit,  220  (April)  (Bems,  Dilts) 
Digitalis,  Actions  of,  406  (July)  (Jones) 

Don’t  Quit  Yet,  444  (August)  (Editorial) 

Dumping  Syndrome,  Hormonal  Basis  for  the,  94  (Feb.)  (Davis, 
Girard,  Eaton) 

Duodenal  Hematoma,  685  (Dec.)  (Otteman,  Wise,  Henson) 
Dyscrasias,  Blood,  274  (May)  (Bowman) 


Economist  Looks  at  Rural  Health  Care,  An,  623  (Nov.) 
(Bauer) 

Embolectomy,  Late  Arterial.  450  (August)  (Yajko) 

Electroencephalographic  Modifications  During  Administration 
of  Lithium,  99  (Feb.)  (Billings) 

End  Results  of  Cancer  in  Colorado,  105  (Feb.)  (Stewart) 

Endemic  Hydatid  Disease  in  Utah,  17  (Jan.)  (Spruance,  Klock, 
Chang,  Fukushima,  Andersen,  and  Kagan) 

Enterocutaneous  Fistula,  344  (June)  (Sawyer,  Sawyer, 
Schroeder) 

Epilepsy  Revisited,  565  (Oct.)  (Lewis) 

Esophagus,  Granular  Cell  Myoblastoma  of  the,  145  (March) 
(Collett) 

Extraordinary  Means  of  Postponing  Death.  561  (Oct.)  (Edi- 
torial) 


Fight  for  Survival,  A,  443  (August)  (Editorial) 

Fistula,  Enterocutaneous,  344  (June)  (Sawyer,  Sawyer, 
Schroeder) 


Gallbladder  and  Cystic  Duct,  Congenital  Absence  of  the  455 
(August)  (McElfatrick,  Ehrichs,  McLauthlin) 

Genetic  Counseling,  Regional,  686  (Dec.)  (Ricarrdi,  Robinson) 

Granular  Cell  Myoblastoma  of  the  Esophagus,  145  (March) 
(Collett) 

Guillain-Barre  Syndrome.  A Variant  of  the,  45  (Jan.)  (Sene- 
lick,  Jarcho) 


Hand,  Bites  of  the,  85  (Feb.)  (Parks.  Hawkins,  Horner) 

Heart  Disease,  Coronary,  577  (Oct.)  (Pinkerton,  Badke) 

Hemodialysis  for  Renal  Failure  in  Children,  583  (Oct.) 
(O’Brien) 

Heroin  Dependence,  Methadone  Treatment  of.  516  (Sept.) 
(Wilson.  Tenorio) 

Hodgkin’s  Disease,  398  (July)  (Mazhar) 

Holter  Recording— A First,  269  (May)  (Editorial) 

Hormonal  Basis  for  the  Dumping  Syndrome,  94  (Feb.)  (Davis, 
Girard,  Eaton) 

Hydatid  Disease  in  Utah,  Endemic,  17  (Jan.)  (Spruance,  Klock, 
Chang,  Fukushima,  Andersen,  and  Kagan) 

Hypertension,  267  (May)  (Editorial) 

Hypnosis  Versus  Symptom  Removal,  Medical.  689  (Dec.) 
(Stevens) 


IN  BRIEF,  A Summary  of  AMA,  Medical  and  Health  News, 
3 (Jan.),  76  (Feb.),  198  (April),  540  (Sept.),  601  (Oct.) 

Infants  and  Children,  Neuroblastoma  in,  640  (Nov.)  (Chang, 
Holton,  Chapman) 

Insulinoma,  Current  Concepts  in  Diagnosis  of,  209  (April) 
(Alsever,  Stjernholm) 

Intra-Aortic  Balloon  Pumping,  339  (June)  (Schoonmaker. 
Grow,  Prevedel,  Hopeman,  Smith,  Brantigan) 
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The  Journal  is  actively  trying  to  increase  its 
coverage  of  new  books.  If  you  are  interested  in 
reviewing  hooks  for  the  Journal  please  call  the 
Publications  Office  at  534-8580,  and  leave  your 
name  and  special  field  of  interest.  A list  of  re- 
cently received  books  is  ^regularly  given  in  this 
section.  Those  interested  are  invited  to  explore 
the  diverse  hooks  listed  and  make  a selection  from 
among  them. 
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Breast 

self-examination: 

KEY  ROLE 
OF  THE  PHYSICIAN 


item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  (fian 

1 in  5 women  practice  BSE.  and  only  halt  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But.  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far  major  emphasis  to  breast  cancer 
more  important  than  increasing  through  research  and  a vast  array 
awareness  of  breast  self-examina-  of  public  educational  materials.de- 
tion.  IS  the  problem  of  inducing  signed  to  give  women  life-saving 
women  to  practice  it  regularly.  The  information  about  the  disease.  Our 
physician  plays  a key  role  in  this—  latest  approach  is  via  a pioneering 
by  teaching  women  the  correct  television  film  starring  Jennifer 
technique,  and  instilling  in  them  the  O'Neill.  "Breast  Cancer;  Where  V/e 
confidence  that  will  assure  their  Are.  " Where  we  will  be  in  a few 
continued  practice  of  BSE.  years  will  certainly  hinge  on  our 

The  American  Cancer  Society  gives  joint  efforts. 

American  Cancer  Society^  ^ 
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The  Role 
of  the 

Detail  Man 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  mer 
I meet.  Most  of  them  are  knowledge 
able  about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 

Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihoc 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  larger  teachingfacilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate forthe 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
thinkthis  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  “pushers”  of  theirdrugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
sentinga  one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 
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